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enopausal  symptoms,  but  only  ai^\fnN  t indications:  Manage 


His  wife  has  a 


please  consult  complete  product  informa- 
hich  follows: 

Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 


ally  irritate  him.  Her  hot  flashes,  ner  . _ , 

TtiaO  her  palpitations thabs  nSt  *1^^  *9®  3 Contraindications:  Women  with  cancer  of  breast  or  genitalia, 

oblem.  What  really  bothers  him  is 
iv  nervousness,  her  irritability  and 
ir  excessive  anxiety,  often  expressed 
r endless  “book-shuffling,  chain- 
roking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
rtigo,  palpitations  in  most 
enopausal  women.  Menrium 
ovides  the  well-known  antianxiety 
tion  of  chlordiazepoxide  (Librium®) 
id  water-soluble  esterified  estrogens, 
therefore  relieves  more  symptoms 
an  either  component  separately, 
takes  care  of  the  vasomotor 
mptoms  as  well  as  the  emotional 
mptoms.  This  means  the  symptoms 
iat  bother  his  wife  most.  And  the 
mptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
:r  menopause,  remember  Menrium. 


except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
be  en  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCI.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
ibido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
iver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


MenriuntTin 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


10  mg  chlordiazepoxide  0.4  mg  water-soluble 

esterified  estrogens 
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You  know 
diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


trolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
se,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


roton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
ersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
ild  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
rration)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
dements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
ing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
tal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
ibearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
ated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
ace  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
rmination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
ilance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
ssium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
:nts  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
exia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
ttension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
mbocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
:reatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
pounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
he  complete  prescribing  information. 

GY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 


A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe- 
cial base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1 or  2 tablets  night  or  morning.  Children  (up  to  age 
10):  'h  tablet.  A citrus  drink  taken  with  tablet  will  stimu- 
late action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Ground  Broken  in  Cincinnati 

for  New  Home  of 

the  UC  College  of  Medicine 

Groundbreaking  ceremonies  were  held  on 
December  10  for  the  new  home  of  the  University 
of  Cincinnati  College  of  Medicine  on  the  grounds 
of  the  Cincinnati  General  Hospital. 

The  multiple-stage  construction  of  a Medical 
Sciences  Building  and  Surgical  Research  Unit, 
plus  an  auxiliary  supplies  and  receiving  area  for 
both  Cincinnati  General  Hospital  and  the  Medical 
Sciences  Building,  is  expected  to  take  approximate- 
ly three  years. 

Total  project  cost  of  the  Medical  Sciences 
Building  is  $53.5  million.  Of  that,  $34.69  million 
has  been  granted  by  the  Bureau  of  Health  Pro- 
fessional Education  and  Manpower  Training  of 
the  U.S.  National  Institutes  of  Health.  College 
officials  report  that  it  is  the  largest  construction 
grant  for  medical  education  ever  given  by  the 
Federal  government. 

The  State  of  Ohio  has  allocated  $17  million 
for  the  building  and  $1.8  million  will  be  provided 
by  the  University. 

The  new  10-story  medical  college  building 
will  make  possible  an  approximately  75  percent 
increase  in  medical  class  size  (from  110  to  192 
students  per  class).  Completion  date  is  scheduled 
for  September,  1973. 

The  Surgical  Research  Unit  is  scheduled  to 
be  completed  by  March,  1973.  Its  project  cost  is 
$2,162,044.  Funds  include  a $567,000  grant  from 
the  Health  Research  Facilities  Branch  of  the 
Division  of  Research  Facilities  and  Resources  of 
the  NIH,  $200,000  from  the  Corbett  Foundation, 
$100,000  from  Mr.  and  Mrs.  J.  Ralph  Corbett, 
and  more  than  $1  million  from  many  other  good 
friends  of  the  University. 


Environmental  “Stressors” 
Studied  by  Columbus  Institute 

Recent  research  has  resulted  in  concepts  for- 
planning  comprehensive  research  and  develop- 
ment and  programs  to  improve  the  quality  ol 
man’s  environment.  Also  proposed  in  the  study — 
carried  out  for  the  Department  of  Health,  Edu- 
cation, and  Welfare— is  an  environmental  health 
information  network  designed  to  provide  ready  ac- 
cess and  an  efficient  flow  of  information  on  human 
health  and  well-being  within  the  man-centered 
ecosystem. 

The  one-year  research  program,  sponsored  by 
HEW’s  Environmental  Health  Service  (EHS),  was 
conducted  at  two  Battelle  Memorial  Institute  fa- 


cili ties— its  Columbus  (Ohio)  Laboratories  and 
its  Pacific  Northwest  Laboratories  at  Richland, 
Washington. 

“Planning  is  most  effective  when  done  in 
terms  of  environmental  stressors,”  says  Battelle’s 
David  L.  Morrison,  Ph.D.  “Stressors  are  those  fac- 
tors which  produce  deleterious  effects  on  man. 
Stressors  include,  among  many  other  things,  chemi- 
cal compounds,  biological  agents,  and  physical, 
social,  and  psychological  factors. 

For  a comprehensive  understanding  of  en- 
vironmental problems,  the  researcher  emphasizes  it 
i is  important  to  consider  the  stressor  source,  envi- 
ronmental  pathways  through  which  it  is  trans- 
ported, the  receptor,  and  the  ultimate  effect  on 

1 man. 

Dr.  Morrison  says  this  approach  to  dealing 
with  environmental  problems  emphasizes  function- 
: al  relationships  rather  than  the  traditional  aspects 
f of  air,  water,  and  land  pollution.  He  notes,  “The 
traditional  approach  treats  the  effect  of  stressors 
and  does  not  come  up  with  lasting  solutions  to 
the  problems  rooted  in  the  stressor  base.” 

To  evaluate  the  validity  of  the  Battelle-devel- 
d ! oped  planning  concepts,  two  case  studies  for  en- 
vironmental stressors  were  carried  out.  The  stres- 
; sors  selected  were  lead  and  DD 1 . Each  study 
; represented  a comprehensive  review  of  the  envi- 

2 |i  ronmental  aspects  of  the  stressors.  The  significant 
d i health  and  environmental  problems  associated  with 

the  stressors  were  identified  and  courses  of  action 
i0 1 to  reduce  their  impact  were  recommended. 

Copies  of  the  five  volume  final  report  will  be 
made  available  to  the  public  at  a nominal  cost 
, through  the  National  Technical  Information  Ser- 
9|  vice  of  the  Department  of  Commerce. 
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Interesting  Ohio  Report 
by  Highway  Safety  Unit 
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The  following  information  in  regard  to  traffic 
accidents  for  1969  was  released  by  the  Ohio  De- 
partment of  Highway  Safety. 

Traffic  deaths  in  Ohio,  2,778  (up  9 percent 
over  1968);  injuries,  110,000  (up  7 percent); 
number  of  accidents,  241,500  (up  8 percent)  ; eco- 
nomic cost  of  accidents,  $570,000,000  (up  12  per- 
cent) ; property  damage  in  reported  accidents, 
$130,000,000  (up  20  percent)  ; drivers  involved. 

435.000  (up  8 percent)  ; motor  vehicles  involved, 

460.000  (up  8 percent). 

Of  the  2,778  persons  who  died  as  a result 
of  traffic  accidents,  425  were  pedestrians,  53  bi- 
cyclists, 9 motor  scooter  occupants,  79  motor- 
cyclists, and  100  deaths  were  the  result  of  auto 
and  train  collisions. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI -A-Z0NE 

mVWftVWWWWWW 


Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli. Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity 
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all  with  a 500mg.  potency,  b.i.d.  iXconvenience  and  low 
prescription  cost. 


Tetrex 


OSU  Health  Service 
Director  Named 


(500 mg. 
tetracycline 
phosphate 
complex) 


For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 
In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 
Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
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sary during  prolonged  therapy. 
Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood). 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 
Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 
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BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


Dr.  H.  Spencer  Turner  has  been  appointed 
director  of  the  Ohio  State  University  Health  Ser- 
vice, to  succeed  Dr.  Paul  S.  Fancher,  who  retired 
as  director  October  31.  Dr.  Turner  is  assistant 
professor  of  aerospace  medicine  in  the  OSU  De- 
partment of  Preventive  Medicine,  and  has  been 
associated  with  the  Health  Service  for  about  five 
years. 

An  outpatient  facility  charged  with  main- 
taining student  health,  the  Health  Service  admin- 
isters to  hundreds  of  students  daily.  The  patient 
load  in  1970-71  is  expected  to  total  some  100,000. 

The  staff  includes  six  full-time  and  39  part- 
time  physicians  and  offers  services  in  a dozen 
specialties. 

The  Health  Service  operation  is  in  the  new 
John  W.  Wilce  Center,  1875  Millikin  Road. 

Dr.  Turner  is  a native  of  Dayton,  and  re- 
ceived his  M.D.  degree  summa  cum  laude  in  1963 
and  his  M.Sc.  in  1968,  both  from  Ohio  State. 

In  1963-64  he  served  his  internship  at  Miami 
Valley  Hospital,  Dayton,  and  his  residency  in 
aerospace  medicine  at  Ohio  State  University  Hos- 
pital in  1966-69.  He  was  chief  resident  in  1968-69. 

Certified  by  the  American  Board  of  Pre- 
ventive Medicine  in  aerospace  medicine,  he  has 
conducted  research  on  environmental  physiology, 
health  care  delivery  systems,  and  other  subjects. 

He  is  author  or  coauthor  of  several  articles, 
including  a recent  one  with  Prof.  Harold  V.  El- 
lingson  of  the  department  of  preventive  medicine 
in  the  publication  “Aerospace  Medicine”  on  “Use 
of  the  Helicopter  as  an  Emergency  Vehicle  in  the 
Civilian  Environment:  Results  of  a Survey-ques- 
tionnaire.” 


“Quote” 


The  Three  L’s 
in  Child  Guidance 

“Have  we  helped  to  instill  this  lack  of  respect 
for  authority  by  omitting  to  emphasize  to  mothers 
that  if  all  children  are  to  thrive  and  develop  emo- 
tionally, they  must  have  the  ‘Three  L’s’ — Love, 
Limitations,  and  Let  them  grow  up?  . . . 

“In  this  age  when  the  need  of  authority  is 
seriously  questioned,  let  us  hope  that  as  children’s 
physicians  we  can  guide  parents  to  impart  to  each 
child  that  a just  authority  is  the  essence  of  any 
society  that  is  to  succeed.”  — Daniel  F.  Sullivan, 
M.D.,  in  the  Journal  of  the  Medical  Association  of 
the  State  of  Alabama 
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Private  Practice 


Or,  the  Private  Sector  of  the  Health  Care  Delivery  System 


Bv  Maurice  F.  Lieber,  M.D. 


/^\HIt)  IS  JUSTIFIABLY  PROUD  of  its  role 
relating  to  the  private  practice  of  medicine, 
or  as  some  would  phrase  it,  as  regards  the 
private  sector  of  the  health  care  delivery  system. 
And  mind  you,  I said  “system,”  for  that  is  what 
it  is,  regardless  of  how  labor  lords  such  as  the 
late  Walter  Reuther  callously  try  to  polarize 
America  by  attacking  the  medical  profession  “as 
a nonsystem  of  medical  care.”  However,  let  me 
return  to  the  chronology  of  our  input  for  awhile, 
and  then  I will  deal  with  the  forces  that  fight 
to  destroy  us  as  relentlously,  as  constantly,  as 
stealthily  as  any  subversive  ever  devised  since  the 
dawn  of  civilization. 

It  was  about  a year  and  a half  ago,  on  May 
16,  1969,  that  the  House  of  Delegates  of  the 
Ohio  State  Medical  Association  created  a Council 
on  Private  Practice.  This  is  a classic  example  of 
grass  roots  activism  in  a pure  and  decent  sense. 
The  Stark  County  Medical  Society  originated  the 
concept,  the  Ohio  State  Medical  Association 
accepted  it,  and  it  was  forwarded  by  the  Ohio 
Delegates  to  the  AMA,  but  I am  getting  ahead  of 
my  story. 

Serving  Mankind’s  Needs 

The  formative  resolution  is  so  basic,  yet  so 
monumental  as  a landmark  in  history,  that  I would 
like  to  read  it  to  you.  It  states: 

WHEREAS,  The  private  practice  of 
medicine  is  still  believed  to  be  the  best 
method  of  serving  mankind’s  medical  needs, 
and 

WHEREAS,  There  is  presently  no 
structure  in  organized  medicine  for  the  pro- 
motion of  private  practice,  THEREFORE 
BE  IT 

RESOLVED,  That  the  Ohio  State  Med- 
ical Association  encourage  the  formation  of  a 


Dr.  Lieber,  of  Canton,  is  a member  of  The  Council 
of  the  Ohio  State  Medical  Association,  as 
Councilor  of  the  Sixth  District,  and  is  chairman 
of  the  OSMA  Committee  on  Private  Practice. 
This  article  is  the  text  of  a lecture  presented 
November  7,  1970  during  the  Seminar  on  Private 
Practice,  a feature  of  the  Congress  of  County 
Medical  Societies  meeting  held  in  Cincinnati. 


Council  on  Private  Practice  at  the  state  and 
national  levels,  with  the  primary  objective 
being  to  espouse  the  aspirations  and  goals 
of  private  practice,  and  BE  IT  FURTHER 
RESOLVED,  That  medical  schools  and 
faculties  encourage,  by  a variety  of  methods, 
greater  emphasis  on  private  practice,  greater 
use  of  private  practitioners  in  the  teaching 
of  medical  students,  greater  use  of  community 
hospitals  for  teaching  and  the  establishment 
of  residencies  in  family  practice  to  produce 
more  physicians  accented  to  the  private 
practice  of  medicine,  AND  BE  IT  F'URTHER 
RESOLVED,  That  the  intent  of  this 
resolution  be  carried  to  the  AMA  annual 
convention  in  New  York  in  July  1969. 

Dr.  Tschantz  will  tell  you  of  the  events  at 
the  AMA  meetings  in  New  York,  Denver,  and 
thereafter.  Suffice  it  to  say,  action  was  taken  at 
the  Ohio  State  level  to  combat  what  we  felt  was  ! 
a serious  drain  of  medical  graduates  away  from 
patient  care  towards  governmental,  educational, 
and  research  positions.  This  was  corroborated  by 
the  statistical  proof  that  in  the  postwar  years 
until  very'  recently,  when  research  funds  from 
government  sources  were  increased  400  percent, 
the  number  of  doctors  entering  research  increased 
over  400  percent. 

Although  AMA  action  did  not  result,  as  we 
had  hoped,  in  the  formation  of  Councils  at  the 
state  and  national  levels,  Committees  on  Private 
Practice  did  come  into  being,  and  the  Ohio 
State  committee  was  appointed  on  August  21, 
1969. 

Freedom  of  Choice 

Our  Committee  has  been  diligent.  First  we 
sought  to  define  what  we  represent,  what  private  i) 
practice  really  is.  We  agreed  that  “Private  practice  ’ 
is  that  system  of  medical  care  whereby  there  is  ! 
full  freedom  of  choice  for  the  patient  in  selecting  I 
his  physician,  or  group  of  physicians,  and  except 
in  cases  of  emergency,  there  is  full  freedom  of 
choice  for  the  physician,  or  group  of  physicians,  j 
in  accepting  his  patient.  Under  such  system,  the  !| 
individual  physician,  or  group  of  physicians,  is 
responsible  for  the  medical  care  of  an  individual 
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patient  and  the  individual  patient  is  responsible 
to  the  individual  physician,  or  group  of  physicians 
for  reimbursement  for  such  medical  care.” 

But,  to  chart  our  course  as  a committee,  we 
also  sought  an  understanding  of  the  adversaries  of 
private  practice.  Without  question,  Socialized 
Medicine  is  the  greatest  opponent  of  the  free 
enterprise  system  of  delivering  health  care.  There- 
fore we  sought  to  identify  this  “system”  and  I 
will  put  it  in  quotes,  not  out  of  respect  for,  but 
as  a reminder  of  those  who  would  propagandize 
this  in  America.  And  we  agreed  as  a committee 
that  the  Random  House  Unabridged  English 
Dictionary  of  1966  was  correct  in  saying,  “Social- 
ized Medicine  is  any  of  the  various  systems  to 
provide  the  entire  population  with  complete  med- 
ical care  through  government  subsidization  of 
medical  and  health  services  and  general  regulation 
of  those  services.” 

We  then  drew  up  functions  for  the  Commit- 
tee, and  attempted  to  establish  Committee  priori- 
ties. 

Functions 

Proper  functions,  we  felt,  should  include: 

1 . To  encourage  and  promote  the  pri- 
vate practice  of  medicine. 

2.  To  encourage  development  of  new 
methods  of  delivery  of  medical  service  within  the 
private  practice  sector  where  such  methods  will 
lead  to  better,  more  efficient  care. 

3.  To  assist  the  private  practitioner  to 
improve  and  update  his  method  of  providing 
medical  services,  including  business  practices  and 
the  efficient  use  of  allied  health  personnel. 

4.  To  publicize  to  patients  and  to  the 
public  the  merits  of  private  practice  over  other 
systems  of  delivering  medical  care. 

5.  To  bring  to  the  attention  of  all  private 
practitioners  the  forces  at  work  to  downgrade 
private  practice  in  contrast  with  other  unproven 
or  disproven  methods  of  delivering  medical  ser- 
vices. 

6.  To  encourage  and  assist  the  develop- 
ment of  similar  committees  by  other  state  medical 
associations. 

7.  To  maintain  constant  liaison  with  The 
Council,  the  House  of  Delegates,  the  Ohio  Dele- 
gation, and  with  all  committees  of  the  Ohio  State 
Medical  Association  to  achieve  these  objectives. 

8.  To  develop,  in  working  with  the 
OSMA  Department  of  Economics  Research  and 
other  sources,  information  and  studies  regarding 
cost  comparisons  and  other  economic  factors  of 
private  practice  of  medicine  versus  other  types  of 
medical  care. 

9.  To  assist,  when  so  requested,  the 
component  County  Medical  Societies,  Ohio 


Specialty  Societies,  and  individual  members  of 
activities  and  programs  relating  to  these  functions. 

Priorities 

Committee  priorities,  we  thought,  should  in- 
clude (but  not  necessarily  in  this  order): 

1 . What  can  be  done  to  obtain  more 
practicing  physicians? 

2.  What  type  of  “physician  assistant”  is 
expected  by  each  of  the  specialty  groups? 

3.  The  committee  should  set  up  a speak- 
ers’ bureau  to  inform  county  medical  societies  in 
regard  to  utilizing  new  methods  and  procedures 
in  private  practice. 

4.  How  many  hospital  staffs  in  Ohio  are 
moving  outside  the  area  of  private  practice? 

5.  What  practitioner  activities  can  physi- 
cians subordinate  to  trained  assistants? 

6.  Is  a statewide  computer  network  to 
assist  physicians  in  private  practice  feasible  and 
practical? 

7.  What  other  programs  and  services  can 
the  committee  offer  county  medical  societies  and 
their  members? 

These,  then,  are  the  matters  that  have  con- 
cerned us  and  occupied  our  time  and  attention. 
Well,  where  are  we  going? 

There  is  no  question  that  the  coming  Con- 
gress will  be  deluged  with  more  legislation  of  far 
greater  scope  and  importance  concerning  medical 
matters  than  any  Congress  at  any  time  in  our 
history. 

Defaulting  in  the  Fight  for  Life 

Only  about  half  of  the  physicians  in  this 
country  devote  full  time  to  the  practice  of  medi- 
cine. We  are  getting  “long  in  the  tooth,”  too, 
inasmuch  as  those  who  do  practice  are  becom- 
ing older  in  years,  on  the  average.  Think  about 
this  for  a moment,  about  the  age  of  the  doctors 
in  your  communities,  on  your  hospital  staffs. 
Twenty-five  percent  of  them  are  over  the  age 
of  60. 

And  then  let  us  turn  the  coin  over.  There 
can  be  no  doubt  whatever  that  the  proposed 
legislation  will  include  immense  pressures  put 
upon  the  Congress  for  sweeping  changes  in  med- 
ical care  delivery  in  1971.  Not  only  new  methods, 
but  ill-timed,  ill-advised  new  laws  will  be  con- 
sidered. The  National  health  care  advocates  will 
never  be  satisfied  with  contributing  financial 
assistance.  They  Want  To  Dictate  YOUR  Method 
of  Practice,  YOUR  Fees  For  YOUR  Services, 
And  To  Control  YOUR  Professional  Life. 

What  are  we  doing  about  it,  and  what  are 
“they”  doing?  As  for  us,  the  medical  profession 
in  general  and  the  private  practice  sector  in 
(Continued  on  Page  12) 
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...with  episodes  of  vertigo, 
headache,  confusion,  sensory  loss, 
slurred  speech,  consider 

VASODlLAN 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
increasing  cerebral  blood  flow 


New  20  mg.  strength  now  available:  Vasodilan  20  mg.  tablets  for  greater  dosage 
simplicity  and  convenience.  Recommended  initial  dose:  one  20  mg.  tablet  q.i.d. 
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particular,  we  seem  to  be  standing  still.  But  I 
prefer  to  think  we  are  gathering  strength  and 
tooling  up  for  the  fight  of  our  lives.  This  is  the 
progress  report  of  the  present  status  of  private 
practice:  we  are  truly  facing  the  fight  of  our 
lives!  Nothing  since  the  introduction  of  the  first 
Wagner  bill  35  years  ago  can  even  remotely  com- 
pare to  it.  We  are  few  and  they  are  many,  but 
we  DO  have  the  strength  and  we  DO  have  the 
tools.  We  must  never,  never  forget  that  although 
we  who  practice  medicine  in  this  country  number 
only  about  160,000  — There  Is  No  One  Else  Who 
Can  Deliver  Medical  Care.  No  one  else.  Not 
one.  None.  For  our  adversaries  are  politicians 
and  planners  who  never  did  study  or  practice 
medicine,  plus  a uniquely  misinformed  group  of 
research  people,  ivory  tower  educators,  and  drop- 
out doctors  who  have  fled  from  the  hot  kitchen 
of  private  practice  for  a multitude  of  personal 
reasons. 

Motivations  of  the  Big  Planners 

I say  they  are  planners  and  politicians.  They 
are  often  looked  upon  as  good  people,  civic-mind- 
ed and  community  oriented.  But  you  can  tell 
them  by  their  motivations.  And  these  motivations 
are  always  either  Power,  Prestige,  or  Profit. 
There  are  the  big  planners.  These  are  the  Wilbur 
Cohens,  the  Isidore  Falks,  the  Rashi  Feins,  the 
Charles  Codes.  What  do  they  have  in  common? 
Well,  I’ll  tell  you:  none  of  them  ever  practiced 
medicine.  Yet  they  know  all  about  it.  Wilbur 
Cohen,  consultant  to  the  National  Health  Act 
in  Britain,  said  it  all  over  again  in  his  statement 
to  the  Committee  on  Government  Operations  in 
Washington  on  April  26,  1968.  Walter  J.  McNer- 
ney,  president  of  the  National  Blue  Cross  Associa- 
tion, put  it  this  way  to  a Detroit  audience  last 
February,  "In  a word,  we  do  need  a new  system 
(of  health  care),  in  my  opinion,  and  we  should 
face  up  now  to  how  to  achieve  it.”  Another  by 
planner,  John  Gardner,  whom  you  all  remember, 
called  for  “a  massive  assault  to  correct  ....  an 
outworn,  expensive  and  outrageously  inefficient 
system.”  Charles  Code  wrote  in  the  New  England 
Journal  of  Medicine  on  September  24,  1970:  “The 
medical  profession  is  no  longer  the  determinant 
of  its  destiny.  The  American  public  is  demanding 
ready  access  to  the  best  medical  care  and  the 
Government  is  responding.”  These  are  the  big 
planners.  They  are  the  prestige  group.  Look  at  the 
hours  and  the  pay  of  your  full  time  salaried 
hospital  doctors,  and  the  paid  workers  in  the 
various  "Disease  of  the  Month”  organizations 
back  home.  This  is  their  livelihood.  You  will 
understand.  The  little  planners  are  the  profit  boys. 
They  range  all  the  way  from  the  doctor-hating, 
doctor-baiting  American  Hospital  Association  to 
the  people  on  your  hospital  boards.  Look  at  the 


divisive  letter  from  the  American  Hospital  Associa- 
tion sent  to  all  medical  staff  presidents  last 
September  and  you  will  understand.  Following 
a series  of  legal  decisions  Wilbur  Cohen  and  the 
AHA  wooed  and  enticed  Boards  of  Trustees  the 
country  over  into  “a  new  role  of  Trusteeship.” 
Look  at  the  Code  of  Regulations  of  your  hospital, 
and  you  will  understand.  1 took  the  time  to  look 
at  ours  and  its  says: 

“The  Board  of  Trustees  shall  have  the  power 
to  make  rules  and  regulations  for  the  admission 
of  patients  (into  the  hospital)  and  the  treatment 
of  patients  therein,  as  they  shall  see  fit,  and  may 
change  ....  from  time  to  time  according  to 
their  judgement.  They  ....  shall  be  empowered 
to  appoint  and  employ  all  medical  and  other 
assistants,  servants,  and  employees  ....  and  shall 
fix  their  compensation.  The  Trustees  shall  also 
be  empowered  to  create  and  maintain  a medical 
staff  for  the  Hospital  under  rules  and  bylaws  to 
be  adopted  by  the  Board.”  Ladies  and  gentlemen, 
this  is  a nonprofit,  nonsectarian  community 
hospital,  built  and  renovated  by  solicited  public 
funds,  including  Ford  Foundation  and  Hill-Burton 
funds! 

I might  add  that  in  violation  of  Article  VI 
of  the  Standards  of  Accreditation  of  the  Joint 
Commission  on  Accreditation  of  Hospitals,  this 
particular  Board  of  Trustees  recently  abrogated 
the  rights  of  the  Medical  Staff  and  they  them- 
selves wrote  or  caused  to  be  written  a Constitu- 
tion and  Bylaws  for  the  Medical  Staff  which  was 
sent  to  each  doctor  for  signature  on  or  before 
a designated  date. 

Now  my  good  friends,  what  the  planners 
and  politicians  know  very  well  but  what  the  lay 
people  whose  hobby  or  civic  contribution  is  giv- 
ing some  time  each  month  to  the  local  health 
facility  do  not  seem  to  realize  is  this:  if  the 
hospitals  can  control  the  doctors  of  the  country 
this  easily,  it  will  be  even  easier  for  the  planners 
and  the  government  to  step  in  and  take  over  the 
entire  medical  care  system  when  the  appropriate 
moment  is  here. 

And  when  a committee  of  the  doctors  on  our 
staff  met  with  a committee  of  the  Trustees  a 
short  time  ago,  one  of  the  Trustees  said  to  me 
and  I quote  in  recorded  context:  “The  Board  of 
Trustees  of  this  hospital  will  not  take  direction 
from  the  doctors.  The  doctors  may  advise  the 
board  as  to  what  they  think,  but  ANY  decisions 
will  be  made  by  the  Board  of  Trustees  and  not 
the  doctors  on  the  Staff.”  These  are  little  plan- 
ners. It  is  not  difficult  to  understand,  is  it? 

Politicians  in  the  Act 

Well  who,  then,  are  the  politicians  and  what 
do  they  want?  Like  the  planners,  there  are  big  ones 
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Bitabs 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tabled  q.i.d. 


Tijjnm  100  000N.F  Units,  Chymolrypun  8 000  N F U mis 
equivalent  in  tryptic  activity  to  40  mj.  ot  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tabfefq.i.d. 

Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  Isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
4 groups.  (See  Precautions.)  It  is  recommended  that  if  side 
t effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I I I THE  NATIONAL  DRUG  COMPANY 

1 Hi  I I DIVISION  OF  RICHARDSON  MERRELL  INC. 

* |U  U|  PHILADELPHIA.  PENNSYLVANIA  19144 

TKADEMA8K:  SITABS  U S.  PATENT  NO  3.004.893  9/70  0 0O9A  161 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . moniiia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


vindications:  Known  sensitivity  to  sulfonomides. 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'Stemic  sulfonamides  should  be  observed  because  of  the  pos- 
1 of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  doily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 


TRADEMARK:  AVC  AV007A  7/70  Y.U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


and  there  are  little  ones,  but  these  are  the  people 
who  desire  POWER.  And  how  better  to  attain 
power  than  to  control  our  number  one  asset,  the 
nation’s  health?  Emerson  said  it:  Our  nation’s 
health  is  our  first  wealth.  If  “power”  and  “con- 
trol” sound  polarizing,  read  the  Kennedy-Saxbe 
Senate  bill,  read  Mrs.  Griffith’s  version  of  the 
same  bill  which  was  introduced  into  the  House 
of  Representatives.  These  outline  complete  control 
of  the  practice  of  medicine  by  the  Government. 
And  all  this  despite  the  loss  of  quality  care 
wherever  it  has  been  tried.  And  despite  the 
enormous  and  wasteful  costs  wherever  it  has  been 
tried.  Mr.  Veneman  of  HEW  did  indeed  testify 
that  the  Saxbe  bill  will  cost  approximately  $77 
billion  in  its  very  first  year  of  operation.  He 
deplores  this  complete  destruction  of  our  medical 
system.  He  says  “they”  want  “throw  the  baby 
out  with  the  bath  water.”  And  who  are  “they” : 
the  Planners  and  the  Politicians.  And  Rashi  Fein, 
of  Harvard,  said  if  it  will  cost  that  much  in 
1973,  we’d  better  do  it  NOW!  These  big  planners 
are  big  spenders  too. 

Botching  the  Health  Care  Job 

Let  us  go  back  just  a few  years.  The  people 
who  don’t  practice  medicine  and  don't  intend  to, 
said  we  needed  Medicare.  Ten  percent  of  our 
senior  citizens  needed  help  with  their  medical 
finances.  Of  the  18  million  old  folks,  1,800,000 
needed  aid.  This  was  less  than  one  percent  of  our 
population!  So  they  made  a bad  bill  into  a bad 
law  and  we  now  have  the  Medicare-Medicaid 
fiasco.  And  remember  only  a minor  fraction  of  the 
Medicare-Medicaid  expenditures  go  to  doctors. 
So  from  here  they  want  to  go  to  something  in- 
finitely worse.  They  say  it  is  inevitable.  Who  are 
“they”?  Listen  to  CBS.  No,  not  the  Columbia 
Broadcasting  System,  not  after  that  vicious  Daniel 
Schorr  “Medical  extravaganza”  of  earlier  this 
year.  The  CBS  I refer  to  is  Wilbur  Cohen,  Wal- 
lace Bennett,  and  William  Saxbe.  Bennett  quali- 
fies because  his  Professional  Review  Standards 
concept  allows  beaurocratic  organizations  to  re- 
view physician’s  functions.  Planners  and  Poli- 
ticians! Prestige,  Power,  and  Profit! 

Physician’s  Role  a Noble  One 

Finally,  let  us  go  back  a little  further.  About 
a hundred  years  ago,  Robert  Louis  Stevenson 
wrote  “There  are  men  and  classes  of  men  that 
stand  above  the  common  herd;  the  soldier,  the 
sailor  and  the  shepherd  not  unfrequently;  the 


artist  rarely;  and  rarelier  still  the  clergyman.  But 
the  physician  almost  always  as  a rule.  For  he 
indeed  is  the  flower  of  our  civilization  such  as  it 
is.”  Have  we  changed  so  much?  Twenty-five 
years  later,  William  Osier  said  “In  the  records  of 
no  other  profession  is  there  to  be  found  so  large 
a number  of  men  who  have  combined  intellectual 
preeminence  with  nobility’  of  character.”  Have 
we  changed  so  much?  I do  not  think  so,  for 
even  the  Medicare  Report  of  June  24,  1970  says: 

. . . . “No  group  of  Americans  is  superior  to 
doctors  as  a class  in  intelligence;  no  group  works 
harder  and/or  longer  to  earn  his  credentials;  no 
body  of  humans  bears  greater  responsibilities; 
practically  no  group  has  a shorter  life  span;  no 
group  is  more  important  . ...”  I don’t  think 
we’ve  changed. 

But  if  we  haven’t  changed,  our  methods  of 
practice  have.  Ninety  percent  of  what  we  know 
and  do  now  was  not  known  a short  ten  years 
ago.  Flowever,  orderly  and  progressive  change  is 
one  thing,  and  planned  political  destruction  of 
a noble  profession  is  quite  another  thing. 

A very  recent  top  level  Department  of  HEW 
report  will  soon  go  to  the  White  House  calling 
for  an  end  to  solo  practice  fee-for-service  medicine 
in  the  United  States.  Solo  practice,  this  report 
said,  must  be  replaced  by  contractual  agreements 
between  health  providers,  such  as  physicians  and 
hospitals,  with  population  groups.  I don’t  know 
about  you,  but  to  me  this  is  not  a gut  issue; 
this  is  an  issue  of  the  gutter.  This  is  the  defini- 
tion of  inferior  quality  medical  care.  And  evil 
gimmicks  such  as  the  133  percent  offered  to 
Group  Practice  Pre-Payment  Plans  as  compared 
to  the  80  percent  of  the  “customary  and  pre- 
vailing charge”  offered  to  other  physicians  will 
not  bribe  the  practicing  physicians  of  this  country 
from  their  ideals. 

And  so  this  is  the  status  of  Private  Practice 
today.  I implore  you,  go  home  and  rededicate 
yourselves.  Become  committed.  Talk  to  your  local 
societies.  Talk  to  your  AMA  delegates.  TAKE 
TIME  TO  DO  IT!  I love  and  respect  the 
words  of  a great  Cantonian,  our  25th  President, 
William  McKinley,  who  said  “Let  us  ever  remem- 
ber that  our  interest  is  in  concord  not  conflict.” 
But  we  ARE  in  a conflict  and  in  conflict  there  is 
no  substitute  for  victory’.  In  the  words  of  Winston 
Churchill,  “Victory  at  all  costs,  victory  in  spite 
of  all  terror,  victory  however  long  and  hard  the 
road  may  be;  for  without  victory  there  is  no 
survival.” 
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Who  knows  more  about 
the  medical  profession 
than  doctors? 

That's  why  there  are  thirteen 
doctors  on  OMI's  twenty-one 
member  board  of  directors. 

Ohio  Medical  Indemnity, 
serving  over  3 million  Ohioans 
is  sponsored  by  the 
Ohio  State 
Medical  Association. 


Blue  Shield 

Ohio  Medical  Indemnity,  Inc. 

3770  N.  High  Street 
Columbus,  Ohio  43214 
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Fast.  Jong-lasting 
relief  of  aches 
and  pains 
of  colds  and  flu 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12.  36  and  60  tablets. 


on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 
During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


REON 


Ummm  BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Abortions  — A Challenge 
From  the  Distaff  Side 

There  are  more  things  in  heaven  and  earth,  Horatio, 
Than  are  dreamt  of  in  your  philosophy. 

Hamlet,  Act  I,  Sc.  5 

In  today’s  stormy  society,  one  of  the  things 
appears  to  be  the  question  of  legalized  abortion. 
In  this  issue  of  The  Journal  you  will  find  two 
articles  which  deal  with  this  problem.  I suggest 
your  thoughtful  reading  of  both. 

Prior  to  1830  there  were  no  statutes  prohibit- 
ing abortion.  In  1970,  thirteen  states  have  revised 
or  abolished  abortion  laws.  In  Japan  and  Sweden, 
abortion  is  legal.  The  incredibly  growing  complex- 
ity of  our  society  during  these  140  years  is  the 
result  of  the  equally  incredible  spurt  of  technical 
knowledge.  Much  of  this  has  benefited  mankind. 
Much  has  created  problems  undreamed  of.  Among 
these  are  overpopulation,  pollution,  malnutrition, 
and  a concern  about  the  delicate  ecologic  balance 
that  will  permit  3^2  billion  people  to  inhabit  this 
earth.  And  by  the  end  of  this  century,  it  is  postu- 
lated that  there  will  be  five  billion  people. 

Automobile  manufacturers  are  being  required 
to  produce  automobiles  that  will  not  pollute  the 
atmosphere.  Industry  is  being  required  to  produce 
compounds  that  will  not  pollute  our  lakes  and 
streams.  It  seems  proper,  therefore,  that  medicine 
should  be  confronted  with  the  problem  of  helping 


to  solve  overpopulation.  This  is  a more  compli- 
cated problem,  since  physicians  deal  with  people 
who  have  emotions,  religious  beliefs,  moral  convic- 
tions— and  doubts! 

Because  people  are  fallible  and  because  tech- 
nology has  not  yet  produced  the  perfect  contracep- 
tive, unwanted  pregnancies  occur  in  every  stratum 
of  society.  A moral  and  philosophic  and  humane 
decision  must  be  made  by  society  about  how  to 
deal  with  unwanted  pregnancies.  The  decision 
cannot  be  purely  sociologic  and  it  must  not  be 
purely  emotional  In  order  to  make  a proper  deci- 
sion about  which  side  of  the  fence  he  is  going  to 
choose,  each  physician  must  do  some  soul-search- 
ing. 

Laws  are  made  by  the  elected  representatives 
of  the  people.  Physicians  deal  with  the  problem  of 
unwanted  pregnancies,  and  each  physician’s  con- 
victions concerning  a change  in  abortion  laws 
should  be  thoughtfully  arrived  at  and  communi- 
cated to  the  legislators. 

Helene  P.  Ayres 
(Mrs.  Perry  R.  Ayres) 
Guest  Editor 

We  will  welcome  correspondence  from  our  readers 
regarding  the  subject  of  abortion  in  general  and 
regarding  this  editorial  and  the  articles  on  Page  33 
and  Page  39  in  particular. 

The  Editor 
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Create  a 
machine 


What  to  do 
until  „ . 

iuppositones 
work: 


“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet  k Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


nema  | 


C.  B FLEET  CO  . INC. 
Lynchburg,  Va.  24505 


jpharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  |S  present. 
Caution-  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg.  N Med  Times  91:45,  Jan.,  1963.  2.  Sweeney  W.  J HI:  Amer J Obstet 
Gynec  85  908.  Apr  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4 Baydoun,  A.  B . 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A,,  Flores,  A.  and  Weiss,  J : Amer  J Gastroent 
33  366  Mar  , 1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D : Western  J Surg  72:177,  May-June.  1964 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  November.  List  shows 
name  of  physician,  county,  and  city  in  which  he 
is  practicing,  or  in  which  he  is  taking  postgraduate 
work. 


CLARK 

Metin  M.  Ercan 
Springfield 

CUYAHOGA 
Rachel  M.  Baker 
Cleveland 

Bharat  K.  Bhimani 
Cleveland 

Ronald  D.  Caravona 
Cleveland 
Carlos  A.  Castillo 
Cleveland 
Arnold  A.  Effron 
Cleveland 
Nabil  S.  Malek 
Norfolk.  Va. 

Ernest  B.  Marsolais 
Cleveland 
Kazem  Motiey 
Cleveland 

James  E.  Sampliner 
Cleveland 
Joanne  A.  Schoen 
Cleveland 
Akio  Suzuki 
Cleveland 


HAMILTON 
Ralph  C.  Bobbitt 
Cincinnati 
Rodolfo  Q.  Bruno 
Cincinnati 
John  C.  Doerr 
Cincinnati 
William  R.  Kelley 
Cincinnati 

Charles  D.  Meadows 
Cincinnati 
Isidro  B.  Risma 
Cincinnati 

MORGAN 

James  W.  Caton 
McConnelsville 

STARK 

Alexander  Kovac 
Canton 

SUMMIT 

Erlinda  E.  Uy  Chand 
Akron 

VAN  WERT 

Robert  B.  Scheidt 
Van  Wert 


WHAT  TO  WRITE  FOR  . . . 

Mental  Health  Program  Reports-4  — Pub- 
lished by  the  National  Institute  of  Mental  Health, 
this  is  the  fourth  volume  of  the  Program  Report 
series.  Some  16  by-line  articles  deal  with  problems 
of  social  importance  and  reflect  the  Institute’s 
continuing  efforts  in  basic  biological  and  be- 
havioral research.  Designated  as  Publication  No. 
5026,  the  report  is  for  sale  by  the  Superintendent 
of  Documents,  U.S.  Printing  Office,  Washington. 
D.C.  20402;  price  $1.75  (paper  cover). 
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Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhos:s 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine : Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
Impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine  A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin’ 

hydroflumethiazide,  SO  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

ith  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salutensin* 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


Ohioans  Join  Israel  Building  Site  Inspeetion 


SOON  TO  BE  CONSTRUCTED  ON  THIS  SITE 


RRIR 

Asthmatic  Rehabilitation  Institute  Arad 

rid  He  LEAfUf  TOR  ASTHMATIC  PATIENTS- ARAD^  ITS  FRIENPS-^  ABROAD 


Fourth  and  fifth  persons  from  the  reader’s 
left  in  the  photo  are  Dr.  and  Mrs.  I.  Leonard 
Bernstein,  of  Cincinnati,  standing  with  a group 
on  the  site  of  a future  asthma  rehabilitation  village 
and  international  center  for  the  treatment  of 
asthma,  in  the  new  Israel  city  of  Arad  overlooking 
the  Dead  Sea.  Dr.  Bernstein  is  cochairman  of  the 
International  Medical  Advisory  Committee  to  the 
league  which  is  sponsoring  the  project. 

Arad  is  located  in  the  dry  Judean  Hills  2,000 
feet  above  sea  level,  and  only  a half-hour  drive 
from  the  shores  of  the  Dead  Sea  which  is  1,200 
feet  below  sea  level. 

The  inspection  trip  to  the  Arad  site  was  a 
climax  to  a three-day  symposium  in  which  25 


“Quote” 

Managerial  Role  and 
Responsibility  to  Society 

“In  Maimonides’  interpretation  of  the  first 
aphorism  of  Hippocrates,  it  is  clearly  evident  that 
the  physician  has  always  had  managerial  responsi- 
bility. Medicine  has  always  absorbed  new  sciences 
relevant  to  its  goals,  but  modern  management  sci- 
ence itself  has  been  late  in  permeating  the  medical 


papers  on  the  cure  and  prevention  of  asthma  were 
delivered.  Dr.  Menahen  Frank,  of  Beilinson  Hos- 
pital, Israel,  reported  that  75-80  percent  of  former 
asthma  sufferers  who  lived  in  Arad  up  to  two 
years  were  free  of  asthmatic  symptoms.  The  same 
results  were  noted  among  children. 

In  the  picture  above,  from  left,  are  Dr.  Israel 
Glaser,  and  Dr.  and  Mrs.  Elchanan  Ephrati,  of  [j 
Israel;  Dr.  and  Mrs.  Bernstein;  Dr.  Frank,  and 
Abraham  Schochat,  mayor  of  Arad. 

Dr.  Bernstein  is  a practicing  physician  in 
Cincinnati,  specializing  in  allergy,  and  a member  I 
of  the  Drug  Committee  of  the  American  Academy  I 
of  Allergy. 


field  when  compared  to  other  current  human-  | 
technological  enterprises.  Most  physicians  have  I 
learned  management  science  sketchily  through 
necessity  through  accidental  on-the-job  association  q 
with  good  managers  or  through  the  application  of  I 
a few  management  techniques  acquired  from  a n 
consultant.  Physicians  as  a group  have  not  utilized 
established  management  techniques  to  discharge  1 
their  medical  responsibilities  to  society  or  to  indi-  || 
vidual  patients  as  effectively  as  might  be  possible.”  || 
— John  S.  Spatt,  Jr.,  M.D.,  in  Missouri  Medicine  'd 
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ce-popular  treatment  for  back  pains 
to  have  the  seventh  son  of  a seventh  son 
d or  walk  on  the  patient's  back. 


leadache,  a sovereign  remedy  was 
ear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief 


h tablet  contains: 

eine  Phosphate  gr.  1/2  (Warning— 

T be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
irin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

ieps  the  promise 
pain  relief 

| & Co.'  narcotic  products  are 
”B”,  and  as  such  are  available  on  oral 
mption,  where  State  law  permits. 

P BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC, 
1 ’Rickahoe,  N.Y. 


m m m m 

iiinpirm 

impound  with  Codeine 
liosphate  gr.  1/2  No.  3 


Now  that  there’s  a greater  therapeutic 
potential  for  treating 

Parkinson’s  disease  and  syndrome 

... the  information  on  these  pages  will  be  of  practical  interest  to  you 


Larodopa®  (levodopa)  Roclie  : therapy  that 
demands  slow,  individualized  dosage  titration 

With  the  advent  of  new  Larodopa  (levodopa),  there  is  now 
an  agent  that  holds  promise  of  relief  of  all  the  major 
symptoms  of  Parkinson’s  disease  and  syndrome— rigidity 
and  akinesia  as  well  as  tremor. 

However,  as  has  been  reported  in  the  medical  literature, 
levodopa  demands  slow,  careful  titration  of  dosage,  and 
frequent  patient  monitoring.  Adverse  reactions  may  occur 
at  any  time,  some  serious  enough  to  require  dosage 
reduction  or  discontinuance  of  therapy.  Thus,  before 
prescribing,  it  is  particularly  important  to  refer  to  the 
following  Important  Therapeutic  Considerations,  the 
sections  covering  dosage  and  administration,  and  to  the 
information  on  monitoring  the  patient  (see  prescribing 
information). 

Important  Therapeutic  Considerations 

Larodopa  (levodopa)  is  an  unusual  drug  which  must  be 
administered  with  particular  care.  In  view  of  its  high 
incidence  of  adverse  reactions,  you  will  find  the  following 
therapeutic  considerations  for  Larodopa  important : 

(a)  Larodopa  is  not  curative  and  its  mechanism  of  action 
is  unknown,  though  postulated. 

(b)  Long-term  safety  and  efficacy  for  Larodopa  have  not 
been  established. 

(c)  Accurate  diagnosis  is  imperative  since  there  is  no 
evidence  that  Larodopa  is  effective  in  neurological  diseases 
other  than  Parkinson’s  disease  and  syndrome. 

(d)  About  one-third  of  patients  or  more  will  not 
experience  clinical  improvement  on  Larodopa,  and 
virtually  100%  of  patients  will  experience  side  effects  of 
some  degree. 

(e)  The  dose  of  Larodopa  producing  maximal  improvement 
with  tolerated  side  effects  must  be  carefully  titrated  for  the 
individual  patient. 

(f)  Finally,  there  is  no  evidence  that  early  treatment  with 
Larodopa,  while  possibly  controlling  symptomatology, 
alters  the  course  of  the  disease. 


Photographs  of  patients  treated  with  Larodopa  by 
permission  of  the  patients. 


Guide  to  dosage  and  administration  of 
Larodopa®  (levodopa) Roche 

Usual  daily  dosage— initially,  0.5  to  1 Gm  daily  (divi 
2 or  more  doses  with  food). 

Total  daily  dosage— increased  gradually  in  increments 
0.125  to  0.75  Gm  every  2 or  3 days,  as  tolerated. 

Usual  daily  dose  range— from  4 to  6 Gm  given  orally  i 
or  more  divided  doses,  with  food. 

Daily  dosage  should  NOT  exceed  8 Gm. 

Optimal  therapeutic  dosage— usually  reached  in  6 to  8 . 

weeks. 

Establishing  optimal  dosage— must  be  determined  ant 
carefully  titrated  for  the  individual— gradually  increa: 
dosage  until : (1)  maximal  response  is  seen,  or  (2)  max 
recommended  dosage  is  reached,  or  (3)  side  effects 
preclude  further  dosage  increase,  or  require  reducth 
discontinuation  of  dosage. 

Interrupted  therapy— after  brief  interruption,  dosage 
should  again  be  adjusted  gradually.  (In  many  cases,  tl 
patient  can  be  rapidly  titrated  to  his  previous  therap 
dosage.  See  “Precautions”  section  of  Complete  Presci 
Information.) 

To  underscore  the  extreme  importance  of  careful  dost 
titration,  the  following  week-by-week  dosage  pattern  1 
been  prepared,  based  on  the  assumption  that  the  court 
thpranv  nnintprrnnfprl  hv  nnv  rmrmliratinns  rpmiir  I 


therapy  is  uninterrupted  by  any  complications  requir 
a change  in  dosage.  (Again,  dosage  must  be  reduced  ^ | 
intolerable  side  effects  occur.) 


Because  it  is  absolutely  imperative  that  Larodopa  then 
be  individualized  to  meet  the  particular  needs  of  each 
patient,  the  following  dosage  schedule  should  be  cons  | 
only  a model. 


Larodopa 

levodopa/Roche 


»tion  of  Larodopa  (levodopa)  dosage 
itient  evaluated  weekly 

0.25  Gm  Total 

als  Tablets 0.5  Gm  Tablets  Daily  Dose 

1 Vi  tab  (0.125  Gm) 


q.i.a.  w / iooa 
l 1 tab  (0.25  Gm) 

q.i.d.  w/  food 

VjIII 

1.0  Gm 

3 IV2  tab  (0.375 

Gm)  q.i.d.  wl  food 

1.5  Gm 

l 

1 tab  (0.5  Gm) 
q.i.d.  w/  food 

2.0  Gm 

) 

l'A  tab  (0.750 
Gm)  at  breakfast 
and  dinner. 

1 tab  (0.5  Gm) 
at  lunch  and 
bedtime 

2.5  Gm 

i 

1 Vi  tab  (0.750 
Gm)  q.i.d.  w / food 

3.0  Gm 

|7 

2 tab  (1.0  Gm) 
at  breakfast 
and  dinner. 

1 Vi  tab  (0.750 
Gm)  at  lunch 
and  bedtime 

3.5  Gm 

3 

2 tab  (1.0  Gm) 
q.i.d.  w / food 

4.0  Gm 

laily  maintenance  dosage  in  the  above  example  may 
creased,  decreased,  or  maintained  at  the  4 Gm  level 
tiding  upon  the  point  at  which  optimal  therapeutic 
(ts  are  achieved. 

I urrent  therapies:  Larodopa  (levodopa)  may  be  used 
omitantly  with  other  antiparkinsonism  drugs  such  as 
tropine  mesylate  (Cogentin),  trihexyphenidyl  HC1 
me)  or  procyclidine  HC1  (Kemadrin),  but  when  more 
one  drug  is  used,  the  usual  dose  of  each  may  have  to 
duced. 

o be  given  concomitantly : MAO  inhibitors.  Such 
ts  must  be  discontinued  two  weeks  prior  to  initiating 
dopa  therapy. 

j of  caution  for  patients  who  require  vitamin 
ilementation : It  has  been  reported  that  pyridoxine  HC1 
(min  Be)  can  rapidly  reverse  the  antiparkinson  effects 
(odopa  therapy. 

metable  for  monitoring 

le  it  cannot  be  emphasized  too  strongly  that  each 
!nt  on  Larodopa  must  be  treated  as  a totally  distinct 
y,  the  following  are  suggested  as  guidelines  in  the 
itoring  of  such  patients. 

r the  first  month,  at  least:  the  average  ambulatory 
atient  should  be  seen  and  evaluated  a minimum  of  once 
ek. 

ifing  the  second  month:  patient  evaluations  can  be 
ided  to  every  two  weeks  (assuming  no  laboratory 
•rmalities  or  intolerable  side  effects  have  occurred). 


3.  From  the  third  through  the  sixth  month : the  patient 
should  be  evaluated  once  a month. 

4.  After  six  months  on  the  appropriate  maintenance  dose: 
with  no  significant  adverse  reactions  or  laboratory 
abnormalities,  the  patient  should  be  seen  at  least  once 
every  two  months. 

5.  Finally,  after  one  year  on  maintenance  dosage: 
evaluation  should  be  made  no  less  than  once  every  three 
months. 

Therapeutic  response 

A favorable  response  may  often  be  seen  within  10  days  to 
several  weeks.  Howrever,  a patient  should  not  be  taken  off  a 
tolerable  dose— even  in  the  absence  of  a response— until  six 
months  have  elapsed.  This  is  because,  in  some  instances,  the 
response  may  come  relatively  late.  Of  course,  any  serious 
laboratory  abnormalities  or  intolerable  side  effects 
automatically  dictate  discontinuance  of  therapy. 

Lessening  the  side-effects  problem 

While  it  is  generally  advisable  that  levodopa  be  taken 
after  meals,  nausea  and  vomiting,  two  frequently  occurring 
side  effects  of  levodopa,  can  often  be  minimized  by  taking 
medication  with  foods.  If  nausea  becomes  intolerable,  the 
dosage  should  be  cut  back  in  daily  decrements  equal  to  the 
most  recent  increments  given  the  patient.  This  reduction  is 
to  be  spaced  over  two-  or  three -day  intervals.  Conversely, 
as  nausea  subsides,  the  drug  dosage  should  be  slowly 
increased  in  like  increments. 

An  important  part  of  the  routine  monitoring  procedure 
would  be  to  determine  any  possible  cardiovascular 
problems.  If  cardiac  arrhythmias  occur,  Larodopa  should 
be  discontinued  and  other  antiparkinson  therapy  instituted. 
With  orthostatic  hypotension  a possibility,  checking  the 
patient’s  blood  pressure  (both  supine  and  standing)  is 
essential. 

If  choreiform  movements  appear,  they  usually  occur  when 
maximum  therapeutic  dosages  are  reached.  To  control  such 
effects,  reduce  dosage  by  decrements  of  0.5  Gm  daily. 


Flexible  dosage:  scored  tablets  of  0.25  Gm  and 
0.5  Gm  help  simplify  dosage  titration 


Conveniently  scored  0.25  and  0.5  Gm  tablets  make  possible 
more  precise  titration.  Should  another  dosage  form  be 
preferred,  Larodopa  is  also  supplied  in  capsule  strengths 
of  0.25  and  0.5  Gm. 


Before  prescribing,  please  consult  product  information  on  next  page. 


For  the  relief  of  symptoms  associated  with 
Parkinson  s disease  and  syndrome 


Larodopa 

levodopa/Rocht 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


BECAUSE  OF  THE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID- 
UALIZING THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  WITH  LARODOPA  (LEVO- 
DOPA). ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE- 
CAUSE EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES SHOULD  BE  AVAILABLE  FOR  PROPER  MONI- 
TORING OF  TREATMENT. 

THE  LONG-TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Useful  in  relieving  many  of  the  symptoms,  par- 
ticularly rigidity  and  bradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications:  In  patients  for  whom  a sympathomimetic 
amine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors'  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  with  Larodopa) ; 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio- 
vascular or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings:  Long-term  safety  and  efficacy  not  estab- 
lished. Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re- 
quire sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin- 
testinal hemorrhage) ; in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a his- 
tory of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad- 
ministration of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursing  mothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu- 
lar pressure  is  well  controlled  and  patient  is  monitored  care- 
fully. Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis- 


continue Larodopa  24  hours  prior  to  surgery;  monitor  cardi 
respiratory  functions  carefully.  Patients  who  improve  c| 
Larodopa  therapy  should  resume  normal  activities  cautiousl 
May  be  used  concomitantly  with  other  antiparkinson  drui 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions:  Most  frequently  occurring:  nausea,  an 
rexia,  emesis,  cardiac  irregularities,  orthostatic  hypotensior 
choreiform,  dystonic  and  other  adventitious  movements;  diz;  | 
ness,  sedation,  dyskinesia ; psychiatric  symptoms  such  as  agit  j 
tion,  anxiety,  confusion,  depression,  hallucinations,  delusion 
insomnia,  nightmares,  and  mental  changes  including  parano 
ideation  and  psychotic  episodes.  Less  frequently  occurrii 
and  listed  according  to  system:  psychiatric—  suicidal  tende 
cies,  increased  libido  with  serious  antisocial  behavior,  euphori  | 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  ncur\ 
logical— ataxia,  convulsions,  faintness,  impairment  of  ga  ! 
headache,  increased  hand  tremor,  akinetic  episodes,  torticoll  | 
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When  irritable  colon  feels  like  this 


The  blowfish,  a small  :l' 
of  fish,  reacts  to  stress 
fright  by  puffing  itseli  ; * 
air.  After  about  a dozt 

noisy  gulps  the  belly  is 
shaped  and  hard.  Wh 
replaced  in  the  water  1 
quickly  expelled,  and 
the  fish  sinks  to  the  b< 
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Student  Feels  Lure  of  General  Practice 
Through  Preceptorship  Experiences 


By  Robert  M.  Ball 


X/fOST  MEDICAL  STUDENTS,  I suppose, 

enter  the  study  of  medicine  with  little  factual 
knowledge  as  to  what  is  really  entailed  in  the 
practice  of  medicine.  The  knowledge  and  preju- 
dices that  studen.s  enter  medical  school  with  or 
acquire  there  tend  to  direct  them  towards  spe- 
cialization and  away  from  a general  practice. 

My  previous  opinions  of  general  practice  were 
greatly  modified  during  my  experiences  of  this 
past  summer.  This  summer  would  have  to  qualify 
as  a valuable  educational  experience,  not  only 
from  the  factual  knowledge  I gained  but  from  the 
insight  into  alternative  ways  and  approaches  to  the 
practice  of  medicine. 

Having  just  completed  my  first  year  at  the 
Ohio  State  University  College  of  Medicine,  I de- 
sired to  spend  the  summer  observing  as  much 
practical  medicine  as  possible.  The  Ohio  State 
Medical  Association  arranged  for  me  to  spend 
approximately  two  weeks  with  each  of  five  physi- 
cians in  Madison  and  Franklin  counties  observing 
and  participating  in  their  practices  and  receiving 
as  much  instruction  as  they  were  willing  to  impart. 
Seven  weeks  were  spent  with  general  practitioners 
in  London,  Grove  City,  and  Hilliard,  Ohio.  The 
remaining  four  weeks  were  spent  with  two  pedi- 
atricians in  Columbus,  one  in  private  practice  and 
the  other  in  clinic  practice  at  Children’s  Hospital. 
Additional  periods  of  time  were  spent  assisting 
several  surgeons  in  a wide  variety  of  surgical  pro- 
cedures. 

In  all  cases,  I was  warmly  received  by  the 
physicians  who  generally  seemed  to  enjoy  having 
me  with  them  as  most  physicians  like  being  in- 
volved in  teaching.  The  physicians  enthusiastically 
taught  me  procedures  and  new  approaches  to 
doing  things  and  encouraged  me  to  do  them  just 
as  rapidly  as  I demonstrated  competence  in  per- 
forming these  procedures. 

Thus  I experienced  the  first  delivery  of  my 
medical  career,  repaired  lacerations,  put  on  casts, 
took  and  developed  x-rays,  became  more  proficient 
at  taking  histories  and  examining  patients,  and 
gained  facility  in  many  other  procedures,  but, 
most  importantly,  I had  the  opportunity  to  learn 
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to  better  relate  to  patients  in  a confident  and 
meaningful  manner.  A good  introduction  to  the 
procedures  and  techniques  of  surgery  were  ob- 
tained. Virtually  every  experience  will  be  of  value 
in  assisting  me  to  gain  more  from  my  time  in 
medical  school. 

One  of  the  major  reasons  for  spending  such 
a large  amount  of  my  time  this  summer  with 
general  practitioners  was  to  provide  the  oppor- 
tunity somewhere  in  my  medical  education  to 
more  fairly  evaluate  general  practice  vs  specializa- 
tion since  this  comparison  is  normally  lacking  in 
most  medical  curriculums.  I observed  aspects  of 
each  practice  in  which  I participated  this  sum- 
mer that  were  different  than  I had  envisioned  a 
practice  might  be,  but  I finally  came  to  realize 
that  each  physician’s  practice  was  what  he  per- 
sonally wanted.  Each  physician  developed  his  own 
approach  to  the  type  of  practice  that  best  fits  with 
his  own  personality. 

The  experiences  of  this  summer  will  make 
my  second  year  of  medical  school  more  relevant 
and  interesting  because  of  the  applications  of  the 
basic  sciences  I have  already  observed.  Based  on 
my  experiences,  I would  offer  two  recommenda- 
tions: 1)  that  medical  education  include  more 

early  exposure  to  the  actual  practice  of  medicine 
in  a broad  spectrum  of  circumstances;  *2)  that 
medical  students  have  the  opportunity  to  elect 
for  credit  a month  of  experience  with  a general 
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practitioner  in  a small  community  so  that  they 
might  have  information  to  more  fairly  evaluate 
their  future  decision  of  general  practice  vs  spe- 
cialization and  practice  in  a small  community  vs 
practice  in  a major  metropolitan  area. 

I wish  to  express  my  appreciation  to  the 
numerous  physicians  who  contributed  so  much 
of  their  time  and  knowledge  to  assisting  me  in 
my  medical  education.  I have  gained  many  things 
that  will  significantly  affect  my  future  decisions 
in  the  practice  of  medicine.  My  knowledge  of  the 
potentials  in  the  practice  of  medicine  have  been 
greatly  broadened  by  observing  so  many  ap- 
proaches to  the  art  and  science  of  medicine. 


*The  OSMA  Committee  on  Rural  Health  has  de- 
veloped a Clinical  Clerkship  in  Community  Med- 
icine program  which  closely  follows  Mr.  Ball’s 
second  recommendation.  This  program  has  been 
accepted  for  elective  credit  by  the  University  of 
Cincinnati  College  of  Medicine.  Background  in- 
formation and  application  forms  were  sent  in 
September,  1970,  to  all  county  medical  society 
presidents  and  hospital  chiefs  of  staff.  For  in- 
formation, write  the  Secretary,  Committee  on 
Rural  Health,  Ohio  State  Medical  Association, 
17  South  High  Street,  Suite  500,  Columbus,  Ohio 
43215. 


Medical  Work-Up  Will  Be 
Theme  at  Kentucky  U 

The  first  symposium  on  Modern  Methods  for 
the  Medical  Work-up  was  held  at  the  University 
of  Kentucky  in  January,  1970.  It  explored  ways 
to  improve  the  efficiency  of  the  hard-pressed  prac- 
titioner. This  included  the  collecting,  analysing, 
and  evaluating  of  medical  histories,  physicals,  and 
laboratory  data  on  patients.  During  the  year  since 
that  first  symposium  there  have  been  rapid  ad- 
vances in  this  field.  This  year’s  symposium  has  for 
its  objective  the  discussion,  presentation,  and  dem- 
onstration of  the  applications  that  are  now  avail- 
able for  use  in  any  physician’s  office. 

Modern  Methods  for  the  Medical  Work-up, 
1971  will  be  held  at  the  U.K.  Medical  Center  on 
February  25-27,  1971.  Program  chairman:  Irving 
Kanner,  M.D.  Registration  fee:  $125.  For  further 
information  contact  Frank  R.  Lemon,  M.D.,  Asso- 
ciate Dean,  Continuing  Education,  College  of 
Medicine,  University  of  Kentucky,  Lexington, 
Kentucky  40506. 


27tk  Annual 

MIDWEST  CLINICAL  CONFERENCE 

WEDNESDAY,  March  3 through  SATURDAY,  March  6,  1971 

in  Chicago's  ALL  NEW 

McCORMICK  PLACE 

• General  Clinical  Sessions  • Specialty  Society  Workshops 

• Clinical  Motion  Pictures  • Socio  Economic  Topics 

• Trauma  Program  • Technical  and  Scientific  Exhibits 

Continuing  Education  For  All  Physicians  in  Every  Speciality 

For  Preliminary  Program  Write: 

CHICAGO  MEDICAL  SOCIETY 

310  South  Michigan  Avenue  Chicago,  Illinois  60604 
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Not  too  little,  not  too  much... 
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(equivalent  to  250  mg  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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The  Abortion  Laws 


A Severe  Case  of  Resistance  to  Change 


Richard  A.  Schwartz,  M.D. 


Can  we  not  invent  a way  to  reduce  our  population  growth  to  zero?  Every  human  institution — school, 
university,  church,  family,  government,  and  international  agencies  such  as  UNESCO — should  set  this  as 
its  primary  task. 

Lee  Du  Bridge 1 


/'ANE  OF  THE  MOST  difficult  tasks  that  any 
'^'society  faces  is  that  of  changing  its  institutions 
in  response  to  new  conditions.  Even  though  a 
majority  of  people  may  recognize  the  need  for  a 
given  change,  important  changes  always  generate 
substantial  opposition.  Although  opposition  may 
be  based  on  realistic  and  carefully  thought  out 
objections,  irrational  factors,  such  as  fear  of 
change  itself,  may  also  play  an  important  role. 
Since  change  requires  that  long  held  and  often 
deeply  cherished  ideas  and  assumptions  be  re- 
linquished. the  process  of  change  is  inherently 
threatening  to  our  sense  of  security  and  invariably 
arouses  feelings  of  anxiety.  Exaggerated  fears  of 
the  imagined  dangers  of  change  may  delay  urgent- 
ly needed  social  reforms  for  many  years. 

My  experiences  working  with  an  abortion  law 


Read  at  Ohio  Psychiatric  Association,  Fall  Meeting, 
Cleveland,  Ohio,  October  1,  1969. 

Submitted  April  17,  1970. 


reform  organization  in  Ohio  for  the  past  three 
years  have  convinced  me  that  such  fears  form  the 
basis  of  much  of  the  resistance  to  reform  of  the 
abortion  laws.  The  purpose  of  this  article  is  to 
describe  these  fears  and  to  discuss  their  validity. 
In  order  that  the  resistance  to  abortion  reform 
may  be  examined  in  context,  I will  first  briefly 
review  the  historical  background  of  the  abortion 
laws  and  the  main  arguments  for  their  revision. 

Historical  Background  and  Recent  Events 

Prior  to  1830  in  the  United  States  there  were 
no  statutes  in  any  state  prohibiting  abortion.  The 
only  law  regulating  abortion  was  Common  Law 
which  permitted  abortion  before  “quickening,” 
the  beginning  of  fetal  movement.2  Between  1830 
and  1956,  virtually  every  state  in  the  Union 
adopted  laws  which  prohibit  abortion  unless  neces- 
sary to  preserve  the  life  of  the  woman.  According 
to  studies  of  the  origins  of  the  abortion  laws,  the 
main  reason  for  their  enactment  was  that  under 
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nineteenth  century  conditions,  before  aseptic  sur- 
gical techniques  were  invented,  abortions,  whether 
or  not  performed  by  physicians,  were  extremely 
dangerous  and  frequently  fatal.  By  outlawing  abor- 
tions, the  lawmakers  were  simply  motivated  by  a 
desire  to  protect  the  lives  and  health  of  pregnant 
women.2’3  Today,  with  modern  surgical  tech- 
niques, an  abortion  is  safer  than  childbirth.  The 
original  reason  for  the  enactment  of  the  anti- 
abortion laws  has  disappeared,  yet  the  laws  per- 
sist. 

In  recent  years,  considerable  progress  has 
occurred  in  recognizing  the  need  to  change  these 
laws.  In  the  past  five  years,  15  states  have 
revised  their  abortion  laws.  Reform  or  repeal  of 
the  abortion  laws  has  been  advocated  by  numerous 
prestigious  groups  such  as  The  American  Medical 
Association,  The  American  Public  Health  Associa- 
tion, The  Protestant  Episcopal  Church,  The 
American  Baptist  Church,  The  Unitarian  Uni- 
versalist  Church,  The  American  Jewish  Congress. 
The  American  Law  Institute,  and  Planned  Parent- 
hood-World Population.  Public  opinion  polls  have 
consistently  shown  that  approximately  75  percent 
of  Americans  favor  reform  of  the  abortion  laws.4 
In  one  poll,  64  percent  of  Americans  approved 
the  idea  that  the  abortion  decision  should  not  be 
a matter  of  law  at  all  but  should  be  left  to  the 
prospective  parents  and  their  doctor.5 

The  Case  for  Legalized  Abortion 

The  principle  arguments  for  legalizing  abor- 
tion fall  into  the  following  categories:  the  rights 
of  women  and  physicians;  the  problem  of  illegal 
abortions;  the  population  explosion;  and  un- 
wanted children  and  mental  illness. 

A.  Rights  of  Women  and  Physicians.  Many 
women’s  organizations  and  legal  scholars  have 
asserted  that  it  is  a basic  right  of  women  to  decide 
whether  or  not  to  bear  a child.  Since  a woman 
has  to  assume  the  responsibility  for  rearing  a child, 
a process  requiring  some  20  years  of  love  and  dedi- 
cation, she  ought  to  be  permitted  to  make  this 
important  decision  for  herself.  Under  present  abor- 
tion laws,  a woman  is  granted  the  right  to  plan 
her  family  only  if  she  is  100  percent  successful  in 
the  practice  of  contraception.  If  accidental  preg- 
nancy occurs  she  loses  this  right  and  is  coerced  by 
the  state  to  bear  an  unwanted  child.  Such  in- 
vasion of  the  privacy  of  marriage  by  government 
seems  out  of  keeping  with  twentieth  century  ideas 
about  human  freedom,  dignity,  and  privacy.  In 
a recent  landmark  decision,  the  California  State 
Supreme  Court  declared  a 95-year-old  antiabor- 
tion statute  unconstitutional,  a decision  based  in 
part  upon  the  declared  right  of  women  to  control 
their  own  reproduction.6 

The  right  of  physicians  to  practice  high  qual- 
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ity  medical  care  is  also  infringed  upon  by  the  abor- 
tion laws.  There  are  many  cases  in  which  con- 
scientious physicians  believe  an  abortion  is  the 
course  of  treatment  best  able  to  protect  a woman’s 
physical  or  mental  health.  Under  present  laws,  the 
physician  is  prevented  from  carrying  out  the  rec- 
ommended treatment  and  must  stand  by  helplessly 
while  potentially  irreparable  harm  is  caused  by 
an  unwanted  pregnancy.  Physicians  find  it  hard 
to  understand  why  the  state,  one  of  whose  major 
responsibilities  is  safeguarding  public  health, 
should  use  its  power  to  prevent  the  physician  from 
rendering  proper  medical  care. 

B.  Illegal  Abortions.  According  to  most  esti- 
mates approximately  one  million  illegal  abortions 
are  carried  out  in  the  United  States  each  year — or 
one  illegal  abortion  for  each  four  to  five  live  births. 
By  age  45,  one  in  five  women  will  have  had  an 
illegal  abortion.' 

Illegal  abortions  are  one  of  the  leading  causes 
of  maternal  mortality  in  the  United  States,  ac- 
counting for  an  estimated  500  to  1,000  deaths  an- 
nually.4 Since  women  always  have,  and  probably 
always  will  seek  out  and  obtain  abortions  regard- 
less of  the  law,  it  is  evident  that  the  only  way  that 
injuries  and  deaths  from  illegal  abortions  can  be 
eliminated  is  by  making  abortions  legal. 

Because  abortions  are  carried  out  in  private 
by  consenting  adults,  it  is  almost  impossible  to 
enforce  the  abortion  laws.  Legal  authorities  tell 
us  that  maintaining  on  the  books  laws  which  are 
widely  flaunted  in  practice  and  which  are  seldom 
enforced,  tends  to  create  disrespect  for  law  itself.8 

C.  The  Population  Explosion.  Overpopula- 
tion is  one  of  the  gravest  problems  facing  the 
world  today.  Of  the  present  world  population  of 
3.5  billion,  1.5  billion,  nearly  half,  suffer  from 
malnutrition.9  Each  year,  world  population  ex- 
pands by  70  million,  a figure  larger  than  the  en- 
tire present  population  of  England.  At  a growth 
rate  of  1.9  percent  per  year,  world  population  is 
doubling  every  35  years. 

We  have  only  recently  begun  to  realize  that 
the  United  States  also  has  a serious  problem  of 
overpopulation.  U.  S.  population  increased  from 
100  million  to  200  million  in  the  past  50  years  and 
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at  the  present  rate  of  growth  will  add  another 
100  million  by  the  year  2000.  To  house  this  ex- 
panded population,  we  will  need  to  build  the 
equivalent  of  a new  city  of  250,000  the  size  of 
Dayton,  Ohio,  every  month  from  now  until  the 
end  of  the  century.10  In  view  of  our  current  diffi- 
culties in  providing  decent  housing,  schools,  medi- 
cal care,  and  recreational  facilities  for  our  present 
population,  the  addition  of  100  million  more  peo- 
ple in  30  years  will  almost  certainly  aggravate  all 
of  our  existing  social  problems  and  bring  about  a 
decline  in  our  standard  of  living. 

A 50  percent  rise  in  population  in  30  years 
will  also  impose  grave  burdens  on  our  already 
rapidly  deteriorating  environment.  If  air,  water, 
and  soil  pollution  have  reached  critical  propor- 
tions now,  what  will  happen  when  we  add  a 50 
percent  increase  in  automobiles,  factories,  deter- 
gents, toilets,  incinerators,  pesticides,  bottles,  and 
cans  to  our  overburdened  environment  in  the  next 
30  years? 

Reducing  the  rate  of  population  growth,  in 
the  opinion  of  many  scientists,  is  not  merely  de- 
sirable but  essential  for  the  survival  of  the  human 
race.  Hudson  Hoagland  has  said,  “So  serious  is 
the  question  of  pollution  of  land,  air,  and  water, 
the  consumption  of  irreplaceable  metals,  fuels,  and 
natural  resources,  that  competent  scientists  believe 
the  world  cannot  indefinitely  support  the  3.5  bil- 
lion people  we  have  on  earth  today,  let  alone  the 
numbers  anticipated  in  the  relatively  near  fu- 
ture.”11 

The  first  step  in  reducing  population  growth 
should  be  to  prevent  unwanted  births,  a task  more 
readily  accomplished  than  inducing  people  to 
want  few  children  and  more  acceptable  politically 
than  imposing  government  controls  on  family  size. 

Reliance  on  contraception  alone  to  prevent 
unwanted  births  has  clearly  been  shown  to  be 
ineffective.  Recent  studies  by  Westoff  have  shown 
that  despite  the  wide  availability  of  modern  con- 
traception, one  million  unwanted  children  were 
born  each  year  in  the  United  States  during  the 
period  of  1960  to  1965 — twenty-two  percent  of  all 
births.12  Even  the  most  effective  contraceptive 
methods  have  serious  deficiencies  and  offer  far  less 
than  perfect  protection.13  For  every  100  women 
who  use  the  intrauterine  device  (IUD),  two  be- 
come pregnant  each  year,  and  an  additional  20 
either  have  the  device  removed  because  of  pain 
or  bleeding  or  expel  it  spontaneously.  For  every 
100  women  who  use  the  diaphragm,  three  become 
pregnant  each  year.  Although  the  oral  contracep- 
tive is  technically  100  percent  effective,  35  percent 
abandon  the  method  within  two  years  because  of 
side  effects.  Many  of  these  women  subsequently 
become  pregnant  before  an  alternative  program 
has  been  initiated. 

Apart  from  technical  imperfections,  human 


error  imposes  additional  limitations  upon  the  ef- 
fectiveness of  contraception.  The  successful  prac- 
tice of  contraception  requires  a level  of  vigilance, 
intelligence,  and  foresight  which  fallible  human 
beings  find  hard  to  maintain  consistently.  Tietze 
has  calculated  the  risk  of  pregnancy  from  one 
unprotected  coitus  to  be  between  two  and  four 
percent.13  Even  if  all  of  the  25  million  fertile 
women  in  America  were  to  use  a perfectly  effec- 
tive method  of  contraception,  with  the  exception 
of  one  unprotected  coitus  per  year,  there  would 
still  be  one-half  million  to  one  million  unwanted 
births  annually.14 

Given  the  limitations  of  contraception  the 
use  of  abortion  as  a backstop  method  of  birth  con- 
trol is  the  only  way  that  the  rate  of  unwanted 
births  can  be  significantly  reduced  in  the  foresee- 
able future.  Prevention  of  unwanted  births  alone 
would  not  entirely  solve  the  population  problem 
but  would,  according  to  Westoff,  reduce  the  rate 
of  U.  S.  population  growth  by  45  percent.12 

D.  Unwanted  Children  and  Mental  Illness. 
As  infectious  and  contagious  diseases  have  been 
brought  under  control  in  this  century,  mental  ill- 
ness has  emerged  as  the  nation’s  most  serious  pub- 
lic health  problem.  If  mental  illness  is  broadly 
defined  to  include  all  serious  behavior  disorders 
such  as  alcoholism,  criminality,  and  drug  addic- 
tion, as  well  as  the  psychoses  and  mental  retarda- 
tion, it  is  clear  that  mental  illness  is  a devastating 
social  problem.  Serious  mental  illness  imposes  life- 
long suffering  not  only  on  the  individual  patient 
but  usually  on  his  family  as  well.  Billions  of  dol- 
lars are  spent  on  mental  hospitals  and  clinics,  so- 
cial welfare  agencies,  and  the  criminal  justice 
system  each  year  in  a largely  ineffective  effort  to 
bring  mental  illness  under  control.  One  aspect  of 
the  overall  problem  of  mental  illness,  the  rising 
rate  of  crimes  of  violence  on  our  streets,  has 
reached  such  grave  proportions  that  society  may 
be  willing  to  sacrifice  traditional  American  liber- 
ties in  order  to  obtain  relief. 

Research  into  the  etiology  of  mental  illness, 
criminality,  and  mental  retardation  has  singled 
out  parental  deprivation  as  perhaps  the  most  im- 
portant single  causal  factor.15'17  Children  deprived 
of  adequate  affection,  discipline,  stimulation,  and 
guidance  in  early  childhood  are  highly  likely  to 
develop  serious  behavior  disorders.  Once  a child  is 
born  into  a family  which  is  emotionally  rejecting 
and  unable  to  provide  adequate  care,  it  is  seldom 
possible  to  prevent  serious  psychological  damage 
to  the  child.  The  number  of  grossly  deprived, 
abused,  and  neglected  children  is  so  large  that, 
for  every  child  who  can  be  “saved”  by  the  inter- 
vention of  child  welfare  agencies,  hundreds  go  un- 
detected until  it  is  too  late. 

The  most  important  single  initial  step  toward 
effective  primary  prevention  of  mental  illness  is  to 
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insure  that  persons  who  are  incapable  of  raising 
children  adequately,  not  be  compelled  to  bear  un- 
wanted children.18  Unfortunately  the  same  per- 
sonality traits  that  make  for  poor  child  rearing 
capacity,  also  predispose  to  ineffective  use  of  con- 
traception. Alcoholic,  mentally  ill,  and  mentally 
retarded  women  frequently  lack  the  foresight,  self- 
discipline,  and  vigilance  that  such  successful  family 
planning  requires.  For  this  group,  abortion  may  be 
the  only  realistic  way  that  they  can  be  spared  the 
necessity  of  producing  large  families  of  unwanted, 
and  ultimately  rejected  and  neglected  children.  If 
we  continue  to  force  the  mentally  retarded,  men- 
tally ill,  and  emotionally  unstable  segment  of  the 
population  to  bear  unwanted  children  we  must  be 
prepared  to  accept  the  consequences:  a continued 
epidemic  of  mental  illness,  mental  retardation, 
drug  addiction,  and  violent  crime. 

Resistance  to  Abortion  Law  Reform 

A.  Fear  of  Loss  of  Reverence  for  Life.  The 
most  commonly  recognized  source  of  resistance  to 
liberalization  of  the  abortion  laws  is  the  belief  that 
the  fetus  is  a human  being  from  the  moment  of 
conception  and  that  abortion  is  therefore  equiva- 
lent to  murder.  This  viewpoint  is  identified  mainly 
with  the  Roman  Catholic  Church,  which  is  the 
only  important  organization  to  have  publicly  op- 
posed changing  the  abortion  laws.  Persons  who 
believe  that  the  fetus  is  a human  being  contend 
that  if  abortions  were  permitted,  society’s  rever- 
ence for  the  sanctity  of  human  life  would  be  seri- 
ously undermined.  When  this  viewpoint  is  elo- 
quently stated  it  is  frequently  effective  in  arousing 
doubts  about  the  morality  of  abortion  in  people’s 
minds,  especially  if  they  have  not  studied  the  issue 
in  depth.  Since  everyone  now  alive  was  once  a 
fetus,  we  tend  instinctively  to  identify  with  the 
fetus,  at  least  to  a certain  extent.  It  is  also  true 
that  during  the  early  months  of  a wanted  preg- 
nancy the  fetus  is  experienced  by  the  mother  as  a 
“real  person.” 

Despite  the  sincerity  and  the  conviction  with 
which  the  Roman  Catholic  point  of  view  is  pro- 
pounded, there  can  be  little  doubt  that  our  society 
as  a whole  regards  the  fetus  in  early  pregnancy  as 
potential  life  rather  than  as  an  actual  human 
being.  In  fact,  were  the  Catholic  viewpoint  ac- 
cepted and  consistently  applied  this  would  require 
a major  revolution  in  many  of  our  current  social 
and  legal  practices: 

1.  If  we  actually  believed  that  the  early 
fetus  is  a human  being  we  would  be  much 
more  harsh  in  our  judgment  of  the  one  million 
American  women  who  undergo  abortions  an- 
nually, prosecuting  them  as  criminals  and  sen- 
tencing them  to  death  or  life  imprisonment. 
Instead,  a woman  who  has  an  illegal  abortion 


is  almost  never  prosecuted.  Even  the  criminal 
abortionist,  when  convicted,  has  to  spend  only 
a few  years  in  prison,  a sentence  entirely  in- 
compatible with  the  crime  of  premeditated 
murder. 

2.  If  abortion  were  homicide,  this  would 
make  homicide  the  leading  cause  of  death  in  the 
United  States,  accounting  for  one  third  of  all 
deaths! 

3.  One  third  to  one  half  of  all  pregnancies 
end  in  spontaneous  abortion,  many  in  the  first 
few  days  of  pregnancy.  If  the  early  fetus  were 
considered  a human  being,  we  would  be  re- 
quired to  regularly  scrutinize  microscopically  the 
menstrual  discharges  of  all  women  for  signs  of 
a dead  embryo,  which,  if  found,  ought  to  be 
given  full  funeral  and  burial  rights. 

4.  Since  the  intrauterine  contraceptive  de- 
vice (IUCI))  is  believed  to  exert  its  contracep- 
tive effect  by  prevention  of  implantation  of  a 
fertilized  ovum,  legal  acceptance  of  Catholic 
doctrine  would  require  that  every  woman  sub- 
mit to  a periodic  vaginal  examination  to  deter- 
mine whether  or  not  she  harbored  an  IUCD. 
If  found,  the  woman  would  have  to  be  prose- 
cuted for  committing  multiple  homicide. 

5.  The  majority  of  Americans  favor  liberal- 
ized abortion  laws,  and  such  law's  have  already 
been  enacted  in  15  states  and  have  been  en- 
dorsed by  the  American  Medical  Association 
and  many  other  prestigious  organizations.  This 
degree  of  public  endorsement  of  abortion  cannot 
be  reconciled  with  the  notion  that  public  opin- 
ion generally  regards  abortion  as  murder. 

6.  Legal  authorities  point  out  that  the  early 
fetus  has  no  legal  rights  in  our  current  system  of 
law.  Prior  to  20  weeks  gestation,  no  birth  or 
death  certificate  is  required  if  the  fetus  mis- 
carries. The  fetus  may  not  inherit,  sue  for  dam- 
ages, or  claim  any  legal  rights  until  and  unless 
born  alive.8 

7.  Opponents  of  abortion  speak  of  the 
abortion  taboo  as  being  firmly  embedded  in  our 
cultural  tradition  and  argue  that  it  is  essential 
for  the  cohesion  of  society.  Actually  the  abortion 
laws  are  a relatively  recent  innovation,  first 
enacted  in  the  nineteenth  century.  Even  the 
Catholic  Church  prior  to  1869  did  not  condemn 
as  murder  abortions  performed  before  the  40th 
or  80th  day  of  pregnancy,  depending  on  whether 
the  fetus  was  a male  or  female.2 

Since  there  are  two  opposing  schools  of 
thought  within  the  American  society  regarding  the 
morality  of  abortion  and  since  our  society  has 
always  valued  freedom  of  religion  and  freedom  of 
conscience,  there  would  seem  little  justification 
for  continuation  of  laws  which  impose  the  moral 
views  of  one  group  upon  the  rest  of  society. 

B.  Fear  of  Moral  Breakdown.  A second  ma- 
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jor  resistance  to  the  idea  of  legalized  abortion  is 
fear  that  easy  access  to  abortion  will  contribute  to 
a breakdown  of  morality.  There  is  throughout  so- 
ciety at  the  present  time,  a widespread  concern 
about  an  apparent  decline  in  moral  standards. 
This  concern  is  occasioned  by  such  phenomena  as 
the  rising  rate  of  crime,  drug  addiction,  and  vio- 
lence, by  student  and  ghetto  riots,  by  rising  wel- 
fare, illegitimacy  and  venereal  disease  rates,  and 
by  the  increase  in  pornography  and  nudity  in  the 
arts.  Many  people  interpret  these  events  as  a sign 
that  society  has  become  too  permissive,  that  he- 
donism and  libertarianism  have  been  overempha- 
sized at  the  expense  of  discipline,  restraint,  and 
order.  In  this  context,  the  movement  for  legalized 
abortion  has  been  interpreted  by  many  as  a further 
step  in  the  undesirable  direction  of  permissiveness 
and  irresponsibility. 

In  addition,  many  people  regard  the  abortion 
taboo  as  a necessary  deterrent  to  sexual  promiscu- 
ity among  the  young.  They  also  fear  that  tamper- 
ing with  natural  birth  processes  might  undermine 
the  family  unit,  causing  people  to  seek  to  avoid  the 
| responsibilities  of  bearing  and  raising  children. 

Many  people  further  believe  that  the  abortion 
laws  have  a positive  instructive  value,  a means  by 
which  society  expresses  its  approval  of  the  institu- 
tion of  marriage  and  its  disapproval  of  irresponsi- 
ble sexuality  and  selfish  avoidance  of  parenthood. 

A number  of  objections  can  be  raised  to  these 
widely  held  points  of  view.  First,  there  is  no  evi- 
dence that  the  abortion  laws  are  either  an  effective 
deterrent  to  immorality  or  promiscuity  or  that 
these  laws  play  an  important  role  in  teaching 
moral  standards  to  young  people.  Our  modern 
knowledge  of  the  socialization  process  has  shown 
that  young  people  acquire  their  basic  moral  values 
primarily  from  the  teachings  of,  and  example  set 
by,  their  parents  and  other  important  adults  rather 
than  from  the  criminal  code.  People  who  are  of 
basically  good  character  do  not  need  the  sanction 
of  the  criminal  laws  to  compel  them  to  avoid 
promiscuity,  to  establish  mature  and  responsible 
sexual  attitudes,  or  to  desire  to  marry  and  raise 
children.  Conversely  those  persons,  whose  upbring- 
ing was  defective  and  who  are  emotionally  un- 
stable or  antisocial,  are  unlikely  to  be  deterred 
from  leading  sexually  chaotic  lives  by  the  abortion 
I laws  or  by  the  threat  of  an  illegitimacy  pregnancy. 

It  is  probably  accurate  to  conclude  that  as  far 
! as  the  direct  effect  of  the  abortion  laws  on  public 
morality  is  concerned,  the  laws  cause  neither  sig- 
nificant benefit  nor  harm.  The  experience  of 
Japan,  Sweden,  or  any  of  the  foreign  countries 
with  permissive  abortion  laws,  has  given  us  little 
cause  to  fear  a major  decline  in  moral  standards. 
Both  Stockholm  and  Tokyo  are  much  safer  cities 
than  New  York  or  Chicago  in  which  to  walk  the 
streets,  and  both  Sweden  and  Japan  enjoy  stable 


family  structures. 

If  one  considers  the  impact  on  society  of  forc- 
ing hundreds  of  thousands  of  women  to  bear  un- 
wanted children  every  year  it  could  be  argued  that 
the  abortion  laws  are  a major  causal  factor  in 
family  breakdown  and  immoral  behavior.  Un- 
wanted children  are  likely  to  grow  up  unloved, 
inadequately  disciplined,  and  full  of  hate  toward 
themselves  and  others.  They  are  often  self-centered 
and  demanding,  and  unable  to  relate  empathically 
to  other  people.  They  are  more  vulnerable  to  men- 
tal illness,  alcoholism,  and  the  temptations  of  crime 
and  violence.  Insuring  that  each  child  born  was 
truly  wanted  and  loved  would  be  one  of  the  most 
effective  steps  that  could  be  taken  toward  attack- 
ing the  problem  of  immorality  at  its  roots.  Con- 
tinuing to  impose  compulsory  parenthood  on  the 
alcoholic,  mentally  ill,  mentally  retarded,  and 
emotionally  immature  will  only  guarantee  that  the 
character  defects  of  one  generation  will  be  trans- 
mitted to  the  next. 

Summary 

Each  year  one  million  unwanted  children  are 
born  in  the  United  States.  Because  of  the  unre- 
liability of  contraception,  there  is  little  likelihood 
that  this  figure  can  be  substantially  reduced  with- 
out repeal  of  antiabortion  laws.  As  our  environ- 
ment becomes  progressively  threatened  by  pollu- 
tion and  overpopulation,  it  becomes  increasingly 
difficult  to  justify  compelling  women  to  bear  un- 
wanted children.  Growing  awareness  of  the  role  of 
parental  deprivation  and  neglect  in  the  causation 
of  severe  disorders  of  personality  development  has 
brought  about  additional  public  pressure  for  abor- 
tion law  reform. 

Opposition  is  based  on  the  fear  that  reverence 
for  life  will  be  eroded  and  that  moral  standards 
will  decline  if  abortion  is  legalized.  There  is  little 
evidence  to  substantiate  these  fears. 
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Self-Evaluation  Quiz 


1.  A 9-year-old,  previously  well,  suffers  an  initial,  generalized  seizure  of  45 
minutes’  duration.  Your  work-up  is  most  likely  to  lead  to  a diagnosis  of : 

(A)  Brain  tumor 

(B)  Cerebral  palsy 

(C)  Hypopara thyroid  tetany 

(D)  Idiopathic  epilepsy 

(E)  Tuberous  sclerosis 

[From  the  Department  of  Pediatrics,  University  of  Cincinnati  College  of  Med- 
icine. The  answer  is  given  on  p.  55  of  this  issue. — -Ed.] 


2.  A boy  who  has  not  achieved  night  bladder  training  by  30  months  of  age 
should  have  a thorough  urologic-radiologic  evaluation  even  though  he 
appears  healthy.  True  or  False 

[From  the  Department  of  Pediatrics,  University  of  Cincinnati  College  of  Med- 
icine. The  answer  is  given  on  p.  55  of  this  issue. — Ed.] 
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The  Basic  Issue 

rTHE  CENTRAL  QUESTION  for  physicians 

in  the  abortion  controversy  is  whether  or  not 
induced  abortion  by  physicians  should  be  readily 
available  to  any  woman  who  requests  it,  for  what- 
ever reason.  Shall  the  law  of  the  State  of  Ohio  be 
so  changed  that  a medical  procedure  or  surgical 
operation,  with  the  far  reaching  consequences  of 
certain  death  for  the  fetal  patient  and  probable 
risk  for  the  mother,  be  permitted  without  sanction 
for  either  mother  or  physician,  if  such  a procedure 
should  prove  to  have  been  not  in  the  best  interests 
of  either  patient? 

Basic  to  this  discussion,  of  course,  is  the  ques- 
tion of  whether  abortion  can  ever  be  of  benefit  to 
the  fetal  patient,  since  the  direct  and  intended 
action  is  to  bring  about  the  destruction  of  the 
fetus.  In  instances  of  alleged  fetal  indication,  such 
as  potential  defect  or  birth  into  an  unfavorable 
environment,  one  would  have  to  postulate  a wish 
for  suicide  on  the  part  of  the  fetus,  and  the  as- 
sumption by  the  physician  that  he  could  divine  by 
mental  telepathy  such  an  intent.  It  is  doubtful 
whether  physicians  wish  to  become  mind  readers 
or  espouse  suicide  as  being  in  the  best  interests 
of  the  patient. 

Legislators  and  jurists,  attempting  to  construct 
statutes  dealing  with  the  complex  problem  of  in- 
duced abortion,  have  been  wrestling  with  a law  of 
society,  established  in  the  first  familial  communities 
and  best  exemplified  by  the  Mosaic  Command- 
ment, “Thou  shalt  not  kill.” 

Yet,  society  has  found  in  its  evolution  that 
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killing  of  human  beings  has  been  unavoidable;  and 
in  some  instances,  necessary.  The  justification  for 
such  killings  has  always  been  the  avoidance  of  a 
greater  evil  than  the  killing  of  that  particular 
human  being.  Therefore  the  principle  of  justifiable 
homicide  has  evolved  around  the  concept  that  the 
laws  of  society  should  be  so  constructed  as  to  pro- 
tect human  existence,  both  collective  and  indi- 
vidual, from  the  mortal  attacks  on  it  by  individual 
human  beings.  This  is  the  principle  of  self-defense 
in  justifiable  homicide  and  is  applicable  to  the 
society  in  toto  or  to  the  individual. 

One  can  easily  see  that  if  one  left  the  deter- 
mination as  to  what  constitutes  a mortal  attack  to 
individual  interpretation,  chaos  would  result. 
Therefore,  our  society  has  reserved  to  its  legisla- 
tive, judicial,  and  executive  bodies  authority  over 
human  life.  The  state  has  delegated  that  authority 
to  the  judge  in  imposing  capital  punishment  as  a 
deterrent  to  crime,  the  police  officer  in  apprehend- 
ing a criminal,  a soldier  in  defending  his  country' 
against  an  enemy,  the  individual  being  physically 
attacked  by  another,  and  finally,  to  the  physician 
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who  is  permitted  to  perform  abortion  in  an  in- 
stance where  the  fetal  presence  endangers  the 
mother’s  life. 

We  are  now  being  asked  to  construct  new 
legislation,  or  to  repeal  old  legislation,  in  such  a 
manner  that  the  mother,  through  her  agent,  the 
physician,  would  be  permitted  to  take  human  life 
for  any  reason  whatever.  In  one  sweep,  we  are 
to  abrogate  the  authority  of  the  state  over  life  and 
vest  it  in  the  individual  mother,  and  also  dismiss 
the  principle  that  human  life  can  only  be  taken 
for  the  gravest  of  reasons;  namely,  the  self-defense 
of  the  individual  or  society  as  a whole.  This  would 
not  be  murder,  since  murder  is  the  unjustified  tak- 
ing of  human  life;  and  in  this  instance,  justification 
by  statute  would  consist  only  of  the  desire  of  the 
mother. 

Legislative  Alternatives 

When  one  examines  the  alternatives  available 
to  our  legislators  and  courts  in  the  area  of  abortion 
legislation,  one  sees  four  options  at  hand. 

1.  Prohibition  of  all  abortions.  This  would  be 
line  in  safeguarding  the  life  of  the  fetus,  but  would 
be  against  the  principle  of  justifiable  homicide  in 
self  defense  of  the  mother. 

2.  Prohibition  of  all  abortions  with  the  ma- 
ternal exception  of  those  instances  in  which  the 
continuation  of  pregnancy  would  endanger  the  life 
of  the  mother.1  This  would  protect  the  life  of  the 
fetus,  but  would  permit  the  mother  to  utilize  the 
principle  of  self-defense  in  preserving  her  life.  This 
endangerment  of  life  may  have  broad  interpreta- 
tion to  include  physical  and  mental  life,  and  as 
such,  is  the  basis  for  our  present-day  practice  of 
abortion  for  psychiatric  indications,  etc.2  The  word- 
ing of  this  option  also  holds  out  to  society  a certain 
criterion  as  to  the  gravity  of  the  condition  present 
necessary  to  justify  the  taking  of  human  life;  name- 
ly, equivalency  with  another  human  life. 

3.  Prohibition  of  abortion  with  the  broaden- 
ing  of  the  maternal  exception  to  include  the  con- 
cept of  preservation  of  maternal  health,  both  physi- 
cal and  mental,  rather  than  the  concept  of  en- 
dangerment of  life.  In  addition  other  acceptable 
indications  for  abortion  would  be  those  situations 
in  which  the  creation  of  the  individual  occurred 
against  the  will  of  the  mother,  as  in  rape  and  in- 
cest, or  situations  in  which  the  created  person  might 
be  defective  in  some  way } In  essence,  these  are 
the  American  Law  Institute’s  proposals,4  which 
have  been  the  basis  of  changes  we  have  seen  in 
several  of  the  states.  The  essential  change  in  prin- 
ciple in  these  proposals  is  the  substitution  of  cri- 
teria for  the  taking  of  human  life  which  have 
nothing  to  do  with  the  principle  of  self-defense  in 
homicide.  They  are  based  on  the  taking  of  human 
life  for  reasons  having  to  do  with  the  quality  of 
human  life  rather  than  for  the  existence  of  life 


itself.  These  criteria  would  permit  the  taking  of 
fetal  life  for  the  convenience  or  well-being  of  the 
mother,  under  the  implications  of  the  mental 
health  clause.  The  merit  of  the  rape  and  incest 
section  is  somewhat  doubtful  due  to  the  impossi- 
bility of  substantiation  of  the  facts,  not  to  speak 
of  the  questionable  idea  of  taking  the  innocent 
child's  life  instead  of  the  perpetrator’s  in  such 
cases.  Two  wrongs  do  not  make  one  right.  The 
eugenic  indication  for  abortion  because  of  fetal 
defect  would  represent  the  first  departure  in 
American  jurisprudence  or  medicine  from  the 
principle  that  all  human  life  has  the  protection 
of  law.  This  would  open  a Pandora’s  Box  of  ideas 
for  elimination  of  other  segments  of  human  life 
which  are  defective:  namely,  the  mentally  retarded, 
insane,  senile,  incurable,  criminal,  etc. 

The  principle  objection  to  option  3 is  that  it 
is  unworkable,  since  a conservative  interpretation 
of  its  clauses  would  result  in  no  change  over  the 
present  law,  except  in  the  area  of  eugenic  indi- 
cations; while  a liberal  interpretation  results  in 
abortion  on  demand. 

4.  Repeal  of  all  abortion  restrictions.  Abor- 
tion on  demand  or  for  convenience  has,  at  least,  the 
merit  of  being  honest.  Proponents  feel  basically 
that  the  human  fetus  is  not  a human  person,  and 
therefore,  the  taking  of  his  life  should  not  be  pro- 
hibited by  law.  This  basic  principle  is  now  law  in 
the  states  of  Hawaii,  Alaska,  and  New  York.  Un- 
fortunately, such  an  attitude  does  not  conform  to 
the  biological  reality  of  the  existence  of  the  human 
fetus  as  a person ; and  it  places  the  physician  and 
our  hospitals  in  the  untenable  position  of  being 
forced  into  the  situation  where  the  patient  may 
utilize  them  as  a technician  to  carry  out  a medical 
form  of  treatment  they  might  not  feel  is  indicated 
or  desirable. 

One  might  certainly  say  that  no  physician 
can  be  forced  to  do  a procedure  with  which  he 
does  not  agree.  However,  in  the  practical  world 
of  contemporary  medical  practice,  with  its  im- 
mersion in  a medicolegal  aura,  it  is  apparent  to 
all  of  us  that  it  will  be  the  unusual  physician  or 
hospital  in  a competitive  milieu  who  will  long 
resist  the  forceful  patient,  backed  by  a law  which 
states  that  there  is  no  valid  reason  why  abortion 
cannot  be  performed  at  the  sole  desire  of  the 
mother.  Indeed,  there  are  already  many  cases  be- 
fore our  courts  against  physicians  and  hospitals 
for  failing  to  perform  abortions  for  indications 
which  are  illegal  under  the  existent  laws.5  Ironi- 
cally, most  of  the  actions  are  being  brought  in  the 
name  of  the  individual  who  is  complaining  be- 
cause he  was  not  destroyed  by  abortion. 

The  Physicians’  Concern 

Assessment  of  our  role  as  physicians  in  modern 
day  society  is  a difficult  one  for  a number  of 
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reasons.  Any  physician  actively  bearing  the  per- 
sonal responsibility  for  the  life  and  health  of  those 
in  his  care  knows  of  the  conflicting  and  confusing 
demands  on  his  knowledge  and  skills  made  by 
patients  who  are  evermore  knowledgeable  of  medi- 
cal techniques;  and  yet,  in  many  ways  each  year 
more  immature  in  their  expectancy  of  an  easy 
answer  for  every  medical  or  social  problem,  and 
intolerant  of  any  display  of  authority  or  counsel 
by  the  attending  physician.  The  physician,  in  the 
past,  was  considered  both  by  the  patient  and  the 
physician  not  only  as  a consultant  but  as  the  su- 
preme authority  in  any  matter  having  to  do  with 
the  patient’s  well-being.  Today,  we  see  more  and 
more  the  attempt  to  use  the  physician  as  a medi- 
cal technician  to  carry  out  the  wishes  of  the  pa- 
tient who  has  already  in  his  own  mind  established 
a diagnosis  and  decided  on  a course  of  therapy. 
The  casual  relationship  of  a decreasing  patient- 
physician  relationship  in  this  phenomenon  is  all 
too  apparent.  It  may  be  ascribed  to  a number  of 
diverse  and  unrelated  factors  including  the  deper- 
sonalization or  dehumanization  of  the  individual 
in  modern  society;  individual  rebellion  against 
' authority;  the  decline  of  solo  practice,  the  lack  of 
i availability  of  family  physicians;  the  rise  of  the 
institutional  practice  of  medicine;  increasing  spe- 
cialization and  compartmentation  of  medical  care ; 
tilt  dilution  of  personal  responsibility  in  group 
practice,  etc.  Many  of  these  factors  are  beyond  the 
control  of  both  patient  and  physician;  and  yet, 
we  must  face  the  fact  that  if  the  present  trend 
continues,  and  the  physician  becomes  only  a medi- 
i cal  technician,  the  result  will  be  that  the  patient 
will  have  usurped  the  role  of  his  own  physician 
and  the  old  adage  will  be  a reality,  “He  who  has 
himself  for  a physician,  has  a fool  for  a physician!”. 

As  physicians  in  the  truest  sense  of  the  word, 
we  are  the  possessors  of  a heritage  of  commitment 
to  the  well-being  of  the  human  race  stretching 
back  to  the  prehistoric  medicine  man’s  efforts.  It 
behooves  us  to  evaluate  carefully  current  proposals 
for  changing  our  state  laws  which  would  permit 
abortion  at  the  request  of  the  mother  for  what- 
ever reason,  lest  such  proposals  convert  us  from 
i physicians  to  technicians  in  this  area  of  medical 
practice. 

Why  should  we  all  be  so  concerned  about 
this  issue?  No  words  so  clearly  state  our  concern 
! than  those  of  John  Donne: 

“No  man  is  an  island,  entire  of  itself;  every 
man  is  a piece  of  the  continent,  a part  of  the 
main;  if  a clod  be  washed  away  by  the  sea, 
Europe  is  the  less,  as  well  is  if  a promontory 
were,  as  if  a manor  of  thy  friends  or  of  thine 
own  were;  any  man’s  death  diminishes  me, 
because  I am  involved  in  mankind ; and  there- 
fore, never  send  to  know  for  whom  the  bell 
tolls;  it  tolls  for  thee.” 

All  of  us,  together  with  the  mother  of  an  un- 


wanted pregnancy  and  her  unborn  child,  are  mem- 
bers of  that  family  of  mankind.  Any  one  of  us  may 
be  the  next  “clod  washed  away  by  the  sea.” 

Questions  Requiring  Resolution 

In  evaluating  proposals  for  abortion  change, 
we  must  attempt  objectively  to  resolve  to  our 
satisfaction  the  following  basic,  biological,  legal, 
and  ethical  issues. 

1.  What  do  we  mean  by  abortion ? 

2.  What  is  the  status  of  the  fetus  as  a living, 
unique,  separate,  meaningful  human  being? 

3.  Is  the  fetus  a patient,  and  therefore  a re- 
sponsibility of  the  physician? 

4.  What  are  the  legal  rights,  regarding  do- 
minion over  its  own  body,  of  the  human 
fetus? 

5.  What  are  the  legal  rights  of  the  mother, 
regarding  dominion  over  her  own  body? 

6.  What  authority  shall  have  the  duty  of  re- 
solving the  conflict  between  the  mother 
and  her  unborn  child,  when  the  rights  of 
the  two  are  antagonistic? 

7.  What  are  the  criteria  to  be  applied  by  the 
authority  established  to  resolve  conflicts  in 
the  right  to  life  of  the  mother  and  her 
unborn  child? 

8.  Shall  the  state  grant  immunity  to  the 
physician  for  taking  the  life  of  the  fetus 
without  a valid,  medical  indication? 

9.  How  will  the  medical  profession  and  the 
people  of  the  State  of  Ohio  resolve  this 
controversial  issue? 

1.  Definition  of  abortion.  Abortion  may  be 
defined  as  the  evacuation  of  the  living  human 
fetus  from  the  uterus  prior  to  the  time  of  gesta- 
tion at  which  time  the  fetus  can  exist  without  the 
life  support  system  of  the  placental  apparatus  and 
the  uterine  environment  of  the  mother.  Therefore, 
induced  abortion  is  the  direct  taking  of  the  life  of 
the  fetus,  by  dismembering  or  causing  dissolution 
of  the  fetus  by  mechanical  or  chemical  means,  ie, 
curettage,  vacuum  extraction,  installation  of  chem- 
ical agents  into  the  amniotic  cavity  or  by  the  use 
of  systemic  abortifacient  agents.  To  refer  to  abor- 
tion as  termination  of  pregnancy  is  a euphemism 
similar  to  the  use  of  the  adjective  therapeutic,  for 
abortion  for  fetal  defects.  It  is  hard  to  see  how 
a treatment  can  be  therapeutic  when  it  results  in 
the  destruction  of  the  patient.  The  use  of  the 
phrase,  termination  of  pregnancy,  for  abortion, 
could  be  likened  to  using  the  phrase,  termination 
of  a president’s  elected  term,  in  place  of  assassina- 
tion when  that  catastrophe  occurs. 

Semantic  considerations  such  as  this  speak  to 
the  mental  evasion  and  avoidance  of  reality  which 
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has  so  often  been  encountered  in  discussions  on 
this  subject. 

2.  The  status  of  the  fetus  as  a living,  unique, 
separate,  meaningful  human  being.  Webster  de- 
fines life  as  “that  quality  or  character  distinguish- 
ing an  animal  or  a plant  from  inorganic  or  dead 
organic  bodies  which  is  especially  manifested  by 
metabolism,  growth,  reproduction  and  possession 
of  internal  powers  of  adaptation  to  the  environ- 
ment.” 

Certainly,  the  human  fetus  has  all  the  char- 
acteristics of  a living  organism.  The  distinguishing 
characteristics  of  any  species  is  the  chromosomal 
arrangement  of  its  component  cells.  The  embryo 
has  a full  human  complement  of  46  typical  chrom- 
osomes, which  are  unique  to  this  particular  indi- 
vidual and  mark  him  unmistakably  as  human.  We 
are  all  aware  of  the  monumental  achievements  of 
our  embryologists  and  biochemists,  particularly  the 
work  of  Crick  and  Watson6  in  elucidating  the  role 
of  the  RNA  and  DNA  components  in  the  protein 
molecular  structure  of  the  chromosomes.  These 
well  established  biological  facts  clearly  define  the 
embryo  as  possessing  the  complete  chemical  heri- 
tage of  both  parents  and  all  of  their  antecedents, 
going  back  to  the  misty  origins  of  the  human  race, 
in  the  very  first  cell  division  after  conception. 

We  know  that  such  personal  characteristics 
as  the  color  of  the  eyes  and  hair,  certain  facial 
and  bodily  characteristics,  the  type  of  smile,  certain 
elements  of  personality,  etc.  are  all  present  in  the 
RNA,  DNA,  and  polypeptides  of  the  chromosomes 
at  the  time  of  the  very  first  mitoses. 

The  scientific  evidence  is  incontrovertible  that 
a complete  human  being  is  present  from  the  mo- 
ment of  conception.  To  say  that  the  embryo  is  no 
more  human  than  a sperm  or  an  ovum  is  to  be- 
tray ignorance  of  the  most  basic  realities  of  biology. 
The  sperm  and  ova  are  component  cells  of  other 
separate  individuals,  with  different  chromosomal 
arrangements,  while  the  fertilized  ovum  is  a com- 
pletely new  and  totally  intact  human  person. 

As  development  proceeds,  the  other  biological 
phenomena  characteristic  of  human  life  rapidly 
make  their  appearance.  The  most  basic  sign  of 
life,  rhythmic  contractions  of  the  myocardium, 
begins  at  four  weeks  of  gestation,  about  the  time 
when  the  women  first  realizes  that  she  might  be 
pregnant.  Skeletal  movements  occur  at  six  weeks 
for  those  who  feel  that  “quickening”  is  the  moment 
when  the  fetus  becomes  human.  Reflex  move- 
ments are  seen  at  ten  weeks,  indicating  a func- 
tioning central  nervous  system  for  those  who  would 
prefer  an  intact  central  nervous  system  as  an  index 
of  humanity. 

At  about  this  stage,  or  shortly  thereafter,  evi- 
dence of  thumb  sucking  and  swallowing  has  been 
noticed  for  those  who  would  like  some  evidence  of 
purposeful  activity,  as  a sign  of  the  presence  of 


human  life.  Some  of  us  must  be  able  to  measure 
or  test  something,  in  order  to  admit  its  existence, 
and  we  see  that  the  fetal  electrocardiogram7  and 
electroencephalogram  may  be  recorded  at  ten 
weeks.  It  is  expected  that  earlier  recordings  will  be 
obtained  as  more  sophisticated  equipment  is  de- 
veloped. All  in  all,  there  is  no  question  that  the 
fetus  displays  the  biological  characteristics  of  hu- 
man life  from  the  earliest  moments  of  its  existence. 
It  is  certain  that  our  medical  scientists  working 
with  modes  of  cellular  and  tissue  cultures  from  the 
one  extreme,  and  the  maintenance  of  life  by  extra- 
corporeal circulation  and  oxygenation  at  the  other, 
will  eventually  be  able  to  completely  support 
human  life  entirely  outside  of  the  uterine  environ- 
ment from  the  time  of  conception  onward.8  What 
will  those  physicians  say  then,  who  maintain  that 
a fetus  is  not  human  until  it  can  exist  without  the 
placental  life  support  system  of  the  mother? 
Would  they  wish  to  approve  of  infanticide,  since 
the  human  infant  certainly  cannot  exist  entirely 
by  himself  for  many  months  after  full  term  birth, 
if  ever,  in  our  complex  and  interdependent  society? 

There  are  philosophers9  and  psychologists  who 
are  of  the  opinion  that  human  life  is  not  meaning- 
ful or  distinguishable  from  animal  life  aside  from 
its  biological  characteristics,  until  the  individual 
can  be  aware  of  his  surroundings,  manifest  his  per- 
sonality, or  exercise  free  choice  in  his  selection  of 
alternatives  open  to  him.  At  what  point  in  human 
development,  they  ask,  are  such  things  present? 
Let  us  select  this  point  and  consider  all  other  fac- 
tors irrelevant  in  determining  whether  the  human 
fetus  is  a meaningful  human  person.  Awareness  of 
self  is  certainly  a highly  changeable  condition,  even 
in  the  mature  adult,  who  requires  sleep  and  is 
prone  to  a certain  lack  of  awareness  when  bored 
or  under  the  influence  of  too  many  martinis. 

Certainly  the  newborn,  the  unconscious,  the 
mentally  ill  or  retarded,  and  the  senile  have  vary- 
ing degrees  of  awareness,  personality,  or  free  choicej 
ranging  from  zero  to  100  percent,  but  we  do  not 
call  them  nonhuman.  We  might  better  say,  “When 
does  the  capacity  to  be  aware  occur?”  How  does 
the  eight-cell  embryo  feel  about  this?  Does  he  not 
express  concern  until  the  24-cell  stage?  Certainly 
by  the  fourth  week  of  gestation,  the  time  when 
the  presence  of  the  pregnancy  is  definitely  known, 
there  is  present  an  intact  functioning  central  ner- 
vous system,  which  is  in  all  biological  probability 
storing  information  and  processing  messages  from 
other  components  of  the  body.  Whether  this  bi- 
ological computer  is  truly  aware  of  itself  at  this 
stage  is  pure  speculation,  but  we  do  know  that 
damage  to  this  system  at  this  stage  will  interfere 
with  the  ability  to  express  awareness  of  oneself  or 
to  manifest  one’s  personality  or  exercise  free  choice 
for  the  rest  of  the  person’s  life,  without  evidence 
of  injury  to  other  functions  of  the  central  nervous 
system.  I would  submit  that  this  is  good,  indirect 
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evidence  for  the  presence  of  such  capacity  at  a 
very  early  stage  in  development. 

After  review  of  the  foregoing,  I am  forced  to 
conclude  that  the  human  fetus  is  truly  a unique, 
separate,  living,  meaningful  human  being.  It  re- 
mains then,  only  to  define  the  relative  value  of  the 
various  stages  of  human  life.  In  defining  relative 
value,  we  can  adopt  several  attitudes: 

(A)  All  individual  human  life  has  an  equal 
value,  regardless  of  its  longevity,  ie,  each 
separate  life  has  equal  value. 

(B)  Individual  human  life  begins  at  a zero 
value  at  the  time  of  fertilization  and  in- 
creases in  value  daily  until  death,  when 
it  reverts  back  to  a zero  value,  ie,  a 90- 
year-old  individual  is  ten  times  as  valu- 
able as  a 9-year-old  individual,  and  is 
1,000  times  as  valuable  as  a one-month 
old  embryo. 

(C)  A mature,  middle-aged  adult  has  the 
highest  value;  therefore,  the  fertilized 
ovum  and  the  oldest  living  human  being 
have  zero  value.  All  individuals  in  be- 
tween have  corresponding  high  or  low 
relative  values. 

(D)  Relative  values  can  be  assigned  to  human 
lives  on  the  basis  of  sex,  size,  strength, 
intelligence,  length  of  hair,  race,  color, 
nationality,  religion,  maturity,  etc. 

Obviously,  it  is  impossible  to  find  adequate 
criteria  to  establish  relative  values  for  human  life 
which  will  be  just  and  acceptable  to  all  concerned 
at  all  times.  Therefore,  in  those  situations  where 
judgment  is  necessary  to  decide  which  life,  or 
whether  both  lives,  should  continue  to  exist  when 
their  existence  is  in  conflict,  serious  consideration 
must  be  given  by  an  objective  third  party  who  has 
authority  over  both  lives  to  the  relative  values  of 
the  contending  parties.  The  judgment  must  be 
rendered  which  is  as  nearly  just  as  possible. 

3.  Is  the  fetus  a patient  and  therefore  the 

responsibility  of  the  physician?  As  we  have  seen, 

the  fetus  is  a human  person,  inhabiting  the  body 
of  the  mother.  Does  this  geographical  position 
within  the  mother  automatically  establish  a patient- 
physician  relationship  between  fetus  and  physician 
when  the  mother  consults  her  physician?  Certainly, 
under  common  law  and  common  practice  this  re- 
lationship is  known  to  exist,  as  witness  the  develop- 
ment of  the  specialty  of  fetology  with  amniocen- 

tesis3 * * * * * * 10 and  x-ray  evaluation  as  diagnostic  procedures 

and  the  advent  of  preventive  medical  techniques 

to  avoid  injury  to  the  fetus  during  pregnancy.  We 

have  passed  the  threshold  of  direct  therapy  of  the 

fetus,  with  intrauterine  transfusion  and  agents 

which  will  pass  through  the  placenta  to  the  fetus. 

The  prospect  of  intrauterine  surgical  proce- 

dures11 on  the  fetus  is  in  the  immediate  future. 


Can  any  physician  deny  his  responsibility  to  the 
fetus  as  a patient? 

4.  What  are  the  legal  rights,  concerning  do- 
minion over  its  own  body,  of  the  living  human 
fetus?  Since  the  living  human  fetus  is  a separate, 
unique  human  life,  it  follows  under  our  Declara- 
tion of  Independence  and  Constitution  that  he  is 
a citizen  of  this  country  and  has  the  rights  of  “life, 
liberty,  and  the  pursuit  of  happiness,”12  and  such 
other  rights  and  privileges  which  any  innocent 
person  has  under  the  legal  system  of  our  country. 
Inherent  in  this  right,  is  dominion  over  his  own 
body.  Abrogation  of  these  rights  can  take  place 
only  through  action  of  the  only  authority  which 
has  dominion  over  the  individual  in  this  country, 
the  State.  No  parent,  physician,  clergyman,  or  at- 
torney has  this  authority.  It  is  surprising  that  the 
American  Civil  Liberties  Union  has  seen  fit  to 
ignore  the  complete  abrogation  of  this  individual’s 
civil  liberty  under  proposed  legislation. 

5.  What  are  the  legal  rights  of  the  mother, 
concerning  dominion  over  her  own  body?  An 
opinion  has  been  put  forward  that  the  mother 
should  have  full  rights  to  make  the  decision  for 
or  against  abortion,  since  she  is  legally  entitled  to 
dominion  over  her  own  body  and  she  is  entitled 
to  do  with  it  as  she  wishes.13  If  her  action  did  not 
result  in  injury  of  another  human  being,  this  con- 
cept would  be  indeed  tenable;  however,  justice  in 
our  society  demands  that  we  be  responsible  for  our 
actions.  In  driving  an  automobile,  we  cannot  guide 
it  over  an  obstructing  pedestrian  to  clear  the  way. 
Similarly,  a mother  should  not  have  the  right  to 
empty  her  uterus,  thus  killing  her  child,  just  be- 
cause of  her  own  desires. 

6.  What  authority  shall  have  the  duty  of 
resolving  the  conflict  of  the  mother  and  her  un- 
born child  when  the  rights  of  the  two  are  antago- 
nistic? In  considering  who  or  what  agency  has  the 
authority  over  life  in  our  society,  we  look  about 
us  and  see  that  our  legal  and  governmental  systems 
grant  authority  over  life  only  to  the  government  or 
legal  system  itself.  Suicide  and  euthanasia  have 
been  outlawed,  indicating  that  the  individual  really 
does  not  have  authority  over  his  own  life.  Nor,  has 
he  the  right  to  take  another’s  life,  even  for  the 
best  of  intentions.  This  right  over  life  is  reserved 
to  the  state  for  the  common  good  with  rare  excep- 
tion. The  exception  revolves  around  the  ending  of 
another’s  life  in  self-defense,  when  an  individual 
is  attacked  or,  in  the  case  of  pregnancy,  when  the 
life  of  the  mother  is  threatened.  A physician  may 
terminate  the  life  of  the  fetus  where  its  presence 
is  actually  a threat  to  the  mother’s  life.  In  the 
instance  where  the  right  to  life  of  an  individual 
is  at  stake  for  reasons  other  than  self-defense,  we 
would  submit  that  only  the  state  or  its  designate 
should  have  the  authority  to  resolve  the  conflict. 
Certainly,  one  of  the  protagonists,  the  mother,  or 
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her  employed  agent,  the  attending  physician,  both 
of  whom  have  a possible  conflict  of  interest,  should 
not  be  granted  the  authority  for  rendering  a deci- 
sion. It  would  seem  evident  that  some  type  of  ju- 
dicial procedure,  having  the  authority  and  backing 
of  the  state,  should  be  instituted  for  the  proper 
resolution  of  those  conflicts  in  the  right  to  life  of 
these  two  separate  individuals  concerned.  If  such 
a procedure  is  impossible  of  attainment,  the  re- 
sponsibility would  have  to  be  delegated  to  the 
physician.  Then  in  order  to  protect  both  parties, 
the  state  must  establish  criteria  to  guide  the  in- 
dividual responsible  for  the  judgment. 


7.  What  criteria  are  to  be  applied  by  the 
authority  established  to  resolve  conflicts  in  the 
right  to  life  of  the  mother  and  her  unborn  child? 
It  is  extremely  difficult  to  establish  criteria  to  re- 
solve these  questions,  other  than  the  basic  assump- 
tion that  the  child  and  the  mother  are  two  sepa- 
rate, distinct  human  beings,  each  having  a sepa- 
rate right  to  life.  Under  the  present  law,  the  right 
to  life  of  the  mother  takes  precedence  over  the 
right  to  life  of  the  unborn  child.  The  State  has 
delegated  authority  to  be  jury,  judge,  and  execu- 
tioner to  the  mother  and  her  agent,  her  attending 
physician.  We  are  now  faced  with  the  situation 
in  which  it  is  proposed  that  other,  less  vital  indi- 
cations for  the  abrogation  of  the  rights  of  the  child 
are  proposed;  namely,  the  health  or  well-being  of 
the  mother,  the  imperfection  of  the  child,  or  the 
presence  of  the  child  without  the  consent  of  the 
mother.  If  we  are  to  follow  good  legal  procedure, 
it  would  seem  that  what  is  needed  is  a revision  of 
the  law  rather  than  liberalization  of  its  provisions. 

If  our  society  feels  that  there  are  valid  criteria 
for  taking  the  life  of  the  fetus  which  are  less  com- 
pelling than  a liberal  interpretation  of  endanger- 
ment  to  material  life,  the  criteria  and  their  appli- 
cation should  be  able  to  stand  the  light  of  review 
by  an  objective  authority  other  than  the  mother 
and  her  physician.  Certainly,  the  least  that  could 
be  reasonably  expected  should  be  the  assignment 
of  a relative  value  scale  to  the  two  lives  involved, 
in  coming  to  a judicial  decision. 

8.  Shall  the  State  grant  immunity  to  the 
physician  for  taking  the  life  of  a fetus  without 
a valid  medical  indication?  Proposed  repeal  of 
legal  restrictions  on  abortion  would  in  essence  re- 
sult in  the  granting  of  immunity  to  prosecution 
to  a physician  who  carried  out  a surgical  procedure 
without  valid  medical  indications.  It  would  be 
analogous  to  a surgeon  being  granted  legal  im- 
munity to  perform  gastrectomy  on  any  patient  who 
requested  it.  No  physician  worthy  of  the  name 
wishes  to  see  himself  or  his  colleagues  relieved  of 
the  legal  consequences  of  poor  medical  practice, 


or  the  taking  of  human  lile  without  proper  medi- 
cal justification. 

9.  How  will  the  medical  profession  and  the 
people  of  Ohio  resolve  this  controversial  issue? 
Certain  segments  of  our  community  with  all  good 
intentions  and  with  the  highest  of  motivations  to 
relieve  human  suffering  have  brought  forward 
proposals  to  alleviate  the  distress  of  unwanted  or 
undesired  pregnancies  by  liberalization  or  repeal 
of  our  state  abortion  laws,  so  that  physicians  would 
be  permitted  to  carry  out  abortions  for  indications 
of  a less  compelling  nature  than  those  represented 
by  pregnancy  which  is  a threat  to  the  life  of  the 
mother.  Unfortunately,  these  proposals  received 
a rather  superficial  evaluation  by  both  proponents 
and  opponents  of  such  measures.  Organizations 
were  formed  to  foster  such  legislation.  Legal,  medi- 
cal. sociological,  and  moral  groups  were  enlisted 
in  this  crusade  to  reform  what  was  considered  to 
be  antiquated  and  obsolete  law'. 

Effective  opposition  to  these  measures  has 
come  from  a rather  substantial  minority  of  the 
medical,  legal,  and  sociological  professions  and 
from  various  religious  and  moral  groups.  L nfor- 
tunately,  the  entire  debate  has  been  attended  by 
more  heat  than  light.  The  discussion  has  centered 
around  such  areas  as  incidence  of  illegal  abortions, 
morbidity  and  mortality  of  criminal  abortions,  de- 
fective children  due  to  German  measles  or  thalido- 
mide, the  right  of  the  physician  to  do  what  he 
thinks  is  right  for  his  patient,  the  right  of  a woman 
to  do  what  she  wishes  with  her  own  body,  the 
ability  of  the  wealthy  to  procure  abortions,  the 
population  explosion,  abortion  as  a birth  control 
measure,  the  necessity  of  a woman  to  go  to  a 
foreign  country  to  get  aborted,  imposition  of  Cath- 
olic morality  on  the  rest  of  the  population,  rape 
and  incest  in  children,  civil  rights,  control  of  pov- 
erty, etc. 

The  side  show,  unfortunately  has  taken  the 
spotlight  off  the  center  ring.  The  real  issue  is  still 
the  reality  of  the  existence  of  the  human  conceptus 
as  a separate,  unique,  human  being.  The  problem 
is  the  conflict  of  the  right  to  life  of  the  fetus  with 
the  right  to  life  of  the  mother.  The  need  is  a 
proper  solution  of  the  priority  or  precedence  of 
these  individual  rights  when  they  are  in  conflict. 

I would  submit  that  the  answer  to  society’s 
problem  is  not  the  pushing  through  of  defective 
legislation,  which  will  not  solve  society’s  problems, 
but  will  merely  abrogate  the  rights  of  one  of  the 
individuals  concerned  and  result  in  material  harm 
to  the  structure  of  society.  Legalizing  any  evil  does 
not  eliminate  the  evil.  Instead,  our  society,  through 
its  legal,  medical,  moral,  sociological,  and  legis- 
lative groups,  should  again  objectively  study  the 
issue  and  come  up  with  a revision  of  the  present 
law  in  such  a manner  as  to  set  up  a judicial  pro- 
cedure for  the  resolution  of  the  problem  which 


44  / The  Oh  io  State  Medical  Journal 


occurs  when  the  right  to  life  of  the  unborn  child 
and  the  mother  are  in  conflict.  A broadly  based 
commission,  composed  of  all  points  of  view,  should 
be  appointed  by  our  state  government  to  thorough- 
ly study  the  issue  and  report  back  to  the  legislature 
its  findings  and  recommendations.  What  is  good 
medicine  is  good  morals,  and  should  be  reflected 
in  good  laws. 

Effect  of  Abortion  on  Demand 
on  Society 

Would  the  availability  of  abortion  for  the 
convenience  of  the  mother  or  society  be  detrimen- 
tal to  the  members  of  our  community?  This  is 
the  most  important  question  to  be  answered  by 
our  profession.  Proponents  of  the  legislation  men- 
tion several  areas  in  which  they  feel  that  freely 
available  abortion  would  solve  sociological  prob- 
lems; namely,  criminal  abortion,  unwanted  chil- 
dren, overlarge  families,  poverty,  crime,  illegiti- 
macy, racial  problems,  congenital  defects,  mental 
retardation,  failure  of  contraceptive  programs, 
famine,  and  war.  The  list  is  certainly  impressive 
and  a solution  to  the  problem  is  indeed  simple. 
If  you  have  a human  problem,  it  can  be  solved 
by  eliminating  the  human.  This  simplistic  answer 
in  human  problem-solving  has  been  tried  before 
by  other  societies  and  civilizations  with  catastrophic 
results,  as  recently  as  the  period  from  1 935  to 
1945,  in  Germany. 

Sincere  proponents  of  abortion  reform  set  out 
to  solve  two  problems:  (a)  the  mortality  and 

morbidity  of  criminal  abortions,  and  (b)  the  prob- 
lem of  the  unwanted  pregnancy  and  its  effect  on 
the  individual  and  the  family. 

Let  us  consider  the  problem  of  criminal  abor- 
tion. Two  claims  are  made  by  the  proponents. 
First,  that  there  were  10,000  deaths  from  criminal 
abortion  in  the  United  States  yearly,14  and  second, 
that  reform  of  the  abortion  laws  would  do  away 
with  criminal  abortion. 

Dr.  Lester  Adelson,  Chief  Deputy  Coroner  of 
Cuyahoga  County,  reviewed  all  of  our  county 
records  for  the  past  19  years  and  established  that 
there  were  43  deaths  from  criminal  abortions  dur- 
ing this  period  of  time.  They  average  2.2  deaths 
| per  year.  The  Ohio  State  Medical  Association’s 
1 Committee  on  Maternal  Health  recently  reported 
its  findings  regarding  criminal  abortions  in  the 
State  of  Ohio  over  a ten-year  period  (1955  to 
196-1)  and  found  that  there  were  65  deaths  due 
to  criminal  abortions,  an  average  of  6.5  deaths 
per  year  for  the  entire  state.15  Fifty-one  of  these 
deaths  were  due  to  self-induced  abortion,  while 
only  14  deaths  were  due  to  abortions  induced  by 
another  party.  Dr.  Adelson  also  surveyed  other 
medical  centers  in  the  country,  representing  20 
percent  of  the  population  of  the  country,  and 
found  that  the  combined  annual  total  of  deaths 


from  criminal  abortion  was  81.  Extrapolating  this 
death  rate  to  the  country  as  whole,  we  come  out 
with  an  annual  rate  of  405  deaths  from  criminal 
abortion  per  year  in  the  United  States.  This  is 
a far  cry  from  10,000  as  had  been  claimed;  We 
do  not  wish  to  minimize  the  gravity  of  this  prob-r 
lem;  one  death  from  criminal  abortion  is  one 
too  many. 

Will  reform  or  repeal  of  abortion  laws  elimi- 
nate criminal  abortion?  We  know  from  experience 
in  other  countries  that  reform  of  abortion  laws 
actually  results  in  an  increase  of  approximately 
ten  times  in  legal  abortions;  but  also,  a comcomi- 
tant  rise  of  two  or  three  times  in  criminal  abor- 
tion.16 

Better  than  95  percent  of  criminal  abortions 
cannot  be  justified  under  proposed  reform  legis- 
lation, no  matter  how  liberal  the  law  is  made, 
since  80  percent  of  criminal  abortions  are  sought 
by  married  women  with  several  children  of  aver- 
age or  better  than  average  economic  status.1. 

The  increase  in  abortion  in  these  countries 
resulted  from  the  establishment  of  an  abortion 
mentality  and  the  feeling  that  abortion  is  a form 
of  contraception. 

If  reform  of  abortion  laws  will  not  solve  the 
criminal  abortion  problem,  would  complete  repeal 
of  all  laws  solve  it? 

Experience  in  countries  having  no  abortion 
restrictions  showr  that  criminal  abortions  continue 
at  the  same  rate  as  before,  while  the  fertility  rate 
and  legal  abortion  rate  climb  astronomically  when 
all  restrictions  are  removed.17 

The  increased  maternal  death  rate  in  the  new 
group  of  "legal  abortions”  plus  the  continued  death 
rate  of  criminal  abortions  results  in  an  overall  in- 
crease in  maternal  death  rates  due  to  abortion; 
and  therefore,  we  have  done  just  the  opposite  of 
what  we  set  out  to  do.  Instead  of  reducing  the 
death  rate  from  abortion  as  a result  of  unwanted 
pregnancies,  we  have  actually  increased  it.  It  ap- 
pears that  the  wray  to  reduce  the  mortality  and 
morbidity  of  criminal  abortions  is  not  to  make 
unjustified  abortion  legal  but  rather  to  search 
further  into  and  correct  the  root  causes  of  the 
unwanted  pregnancy. 

Finally,  let  us  think  about  the  effect  of  the 
unwanted  pregnancy  on  the  individual  and  her 
family.  Many  of  our  outstanding  sociological  ex- 
perts feel  that  the  single,  greatest  problem  facing 
disadvantaged  members  of  our  society  is  the  weak- 
ening and  breakdown  of  the  family  unit.  The  loss 
of  love  and  respect  of  father,  mother,  and  chil- 
dren. for  themselves  and  for  each  other,  results  in 
rejection  and  frustration,  with  consequent  anti- 
social attitudes  manifested  by  poor  motivation, 
lack  of  education,  poverty,  and  criminal  activity. 
The  easy  availability  of  abortion  for  convenience 
will  result  in  the  neglect  of  family  planning  tech- 
niques with  consequent  rise  in  fertility  rates,  to  be 
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answered  by  increasing  utilization  of  abortion  as 
a contraceptive  technique,  as  has  happened  in 
Japan.18 

This  sequence  of  events  results  in  a down- 
grading of  individual  human  life,  with  less  and 
less  regard  for  marital  ties  or  the  raising  of  chil- 
dren, and  eventual  weakening  and  dissolution  of 
the  family  unit,  with  resultant  increase  in  the 
problems  of  the  entire  society.  How  much  better 
it  would  be  to  spend  our  resources  in  searching 
for  the  causes  of  unwanted  pregnancy  and  sup- 
porting the  mother  of  a problem  pregnancy  with 
all  of  our  resources,  and  finally  aiding  and  abet- 
ting the  products  of  such  pregnancies  to  become 
useful  citizens  in  our  society  rather  than  to  deprive 
these  children  of  the  opportunity  for  life  and,  in 
so  doing,  weakening  the  basic  building  stone  of 
our  society,  the  family  unit. 


that  we  have  done  our  part  in  effecting  a just  solu- 
tion to  the  problem. 

In  the  last  analysis,  the  physician  should  take 
his  stand  on  the  basis  of  whether  or  not  abortion 
on  demand  is  consonant  with  good  medical  prac- 
tice. The  core  issue,  of  course,  is  the  biological 
reality  of  the  fetus  as  a unique,  separate,  living 
human  person.  If  this  concept  is  true,  then  abor- 
tion can  only  be  performed  for  the  most  valid 
medical  indications.  If  the  concept  is  false,  abor- 
tion should  be  available  for  any  reason  whatever. 
There  is  truly  no  middle  ground.  We  cannot  have 
a touch  of  pregnancy.  It  is  all  or  nothing  at  all. 
I submit  that  the  fetus  is  a living,  human  person 
ol  value  and  that  good  medical  practice  compels 
us  to  protect  his  life  as  we  would  our  own. 
ABORTION  ON  DEMAND  IS  POOR  MEDI- 
CINE. 


Summary 
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I would  feel  that  we  in  the  medical 
profession  have  an  obligation  to  the  people 
of  the  state  to  discuss  freely  both  sides  of  this 
issue  among  ourselves,  at  our  medical  meet- 
ings and  in  our  medical  journals.  After  adequate 
self-education  has  taken  place,  an  unbiased  poll 
prepared  by  a team  of  both  proponents  and  op- 
ponents should  be  carried  out  among  the  physi- 
cians of  the  state.  The  results  of  this  poll  should 
then  be  made  public  for  the  guidance  of  the 
people  of  the  state  and  the  legislators  who  repre- 
sent them;  for  they  shall  have  the  final  voice  in 
resolving  the  issue.  In  that  vein,  physicians  should 
contact  their  legislators  and  make  known  to  them 
their  opinions  on  the  issue. 

During  the  coming  year,  the  U.S.  Supreme 
Court  has  agreed  to  review  the  constitutionality  of 
state  laws  regarding  abortion,  because  of  conflict- 
ing decisions  by  various  state  Supreme  Courts  in 
this  area.  Massachusetts,  New  Jersey,  and  several 
other  states  have  upheld  the  constitutionality  of 
their  statutes  while  California,  the  District  of 
Columbia,  and  others,  have  questioned  the  validity 
of  their  laws.  It  is  hoped  that  the  court  will  meet 
the  problem  head  on  and  not  evade  the  issue.  In 
which  case,  a clear-cut  guideline  as  to  the  con- 
stitutional problems  involved  should  be  available 
to  our  legislature  by  next  spring.  It  is  apparent 
then  that  the  next  session  of  our  State  Legislature 
will  result  in  resolution  of  this  controversial  issue 
which  has  been  before  us  for  the  past  few  years.  I 
would  hope  that  each  of  us  will  be  able  to  feel 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 
17. 


18. 


Baldwin  WE:  Baldwin’s  Ohio  Revised  Code,  An- 
notated. Cleveland,  Banks-Baldvvin  Law  Publish-  I 
ing  Co,  1964,  Section  2901.16  (12412). 

Copeland  WE,  Ullery  JC,  Essig  GF : Therapeutic 
abortion.  JAMA  207:713-715,  1969. 

House  Bill  No.  71.  108th  General  Assembly,  State  of 
Ohio.  1968-1969. 

Model  Penal  Code;  American  Law  Institute,  Phila- 
delphia, 1962,  pp.  189-192. 

Gleitman  vs  Cosgrove,  49  New  Jersey  22,  227  At- 
lantic Reporter,  ed  2,  1967,  p 689. 

Watson  JD:  The  Double  Helix:  A Personal  Account 
of  the  Discovery  of  the  Structure  of  DNA.  New 
York,  Atheneum  Press,  1968. 

deSmoler  PE:  Fetal  heart  activity.  Medical  Tribune. 

Zapol  W,  Kolobow  T:  Medical  World  News,  1969, 

p 18. 

Fletcher  JF : Morals  and  Medicine ; the  Moral 

Problems  of  the  Patient’s  Right  to  Know  the 
Truth.  Boston,  Beacon  Press,  1960. 

Bowes  WA  Jr,  Drose  VE,  Bruns  PD:  Amniocentesis 
and  intrauterine  fetal  transfusions  in  erythroblas- 
tosis. Amer  ] Obstet  Gynec  93:822-841,  1965. 

Hodari  AA,  Thomas  L:  Experimental  surgical  pro- 
cedures upon  the  fetus  in  obstetric  research. 
Obstet  Gynec  32:204-211,  1969. 

The  Declaration  of  Independence. 

People  vs  Belous:  80  California  Reporter,  1969, 
p 354. 

The  Truth  About  Abortion:  Must  10,000  Women 
Die  This  Year.  California  Commission  on  Thera- 
peutic Abortion,  Los  Angeles,  1966. 

Committee  on  Maternal  Health,  OSMA:  Maternal 
mortality  report  in  Ohio — a ten  year  survey, 
1955-1964.  Ohio  State  Med  J 63:323-332,  1967. 

Frederiksen  H,  Brackett  JW:  Demographic  effects 
of  abortion.  Public  Health  Rep  83:999-1010, 
1968.  I 

Kaysen  C:  The  terrible  choice:  the  abortion  di- 
lemma, based  on  The  Proceeding  of  the  Inter- 
national Conference  on  Abortion  (Robert  E. 
Cook,  et  al,  eds)  New  York,  Bantam  Books,  1968. 

Gebhard  PH:  Pregnancy,  Birth,  and  Abortion.  New 
York,  Harper  & Row  Publishers  Inc,  1958,  p 219. 


46  / The  Ohio  State  Medical  Journal 


Primary  Carcinoma  of  the  Gallbladder 


Fayiz  Salwan,  M.D..  Leonard  Backiel,  M.D.,  and  Abdul  F.  Naji,  M.D. 


PRIMARY  CARCINOMA  of  the  gallbladder 
is  a more  common  disease  than  is  generally 
believed.  Since  it  was  first  reported  in  1771  by 
Maximillian  de  Stoll,1  many  series  have  appeared 
in  the  literature;  yet  this  does  not  reflect  the  cor- 
rect incidence.  The  reason  for  this  is  that  most  of 
these  cases  are  discovered  accidentally  during  sur- 
gery for  supposedly  benign  disease  of  the  gall- 
bladder. A considerable  number  are  treated  in 
small  community  hospitals  and  never  find  their 
way  into  the  literature.  A desire  to  reemphasize 
this  problem  prompted  this  review. 

Material 

Ninety-six  cases  of  primary  carcinoma  of  the 
gallbladder  were  encountered  at  St.  Alexis  Flos- 
pital  from  1946  to  1968  inclusive;  the  first  47 
cases  were  diagnosed  between  1946  and  1957,  and 
were  the  basis  of  previous  communication.12  The 
last  49  cases  were  diagnosed  from  1958  to  1968. 
The  diagnosis  has  been  confirmed  histologically  in 
all  cases  and  was  made  first  at  surgery  in  88  cases 
and  at  autopsy  in  the  remaining  ones.  During  this 
same  period  there  were  approximately  3,252  gall- 
bladder specimens  examined  in  the  surgical  pa- 
thology laboratory.  Thus,  carcinoma  of  the  gall- 
bladder is  found  to  occur  in  3 percent  of  patients 
whose  gallbladder  is  removed  or  biopsied. 

Clinical  Aspects 

The  ages  of  the  96  patients  at  the  time  of  the 
diagnosis  ranged  from  40  to  91  years.  The  peak 
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incidence  was  60  to  69  years,  which  was  the  same 
for  the  first  47  cases;  however,  the  peak  incidence 
for  the  last  49  cases  was  70  to  79  years  (Fig.  I). 
Women  were  afflicted  more  frequently  than  men 
in  a ratio  of  three  to  one,  a figure  which  corre- 
sponds with  the  estimates  of  the  relative  incidence 
of  cholelithiasis  in  the  two  sexes  in  the  general 
population. 

The  symptoms  and  signs  of  carcinoma  of  the 
gallbladder  are  almost  identical  to  those  of  acute 
and  chronic  cholecystitis.  The  most  common  com- 
plaint was  right  upper  quadrant  abdominal  pain 
(90  percent).  Increase  in  severity  of  the  pain  or 
change  from  intermittent  to  steady  pain  was  often 
noted  three  to  four  weeks  prior  to  admission. 
Other  symptoms  were  anorexia,  nausea,  vomiting, 
and  loss  of  weight.  A palpable  mass  in  the  right 
upper  quadrant  was  the  most  important  and  com- 
mon finding  and  was  reported  in  50  percent  of 
the  cases.  Jaundice  was  present  in  45  percent  on 
admission  but  was  subsequently  noted  in  almost 
all  cases  during  the  clinical  course.  Nonvisualiza- 
tion of  the  gallbladder,  even  in  the  absence  of 
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jaundice,  was  important  and  was  a frequent  radio- 
logic  finding.  About  25  percent  of  all  cases  were 
known  to  have  clinical  and  radiologic  evidence  of 
cholelithiasis  from  3 to  10  years.  About  15  percent 
of  all  cases  had  nonvisualization  of  the  gallbladder 
on  cholecystogram  from  three  to  six  years  before 
carcinoma  was  discovered.  The  exact  diagnosis 
was  suspected  preoperatively  on  a few  occasions 
(6  percent),  and  in  all  of  these  the  disease  was  far 
advanced  at  the  time  of  exploration.  The  presence 
of  malignant  tumor  was  not  suspected  at  the  time 
of  surgeiy  in  16  percent  of  the  operated  cases.  The 
surgical  procedure  was  either  cholecystostomy  and 
biopsy  or  cholecystectomy  for  acute  or  chronic 
cholecystitis  with  cholelithiasis.  Frozen  section  was 
not  used  in  any  instance,  and  in  all  cases  the  sur- 
geon encountered  difficulty  in  dissecting  the  gall- 
bladder from  its  liver  bed.  On  two  of  these  occa- 
sions the  patient  was  re-explored  6 to  18  months 
after  the  original  surgery,  but  both  died  shortly 
thereafter  with  metastases. 

Nineteen  patients  had  undergone  cholecystec- 
tomy, three  cholecystectomy  and  wedge  resection 
of  the  liver  bed,  five  T- tube  decompression  of  the 
common  bile  duct,  one  hepato-jejunostomy,  and 
60  biopsy  and  gastrojejunostomy  or  other  by-pass 
procedures. 

Eighty-seven  patients  had  adenocarcinoma. 
Three  patients  had  squamous  cell  carcinoma  and 
four  adenoacanthoma.  In  all  seven  of  the  latter, 
the  lesion  was  present  in  association  with  gall- 
stones. There  were  two  cases  of  sarcoma  of  the 
gallbladder.  Gallstones  were  recorded  as  being 
present  in  81  patients  (92  percent)  and  absent  in 
seven.  No  mention  of  the  presence  or  absence  of 
stones  was  made  in  the  remaining  eight  patients. 

Postmortem  examination  was  done  in  46  per- 
cent of  the  cases.  The  common  sites  of  spread  were 
to  the  liver,  the  regional  lymph  nodes,  common 
bile  duct,  and  by  direct  invasion  to  the  duodenum, 
stomach,  transverse  colon,  and  pancreas. 

The  follow-up  study  is  complete  in  all  cases. 
All  except  one  with  carcinoma  in  situ  are  dead. 
The  majority  of  the  patients  died  within  six 
months.  Only  two  survived  five  or  more  years  after 
surgeiy.  Both  were  treated  by  cholecystectomy,  and 
the  malignant  tumor  was  not  discovered  until  the 
specimen  was  examined  by  the  pathologist.  The 
patient  who  had  carcinoma  in  situ  is  still  living  a 
few  months  after  diagnosis. 

Case  Reports 

Case  1. — A 68-year-old  white  man  was  admitted  to  the 
hospital  on  February  13,  1964,  because  of  constant  right 
upper  quadrant  pain,  anorexia,  and  weight  loss.  Exami- 
nation revealed  a mass  in  the  right  upper  quadrant  and 
jaundice.  Electrocardiogram  showed  changes  consistent 
with  old  myocardial  infarction.  At  surgery,  carcinoma  of 
the  gallbladder  was  found.  The  enlarged  gallbladder  was 
perforated  at  the  fundus  and  sealed  with  omentum.  A 


Q First  47  cases  □ Last  49  cases 

Fig.  1.  Age  incidence.  Number  of  patients  by  decades. 


large  number  of  stones  were  seen.  The  common  duct  was 
markedly  dilated  by  a distal  obstructing  mass  near  the 
head  of  the  pancreas. 

On  examination,  the  gallbladder  was  markedly  dis- 
tended and  contained  necrotic  tumor  tissue  with  multiple 
small  gallstones.  The  wall  of  the  gallbladder  was  thick, 
indurated,  and  friable,  measuring  up  to  2.0  cm  in  thick- 
ness. 

Sections  of  the  gallbladder  revealed  extensive  tumor 
comprising  two  distinct  morphologic  patterns.  Some  areas 
of  the  tumor  revealed  partially  differentiated  squamous 
cell  carcinoma  with  keratinization;  others  showed  par- 
tially differentiated  adenocarcinoma  (Figs.  2 and  3). 

A liver  biopsy  revealed  metastatic,  highly  undiffer- 
entiated carcinoma. 

Case  2. — A 54-year-old  white  man  was  admitted  because 
of  recurrent  episodes  of  upper  abdominal  pain.  A diag- 
nosis of  chronic  cholecystitis  with  stones  was  made.  Cho- 
lecystectomy was  done. 

The  gross  specimen  consisted  of  a gallbladder  mea- 
suring 11x2.5  cm.  It  contained  bile  with  a gallstone 
measuring  2.0  cm  in  average  diameter.  The  mucosa  of 
the  gallbladder  was  opaque  and  granular.  In  one  area 
measuring  1.0  cm  in  width,  the  mucosa  was  moderately 
thickened,  measuring  0.5  cm. 

Sections  of  the  thickened  mucosa  showed  atypical 
glandular  hyperplasia  with  loss  of  epithelial  polarity  and 
distortion  of  the  stromal  and  epithelial  tissue  within  the 
mucosa.  The  findings  were  consistent  with  carcinoma  in 
situ  (Figs.  4 and  5). 

Case  3. — A 77-year-old  white  man  was  admitted  on  July 
4,  1968  with  a history  of  chest  pain  and  leg  edema  ten 
days  prior  to  admission.  Past  history  revealed  he  had 
asthma,  had  undergone  surgery  for  bleeding  peptic  ulcer 
six  years  ago,  and  had  had  a chronic  ulcerative  lesion  on 
the  left  leg  for  the  past  four  years. 

He  died  of  myocardial  infarction  eight  hours  after 
admission. 

At  autopsy,  the  gallbladder  was  slightly  smaller  than 
normal.  It  contained  no  bile  and  no  gallstones.  Within 
the  lumen  there  was  a pale  gray  soft  tissue  partially  at- 
tached to  the  gallbladder  wall.  The  tissue  was  friable, 
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shaggy,  and  myxomatous.  It  measured  3x2x2  cm.  It 
obstructed  the  cystic  duct  (Fig.  6). 

Microscopically  the  friable  tissue  within  the  gall- 
: bladder  and  infiltrating  its  wall  proved  to  be  partially 
i differentiated  sarcoma.  In  some  sections  the  tumor  ap- 
1 peared  beneath  an  intact  mucosa  and  directly  connected 
I with  the  smooth  muscle  of  the  gallbladder  wall.  The 
I tumor  morphology  was  consistent  with  leiomyosarcoma 
I (Figs.  7 and  8). 

Discussion 

The  factors  contributing  to  the  poor  sur- 
vival rate  in  carcinoma  of  the  gallbladder  are 
obvious.  First,  it  is  primarily  a disease  of  old 
people.  Second,  it  spreads  by  a variety  of  means 
to  adjacent  areas  and  organs  which  do  not  readily 
lend  themselves  to  resection.  Third,  its  early  de- 
tection clinically  is  inherently  difficult  or  even  im- 
possible. Often  the  disease  is  not  recognized  until 
the  pathologist  examines  the  gallbladder.  Thus, 
adequate  cancer  surgery  is  seldom  performed. 
Fourth,  the  signs  and  symptoms  of  carcinoma  of 


the  gallbladder  are  frequently  the  evidence  of  ad- 
vanced rather  than  early  disease.  Jaundice,  per- 
sistent pain,  and  palpable  mass  in  the  right  upper 
quadrant  of  the  abdomen  are  ominous  signs. 

Factors  which  may  increase  survival  time  after 
surgical  treatment  are  more  obscure.  A curative 
surgical  resection  may  require  right  hepatic  lobec- 
tomy and  pancreatoduodenectomy.14  Pack  and  his 
associates10  and  others11  have  advised  extensive 
hepatic  resection  and  are  hopeful  about  their  pre- 
dictions. Others  believe  that  limited  liver  resection 
but  more  meticulous  dissection  of  the  known  areas 
of  lymphatic  drainage  and  resection  of  any  exten- 
sion to  biliary  ducts  and  adherent  neighboring 
organs  is  a reasonable  operation  for  this  disease.25 

At  least  30  patients,  or  about  30  percent  of 
the  present  series,  had  localized  disease  that  could 
have  been  extirpated  by  radical  surgery.  Fourteen 
patients  were  very  poor  operative  risks,  and  radical 
surgery  of  any  kind  would  have  been  prohibitive. 
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Fig.  3.  (Case  1)  Adenoacanthoma,  glandular  portion. 


Fig.  4.  (Case  2)  Epithelial  loss  of  polarity  with  dysplasia 

of  gallbladder  mucosa  consistent  with  carcinoma  in  situ.  Fig.  5.  Same  as  Fig.  4 (higher  magnification). 
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1 ig.  (j.  Sarcoma  of  gallbladder.  Gross  specimen. 


Sixteen  patients  would  currently  be  considered  for 
radical  surgery.  Yet,  even  if  such  surgery  were 
very  effective,  it  would  not  materially  alter  the 
overall  five-year  survival  rate. 

Since  present  day  surgical  therapy  for  this 
disease  is  generally  inadequate  if  instituted  after 
the  diagnosis  can  be  established,  it  is  appropriate 
to  consider  prophylactic  measures.  The  frequent 
association  of  gallstones  with  carcinoma  of  the 
gallbladder  leads  to  the  assumption  that  the  cal- 
culi have  an  etiologic  relationship  to  the  cancer. 
Although  this  may  be  true,  there  is  no  definite 
evidence  that  in  many  instances  the  calculi  did  not 
occur  as  a result  of  the  cancer  rather  than  vice 
versa.  Moreover,  there  is  a definite  number  of 


patients  in  this  series  and  in  others,  who  did  not 
have  gallstones. 

The  risk  of  carcinoma  developing  in  patients 
with  cholelithiasis  is  difficult  to  appraise.  It  is  re- 
ported in  the  literature  between  3 and  6 percent 
in  the  adult  population.1  4>7>9 

Carcinoma  is  not  the  only  serious  risk  asso- 
ciated with  gallstones.  Other  complications  such 
as  acute  cholecystitis,  common  duct  obstruction, 
cholangitis,  and  pancreatitis  also  occur  and  signifi- 
cantly increase  the  morbidity  and  mortality  rates 
from  this  disease. 

When  one  considers  all  the  risks  which  the 
patient  with  gallstones  faces  and  compares  this 
with  the  present  risk  of  elective  cholecystectomy, 


Fig.  7.  (Case  3)  Sarcoma  of  gallbladder. 
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“prophylactic  cholecystectomy"  appears  to  be  justi- 
fied in  an  otherwise  healthy  individual  with 
cholelithiasis  or  nonfunctioning  gallbladder.  Pro- 
phylactic cholecystectomy  for  symptomatic  and 
asymptomatic  cholelithiasis  has  been  advised  by 
Thorbjamarson  and  Glenn13  and  by  Horwitz  and 
Rosensweig.6  All  surgically  removed  gallbladders 
should  be  opened  and  examined  carefully  at  the 
time  of  operation.  Frozen  sections  should  be 
studied  for  correct  diagnosis. 

On  the  basis  of  our  autopsy  material,  we 
share  the  belief  which  is  expressed  by  others2  5 
that  an  adequate  operation  for  this  malignant 
tumor  should  include  cholecystectomy,  adequate 
resection  of  adjacent  hepatic  substance  and  any 
extension  to  the  biliary  ducts,  and  meticulous  dis- 
section of  known  areas  of  lymphatic  drainage. 
Certainly,  the  operative  risk  of  this  procedure 
should  be  acceptable. 

Palliative  biliary  drainage  is  advised  in  pa- 
tients with  obstructive  jaundice  and  unresectable 
tumor.  T-tube  intubation  of  the  common  bile  duct 


Fig.  9.  Tumor  mass  around  T-tube  on  skin  surface. 


and  hepato-jejunostomy  were  used  in  some  cases 
and  afforded  remarkable  relief  of  the  jaundice  and 
the  associated  pruritis.  However,  these  procedures 
are  not  without  complications;  in  the  former,  the 
tumor  grows  along  the  tube  to  the  surface  of  the 
skin  (Fig.  9),  and  in  the  latter,  slow  bleeding 
from  the  edge  of  the  liver  causes  severe  anemia 
and  death  of  the  patient. 

Summary 

Ninety-six  cases  of  primary  carcinoma  of  the 
gallbladder  were  seen  at  St.  Alexis  Hospital  from 


1946  to  1968  inclusive.  During  the  same  period 
3,252  gallbladder  specimens  were  examined.  Car- 
cinoma of  the  gallbladder  is  found  to  occur  in  3 
percent  of  patients  with  gallbladder  disease. 

The  peak  age  incidence  is  60  to  69  years. 
Women  were  more  frequently  afflicted  than  men 
in  a ratio  of  three  to  one.  The  early  signs  and 
symptoms  are  identical  to  those  of  acute  and 
chronic  cholecystitis.  Jaundice,  persistent  pain,  and 
palpable  mass  in  the  right  upper  quadrant  are 
evidence  of  advanced  disease. 

Surgeons  dealing  with  gallbladder  disease 
should  have  a high  index  of  suspicion.  All  surgical- 
ly removed  gallbladders  should  be  opened  and 
examined  at  the  time  of  surgery,  and  frozen  sec- 
tion examination  of  any  suspicious  area  should  be 
done.  Reasonable  surgical  treatment  for  this  dis- 
ease should  include  cholecystectomy  with  adequate 
resection  of  adjacent  hepatic  substance  and  any 
extension  to  the  biliary  ducts,  and  meticulous  dis- 
section of  areas  of  lymphatic  drainage.  Biliary 
drainage  is  advised  as  a palliative  treatment. 

Prophylactic  cholecystectomy  for  cholelithiasis 
is  advised  in  otherwise  healthy  individuals. 
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Cardiomyopathies 


Morton  Korn,  M.D.* 


ARDIOMYOPATHIES  are  disorders  in 
which  there  is  progressive  deterioration  of  my- 
ocardial function  without  significant  coronary 
artery  disease,  systemic  arterial  hypertension,  rheu- 
matic valvulitis,  or  infectious  endocarditis.  This 
group  contains  some  of  the  least  well  understood 
diseases  which  involve  the  heart. 

The  myocardial  diseases  are  usually  divided 
into  two  classifications:  (1)  the  idiopathic  cardio- 
myopathies; and  (2)  the  secondary  cardiomyopa- 
thies. The  latter  group  is  made  up  of  systemic 
diseases  which  involve  the  heart  as  part  of  a 
recognized  disease  process,  such  as  scleroderma, 
amyloidosis,  sarcoidosis,  systemic  lupus  erythema- 
tosus, Friedreich’s  ataxia,  progressive  muscular 
dystrophy,  myotonia  atrophica,  hemachromatosis, 
and  glycogen  storage  disease  to  name  a few. 

The  idiopathic  cardiomyopathies  comprise  an 
ill-defined  group  of  poorly  classified  diseases,  some 
of  which  are  familial.  The  nonfamilial  group  is 
composed  of  alcoholic  cardiomyopathy,  postpar- 
tum cardiomyopathy,  hypertrophic  subaortic  ste- 
nosis, and  idiopathic  cardiac  hypertrophy.  In  the 
hulk  of  patients  with  idiopathic  cardiomyopathy, 
the  etiology  is  obscure. 

Diagnosis 

The  patient  with  cardiomyopathy  will  often 
present  with  either  the  symptoms  of  his  underlying 
disease  (in  secondary  cardiomyopathies)  or  with 
angina,  syncope,  or  congestive  heart  failure.  On 
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occasion  the  asymptomatic  patient  is  detected  be- 
cause chest  x-ray  reveals  an  unexplained  large 
heart  or  routine  electrocardiogram  reveals  an  un- 
expected conduction  disturbance  or  other  QRS-T 
abnomality.  The  basic  differential  diagnosis  must 
always  include  coronary  artery  disease  and  rheu- 
matic heart  disease.  Patients  with  cardiomyopathy 
and  marked  cardiomegaly  frequently  have  the 
murmur  of  mitral  insufficiency;  the  differentiation 
between  primary  valvular  disease  and  primary  my- 
ocardial disease  resulting  in  valvular  deformity  is 
sometimes  difficult.  It  is  most  advisable  that  car- 
diac catheterization  and  coronary  arteriography  be 
carried  out  in  all  patients  suspected  of  cardiomy- 
opathy, since  coronary  artery  disease  may  present 
without  chest  pain.  Thus,  the  patient  who  appears 
to  have  cardiomegaly  and  congestive  heart  failure 
due  to  cardiomyopathy,  may  actually  have  severe 
coronary  artery  disease  (with  or  without  ventricu- 
lar aneurysm)  and  may  be  a candidate  for  surgical 
therapy. 

Treatment 

Fhe  treatment  of  patients  with  cardiomy- 
opathy is  directed  toward  relief  of  the  symptoms 
of  the  underlying  disease  and  toward  management 
of  the  congestive  heart  failure.  Relief  of  left  ven- 
tricular outflow  tract  obstruction,  if  present,  is 
indicated.  The  heart  failure  in  this  group  of  pa- 
tients is  frequently  severe  and  difficult  to  control. 
Digitalis,  diuretics  and  a salt-free  diet  remain  the 
mainstays  of  therapy.  Patients  with  cardiomyopa- 
thy frequently  accumulate  extraordinary  amounts 
of  edema  fluid  and  the  temptation  to  produce 
rapid  diuresis  in  the  newly  discovered  patient  may 
lead  to  large  potassium  losses  and  digitalis  intoxi- 
cation. 

Three  areas  of  therapy  are  controversial  and 
require  special  consideration.  There  is  some  evi- 
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dence  to  suggest  that  prolonged  bedrest  with 
severely  restricted  activity  is  of  value.  Second, 
steroid  therapy  is  often  advocated  in  the  use  of 
cardiomyopathy.  Last,  anticoagulation  has  been 
recommended  as  sound  preventive  therapy  for 
people  with  primary  myocardial  disease.  1'he  ra- 
tionale underlying  the  recommendations  for  anti- 
coagulation steins  from  the  frequency  of  pulmo- 
nary and  systemic  embolism  in  these  patients. 

In  summary,  the  primary  myocardial  diseases 
present  a broad  array  of  pathologic  processes  di- 
rectly involving  the  myocardium.  A small  number 
of  patients  with  this  disorder  are  affected  with  a 


systemic  disease,  which  also  involves  the  heart.  The 
greater  number  are  affected  by  an  idiopathic  form 
of  cardiomyopathy.  Most  patients  in  whom  this 
diagnosis  is  entertained  should  undergo  cardiac 
catheterization  to  rule  out  the  possibility  of  a spe- 
cifically treatable  form  of  heart  disease.  In  the 
absence  of  specific  therapy,  digitalis,  diuretics,  and 
salt  restriction  remain  the  most  useful  forms  of 
treatment  of  the  heart  failure,  which  invariably 
accompanies  these  disorders  at  sometime  in  then- 
course.  There  is  no  convincing  evidence  at  this 
time  that  prolonged  bedrest,  steroids,  or  anticoagu- 
lants alter  the  course  of  these  diseases. 


Self-Evaluation  Quiz 


3.  Pneumococci  and  H.  Influenzae  are  the  bacterial  agents  most  frequently 
isolated  from  the  middle  ears  of  children  under  4 years  old  with  acute 
otitis  media.  True  or  False 

[From  the  Department  of  Pediatrics,  University  of  Cincinnati  College  of  Med- 
icine. The  answer  is  given  on  p.  55  of  this  issue. — Ed.] 


4.  In  obtaining  a family  history  from  the  parents  of  a 6-year-old  boy  with 
pseudohypertrophic  muscular  dystrophy,  you  would  be  most  likely  to  find 
a similar  disorder  in : 

(A)  The  father 

(B)  Both  paternal  grandparents 

(C)  Both  maternal  grandparents 

(D)  A maternal  uncle 

(E)  A paternal  uncle 

[From  the  Department  of  Pediatrics,  University  of  Cincinnati  College  of  Med- 
icine. The  answer  is  given  on  p.  55  of  this  issue. — Ed.] 
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Diagnosis  and  Treatment  of  Osteoarthritis 


Nathan  R.  Abrams,  M.D. 


' I ’HE  DIAGNOSIS  of  osteoarthritis  (OA — syn: 
degenerative  joint  disease)  should  be  made 
only  in  conjunction  with  symptoms  and  objective 
findings  characteristic  of  this  disease.  The  chance 
finding  of  bone  spurs  on  roentgenographic  films, 
particularly  in  older  individuals,  should  not  in 
itself  be  regarded  as  diagnostic  of  this  disease. 

Symptomatic  OA  may  be  primary  or  secon- 
dary. The  primary  form  is  found  most  commonly 
in  women,  generally  begins  around  the  age  of  50 
years,  and  is  frequently  hereditary.  It  usually  af- 
fects the  knees,  hips,  and  distal  interphalangeal 
joints  of  the  fingers  (Heberden’s  nodes).  However, 
it  may  also  involve  the  carpometacarpal  joint  of 
the  thumb,  metatarsophalangeal  joint  of  the  great 
toe,  proximal  interphalangeal  joints  of  the  fingers, 
the  shoulders,  and  cervical  spine. 

Secondary  OA  is  secondary  to  known  stress  or 
strain.  Poor  body  mechanics  from  poor  posture, 
pronated  feet,  bowed  knees,  fractures  in  or  about 
joints,  old  inflammatory  joint  disease,  etc.,  may 
cause  a joint  to  wear  down  more  rapidly  than  a 
normal  one.  It  may  involve  any  joint  but  is  most 
common  in  knees,  hips,  and  the  lumbar  spine. 

In  both  forms,  the  predominant  symptom  is 
pain,  generally  of  an  aching  character,  worse  on 
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use,  relieved  by  rest.  Some  stiffness  on  arising  or 
on  getting  out  of  chairs,  etc.,  is  common  but 
seldom  lasts  longer  than  a few  moments.  At  times, 
particularly  in  the  Heberden’s  node,  pain  may  be 
acute  and  severe  and  the  finger  may  become  red, 
tender,  warm,  and  swollen.  In  many  cases,  how- 
ever, these  enlarged  joints  are  painless  and  hard 
and  cause  little  or  no  trouble. 

No  abnormal  laboratory  tests  are  found  in  this 
disease.  X-rays  often  show  a narrowed  joint  space, 
irregular  sclerotic  joint  margins,  and  bony  spurs 
(osteophytes).  In  a few  cases,  synovial  fluid  effu- 
sions are  found.  The  fluid  resembles  normal  joint 
fluid,  with  low  white  cell  count,  few  polys,  good 
mucin  clot.  Under  high  magnification,  desqua- 
mated cartilage  fragments  may  be  found. 

Treatment 

Treatment  should  be  thought  of  in  terms  of 
a program  with  definite  goals  and  a realistic  atti- 
tude. Since  the  pathologic  changes  are  irreversible, 
treatment  should  be  directed  toward  relieving 
symptoms  and  preventing  progression.  Treatment 
should  be  individualized  but  all  patients  should  be 
reassured  that  they  do  not  have  “crippling  arthri- 
tis.” Treatment  should  include  a program  of  rest 
for  the  affected  joint,  physical  therapy,  the  correc- 
tion of  factors  likely  to  cause  additional  or  con- 
tinued strain,  drugs  and.  in  some  instances,  surgery. 

Damaged  or  worn  joints  cannot  perform 
normal  functions.  Therefore,  compromise  must  be 
made.  Affected  joints  should  be  rested,  either  by 
compromise  on  the  amount  of  work  or  exercises  to 
be  done  or,  in  lower  extremity  involvement,  by 
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total  body  rest  periods  and  the  avoidance  of  pro- 
longed standing,  walking,  jogging,  etc. 

Physical  therapy  includes  heat  and  mild  exer- 
cises; often,  simple  hot  packs,  hot  soaks,  etc.,  ac- 
complish as  much  as  more  exotic  mechanical 
modalities. 

Attempts  should  be  made  to  correct  poor  body 
mechanics  resulting  from  overweight,  faulty  pos- 
ture, pronated  feet,  bowed  or  knock-knees,  etc. 
Corsets,  knee  cages,  etc.,  are  sometimes  helpful. 

Since  there  is  little  inflammation  and  no  risk 
of  life  from  OA,  drug  therapy  should  be  safe  and 
simple.  Regular  doses  of  salicylates,  often  com- 


bined with  a mild  sedative  or  tranquilizer  are  the 
only  drugs  required  in  most  cases.  The  potential 
dangers  of  systemic  steroids  and  other  anti-inflam- 
matory drugs  outweigh  the  possible  benefits  from 
them  in  this  disease.  Intra-articular  steroids  are  of 
little  lasting  benefit  in  most  patients  with  OA. 

In  certain  cases,  surgery  is  indicated.  This  is 
true  particularly  in  hip  joint  involvement  (malum 
coxae  senilis) , where  total  hip  replacement,  cup 
arthroplasty,  and  osteotomy  all  have  a place  and 
are  effective  in  most  cases.  Surgery  may  also  be 
very  helpful  in  some  cases  involving  the  knees, 
thumbs,  bases  of  the  great  toes,  and  other  areas. 


Answers  to  Self-Evaluation  Quiz 

Page  38  Question  1.  (D) 

Page  38  Question  2.  False 
Page  53  Question  3.  True 
Page  53  Question  4.  (D) 
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Board  Ratifies  Appointment 
of  OSU  Medical  College  Dean 


HE  BOARD  OF  TRUSTEES  of  Ohio  State 
University  at  its  December  meeting  ratified 
the  appointment  of  Dr.  John  A.  Prior  as  dean 
of  the  OSU  College  of  Medicine.  He  had  been 
appointed  earlier  by  University  President  Novice 
G.  Fawcett,  upon  recommendation  of  a ten-mem- 
ber Advisory  Committee  headed  by  Dr.  Zeph  J. 
R.  Hollenbeck,  professor  of  obstetrics  and  gyne- 
cology. 


Dr.  Prior 


Dr.  Prior  was  named  acting  dean  effective 
October  1 when  Dr.  Richard  L.  Meiling  was 
named  University  Vice-President  for  Medical  Af- 
fairs. (Please  refer  to  the  October  issue  of  The 
Journal,  page  1059  for  an  article  on  Dr.  Meiling’s 
appointment.) 

Regarding  the  appointment  of  Dr.  Prior  to 
the  deanship,  President  Fawcett  said:  “I  know 


of  no  one  better  qualified  to  provide  effective 
leadership  for  the  educational  programs  of  the 
college  ...  I have  first-hand  knowledge  of  the 
excellent  work  that  Dr.  Prior  has  already  done  in 
the  college  and  I have  great  confidence  in  his 
ability  to  provide  continuity  for  the  exciting  new 
programs  which  have  resulted  from  a major 
program  of  expansion  and  reorganization.” 

Dr.  Prior  was  appointed  assistant  dean  of  the 
College  of  Medicine  in  1961  and  associate  dean  in 
1963.  Following  is  a resume  as  his  professional 
background  appeared  in  the  December  issue  of 
The  Ohio  State  University  Monthly. 

Fhe  new  dean  played  an  active  role  in  de- 
veloping the  college’s  new  program  to  accelerate 
the  preparation  of  medical  doctors. 

He  is  a specialist  in  the  field  of  pulmonary 
diseases  and  holds  a professorship  in  the  depart- 
ment of  medicine. 

He  is  the  author  of  more  than  40  technical 
articles  dealing  with  pulmonary  and  fungus 
diseases.  In  addition,  he  has  written  a textbook, 
Physical  Diagnosis,  which  was  first  published  in 
1959,  now  is  in  its  third  edition. 

He  is  a diplomat  of  the  American  Board  of 
Internal  Medicine,  a fellow  in  the  American 
College  of  Physicians  and  a consultant  in  pul- 
monary diseases  and  internal  medicine  for  the 
Veterans  Administration  and  the  United  States 
Air  Force. 

Dr.  Prior  is  a member  of  the  Board  and 
Executive  Committee  of  the  Ohio  State  Research 
Foundation,  and  of  the  boards  of  Children’s  Hos- 
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pital  Research  Foundation,  Willson  Children’s 
Center  and  the  Columbus  Cancer  Clinic.  He  also 
is  a member  of  the  American  Thoracic  Society,  the 
Columbus  Academy  of  Medicine,  the  American 
Medical  Association  and  the  Ohio  State  Medical 
Association. 

A native  of  Columbus,  he  did  his  internship 
at  Grant  Hospital  following  his  graduation  from 
the  University.  In  1939  he  became  a resident  in 


pulmonary  diseases  at  Dunham  Hospital  in  Cin- 
cinnati. He  joined  the  faculty  at  the  University 
of  Cincinnati  College  of  Medicine  as  an  assistant 
clinical  instructor  the  same  year  and  became  an 
instructor  in  1943.  He  returned  to  Ohio  State 
as  an  instructor  in  the  College  of  Medicine  in 
1944,  became  an  assistant  professor  in  1946,  as- 
sociate professor  in  1948,  and  was  appointed  pro- 
fessor in  1951. 


Columbus  Physician  Named  President-Elect 
of  American  Medical  Women's  Association 


"KTATIONAL  HONORS  came  to  an  Ohio 
^ physician  when  Dr.  Frances  Keller  Harding, 
of  Columbus,  was  named  president-elect  of  the 
American  Medical  Women’s  Association,  at  that 
organization’s  annual  meeting  in  San  Juan,  Puerto 
Rico,  November  7-10.  She  will  be  installed  as 
president  at  the  1971  annual  meeting  of  the 
organization. 

Dr.  Harding  has  been  a participant  in  the 
activities  of  the  American  Medical  Women’s  As- 
sociation. She  has  served  as  a Councilor,  as 
chairman  of  the  Lectureship  Committee,  as  a 
member  of  the  Finance  Committee,  as  president 
of  Branch  12,  and  as  the  organization’s  second 
I vice-president.  She  was  named  “Woman  of  the 
I Year”  for  1952  by  Branch  12. 

She  is  a practicing  physician  in  Columbus, 
| specializing  in  gynecology  and  family  planning. 

] She  is  associate  professor  in  the  Department  of 
Physical  Education  at  Ohio  State  University,  and 
is  lecturer  in  family  life  and  sex  education  at 
, Ohio  Wesleyan  University,  Denison  University, 
j and  Ohio  State. 

As  a member  of  the  Academy  of  Medicine  of 
Columbus  and  Franklin  County,  Dr.  Harding  has 
i served  as  chairman  of  its  Community  Health 
Program.  She  served  12  years  on  the  Metropolitan 
Health  Council  — two  years  as  its  president.  She 
has  served  on  the  Florence  Crittendon  Home 
Board,  the  Instructive  District  Nurses  Board, 
Columbus,  and  the  Family  Life  and  Sex  Educa- 
tion Council  of  Central  Ohio.  She  has  been  active 
in  the  Planned  Parenthood  Association  and  was  a 
national  trustee  in  that  movement  for  six  years. 


She  is  a member  of  the  American  School 
Health  Association,  the  American  Public  Health 
Association,  Mortar  Board.  Zonta  International, 
and  the  American  Medical  Association. 


Dr.  Frances  Harding 


Before  opening  her  practice  in  Columbus,  Dr. 
Harding  practiced  for  several  years  in  Sydney, 
Australia.  She  received  her  medical  degree  from 
Loma  Linda  University  and  also  earned  a licen- 
tiate from  the  Royal  College  of  Physicians  and 
Surgeons,  Edinburgh,  and  membership  in  the 
British  Medical  Association  and  the  Royal  Society 
for  the  Promotion  of  Health. 

Dr.  Frances  Harding  is  one  of  a family  of 
physicians.  She  is  the  daughter  of  Dr.  Peter  Martin 
Keller  and  Dr.  Florence  Armstrong  Keller.  She 
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and  her  husband  Dr.  Warren  G.  Harding  2nd 
have  three  children  in  the  professions  Florence 
Elsie  Hiscock,  M.I).,  Carolyn  Frances  Motzel, 
D.D.S.,  and  Peter  Martin  Harding,  J.D.,  M.D. 

Current  president  of  the  American  Medical 
Women's  Association  is  Minerva  S.  Buerk,  M.D., 
Bryn  Mawr.  Pa.,  who  succeeded  Josephine  Ren- 


shaw,  M.D.,  of  Chevy  Chase,  Md.,  at  the  San 
Juan  meeting. 

Editorial  coverage  of  the  AMWA  meeting 
was  given  priority  position  in  the  November  23 
issue  of  the  American  Medical  News  because  of 
its  strong  stand  on  numerous  current  issues  facing 
the  medical  profession. 


Columbus  Physician  Honored  with 
State  Medical  Board  Appointment 


Dr.  Anthony  Ruppersberg,  Jr.,  Columbus, 
recently  was  named  a member  of  the  State  Medi- 
cal Board  of  Ohio,  the  state  agency  charged  with 
the  responsibility  of  licensing  physicians  and  other 
practitioners  of  the  healing  arts  in  Ohio  and 
enforcing  the  law  as  it  applies  to  the  healing  arts. 
Appointments  are  made  by  the  Governor  subject 
to  ratification  by  the  Ohio  Senate. 

Dr.  Ruppersberg  was  appointed  to  fill  a 
vacancy  created  when  Dr.  W.  Thomas  Washam 
resigned  from  the  Board.  The  term  runs  to  March 
18,  1976. 

Dr.  Ruppersberg  is  a practicing  physician  in 
Columbus,  is  a diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology,  and  is  associate 
professor  of  OB-gyn  at  Ohio  State  University 
College  of  Medicine. 

For  a number  of  years  he  has  been  chairman 
of  the  OSMA  Committee  on  Maternal  Health, 
the  dedicated  group  which  has  devoted  itself  to 
the  Ohio  Maternal  Mortality  Study.  The  profes- 
sional educational  material  produced  by  this 
study  has  been  made  available  to  physicians  and 
other  professional  groups  through  publication  of 
articles,  exhibits,  lectures,  personal  correspondence, 
and  personal  contact.  More  than  a hundred  articles 
on  the  subject  have  been  published  in  The  Ohio 
State  Medical  Journal  alone. 

Dr.  Ruppersberg  retired  in  1967  as  Colonel 
in  the  Ohio  National  Guard  after  a distinguished 
career  spanning  38  years  of  military  service.  Upon 
his  retirement  he  was  awarded  the  Army’s  Legion 
of  Merit  for  his  medical  and  administrative  work. 
This  was  his  second  Legion  of  Merit  decoration. 
He  entered  active  service  October  of  1940  and 
served  for  years  during  the  World  War  II 
period,  with  2/2  years  overseas. 

At  the  1970  Annual  Meeting,  Dr.  Ruppers- 
berg was  one  of  two  physicians  honored  before 
the  House  of  Delegates  with  the  State  Associa- 
tion’s Distinguished  Service  Citation,  sharing  that 
honor  with  Dr.  Thomas  Shaffer,  also  of  Columbus. 


The  citation,  in  part,  reads,  “.  . . we  give  recogni- 
tion to  a physician  who  has  distinguished  himself 
and  this  Association  among  his  peers  and  has 


dedicated  untiring  efforts  toward  improving  ma- 
ternal health  ...  In  honoring  him,  we  also  honor 
this  dedicated  committee.”  Other  members  of  the 
State  Medical  Board  are  Frederick  T.  Merchant, 
M.D.,  Marion;  Ralph  K.  Ramsayer,  M.D.,  Can- 
ton; Henry  A.  Crawford,  M.D.,  Cleveland;  Peter 
Lancione,  M.D.,  Bellaire:  John  D.  Brumbaugh, 
M.D..  Akron;  Henry  G.  Cramblett,  M.D.,  Colum- 
bus; and  James  O.  Watson,  D.O.,  Columbus. 

Editor’s  Note:  Just  before  this  issue  of  The 
Journal  went  to  press,  Dr.  Mervin  F.  Steves  an- 
nounced his  resignation  as  executive  secretary  of 
the  State  Medical  Board.  He  has  accepted  ap- 
pointment as  medical  director  of  the  Cincinnati 
Gas  & Electric  Company.  William  J.  Lee,  Jr.,  at- 
torney and  assistant  in  the  Ohio  attorney  general's 
office,  has  been  named  executive  secretary'.  Ad- 
ditional information  on  this  subject  will  be  present- 
ed in  the  February  issue. 


Dr.  Ruppersberg 
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Is  it  in  the  book? 


Earliest”  Quality  Control 


Proprioception  has  deception 


How  Accurate 
Is  This  Test? 

Nobody’s  perfect  — and  if  they  were  it  wouldn’t  be  of  much 
help  in  your  laboratory.  The  fact  is,  that  all  measurements 
are  to  some  degree  uncertain  because  of  unavoidable  variation 
inherent  in  the  measuring  process.  No  matter  how  skillful  — 
how  close  to  perfect  the  measurement  technique,  many  small 
(but  significant)  uncontrollable  influences  may  cause  a given 
measured  value  to  be  a little  above  or  a little  below  the  true 
value.  What  is  therefore  needed  is  some  practical  method  of 
determining  the  degree  of  variability  associated  with  the  partic- 
ular test  result.  This  is  the  whole  and  only  purpose  of  a Quality 
Control  Program.  It  furnishes  the  analyst  the  ability  to  make  a 
rational  judgment  as  to  whether  any  given  result  is  sufficiently 
reliable  (or  in  the  vernacular  “is  it  in  the  ball  park”)  and  can 
it  be  of  use  in  helping  in  a diagnosis  for  a patient. 

Every  Laboratory,  large  or  small  is  “on  the  spot”!  Every 
clinical  laboratory  is  in  a special  position.  Its  work  is  used  in 
making  medical  judgments  about  your  patient.  Invalid  results 
can  have  extremely  serious  effects.  The  doctor  wants  an  answer 
‘now’  if  not  sooner.  Speed  is  all  important.  An  ill  patient  is 
changing  and  so  are  the  samples  of  testing  fluid  taken  from  him. 
The  need  for  accuracy  and  speed  is  a combination  which  gives 
acceptable  results  and  results  that  can  be  used  to  help  treat  the 
patient.  More  precise  and  time-consuming  results  may  be  use- 
less for  the  patient  who  is  being  treated.  Therefore  quality 
control  is  the  ‘stick  of  compromise’  which  reduces  the  variation 
inherent  in  the  testing  procedure.  The  Clinician  can  then  inter- 
pret the  results  of  normal  and  abnormal  values.  Any  system  to 
be  useful  must  consist  of  normal  and  abnormal  controls.  Such 
ranges  and  limits  promotes  confidence  in  analytical  testing. 

The  use  of  reference  material  of  known  quantities  based 
on  human  body  fluids  can  be  furnished  through  the  PEP 
(Physicians  Evaluation  Program). 

Remember:  as  a physician  Wise  decisions  must  be  forth- 
coming. Decisions,  Decisions  etc.  — in  face  of  uncertainity.  Re- 
gardless of  formulas  or  statistics  the  Clinical  Laboratory  is  the 
place,  where  such  decisions  are  an  everyday  requirement.  We 
can  help  attain  a high  level  of  excellence  in  your  laboratory 
testing! 

For  further  information,  please  contact  the  OSMA  Com- 
mittee on  Laboratory  Medicine,  Ohio  State  Medical  Association, 
17  S.  High  Street.  Suite  500.  Columbus.  Ohio  43215:  Telephone 
(614)  228-6971. 

Prepared  and  Published  by  The  Committee  on  Laboratory 
Medicine,  Ohio  State  Medical  Association. 

Melvin  Oosting,  M.D.,  Chairman,  Dayton 
Charles  Blumstein,  M.D.,  Lima 
William  T.  Collins,  M.D.,  Lima 
John  B.  Hamblet,  M.D.,  Cincinnati 
Lawrence  J.  McCormack.  M.D.,  Cleveland 
Paul  D.  Millikin.  M.D.,  Columbus 
Warren  A.  Nordin,  M.D.,  Toledo 
Robert  E.  Schulz,  M.D.,  Wooster 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus  ,^1 

SHOULD  I INVEST  in  municipal  bonds?  This 
is  a question  frequently  asked  by  individual 
investors,  and  the  answer  is  simple.  Anyone  who 
pays  any  federal  income  tax  and  has  some  capital 
is  a potential  buyer.  Anyone  in  a high  tax  bracket 
surely  should  look  at  municipal  bonds,  because 
he  would  have  to  obtain  a very  high  return  on 
taxable  investment  income  to  equal  the  yield 
provided  by  tax-free  municipal  bonds. 

When  you  consider  an  investment  in  tax-free 
municipal  bonds,  study  the  reputation  and  size  of 
the  community;  its  population,  and  the  growth  of 
industry;  the  tax  collection  history  in  recent  years; 
the  purpose  of  the  issue  and  tax  sources  for  the 
payment  of  the  bonds  and  interest.  The  offering 
circular  prepared  by  the  investment  banker  (or 
broker)  provides  this  information  as  well  as  the 
rating  as  to  quality  established  by  Moody’s  or 
Standard  & Poor.  Investment  bankers  also  check 
local  economic  and  political  conditions  and  pros- 
pects for  area  improvements  before  they  under- 
write such  bonds.  Muncipal  bonds  have  an  excel- 
lent safety  record  and  are  second  only  to  U.S. 
Government  Bonds,  with  regard  to  soundness  of 
investment.  It  is  obvious,  however,  that  there 
are  variations  in  the  security  behind  dilferent 
municipal  bonds,  dependent  upon  many  factors. 
Therefore,  a sound  fundamental  rule  for  an  in- 
vestor to  follow,  is  to  consult  a reliable  investment 
banker  for  advice  as  to  what  bonds  best  suit  your 
investment  needs.  Some  securities  firms  specialize 
in  municipal  bonds  and  are  especially  qualified 
as  investment  bankers.  Call  or  write  to  me  if 
you  have  any  questions  regarding  municipal  bonds. 

Incidentally,  California  is  the  largest  munici- 
pal borrower  in  the  nation.  This  state,  with  a 
population  of  20,000,000  and  growing  at  the 
rate  of  400.000  per  year,  has  a continuing  need 
for  large  scale  bond  financing  of  schools,  public 
works,  etc.  Annual  general  obligation  bond  sales 
average  about  $500  million  for  these  purposes. 
California’s  strong  and  diversified  economy  and 
its  wealth  of  natural  resources  contribute  to  the 
growth  and  prosperity  of  the  state  and  California 


This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company.  Columbus. 


state  bonds  have  a very  high  rating.  With  a gross 
output  of  $100  billion-plus  a year,  California,  if 
a nation,  would  rank  about  seventh  in  the  world. 
Bonds  of  the  State  of  California  and  of  our  home 
state  of  Ohio  are  very  safe  investments.  Of  course,  I 
many  other  state  bonds  are  top-rated  too. 

Have  you  heard  of  “Ice-Proof”  grass?  Grass 
that  will  grow  in  icy  weather  has  now  been  devel- 
oped and  will  solve  one  of  the  problems  incidental 
to  building  a pipeline  to  bring  out  the  oil  from 
the  rich  Alaskan  North  Coast  oil  fields.  Conserva- 
tionists had  feared  that  construction  work  would 
destroy  the  tundra,  a thin  coat  of  Arctic  grass 
which  insulates  the  permanently  frozen  ground 
from  the  brief  summer  sun.  Removal  of  the  tundra 
would  allow  the  soil  to  melt  into  a thin  mud 
which  would  create  many  problems.  Now  they  ( 
have  a grass  that  will  live  through  the  winter  and 
grow  again  in  the  spring  in  time  to  provide  the 
needed  insulation.  If  used  in  our  Ohio  climate 
this  new  grass  would  probably  grow  in  the  winter 
months  and  the  power  mowers  would  be  sputtering 
all  year  long.  At  least  our  windows  are  closed  in 
the  wintertime. 

Electric  Utilities  as  an  industry,  offer  excel- 
lent investment  opportunities  at  this  time,  but 
I must  choose  Houston  Lighting  & Power  Co.  as 
one  of  the  outstanding  buys  in  this  field  and  this 
issue  becomes  my  stock  of  the  month.  This  utility 
provides  electricity  in  Houston,  Galveston,  and 
neighboring  cities  in  this  rapidly  expanding  area 
of  south  central  Texas.  Eamings  in  1969  were  up  j 
10.2  percent  to  $2.27  a share,  and  earnings  in  j 
1970  should  reach  $2.55  a share.  Earnings  in  1971 
should  approach  $2.80  and  the  current  annual 
dividend  of  $1.20  should  increase  with  this  growth  . 
in  earnings.  The  service  territory  of  this  utility 
is  one  of  the  nation’s  rapidly  growing  sections  and 
this  stock  offers  strong  prospects  for  growth  and 
appreciation.  For  those  who  seek  growth  rather 
than  a high  yield.  Houston  Lighting  & Power  is  I 
a good  buy. 

If  anyone  doubts  the  need  for  pollution  con- 
trol devices  for  automobiles  and  the  use  of  lead- 
free  gasoline,  consider  the  fact  that  over  130,000 
gallons  of  gasoline  are  sold  every  minute  in  the  < 
USA.  Of  course,  if  you  follow  a bus  for  a few 
miles,  you  do  not  need  any  other  stimulus  to  be  j 
convinced  of  the  harmful  effect  of  burning  gaso-  [ 
line. 


PROTEIN  CONTENT  / 7 oz.  Serving* 


Green  Pea  with  Ham  (Frozen)  7.6 
Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  1 0.2 

Vegetable  Beef  5.0 

Vegetable  with  Beef  (Frozen)  5.4 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


When  protein  is  the  focal  point  in  your  patients 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell  s Products 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


A distinctive  combination  containing  1 mg.  of  ethynodiol  diacetate, 

Searle’s  unique  progestin  with  an  unmatched  record  of 

acceptance  in  oral  contraception,  and  50  meg.  of  ethinyl  estradiol. 

The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
ill  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle. 

The  choice  is  yours! 


Actions — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH  ) and  the  luteinizing 
hormone  (LH). 

Special  note : Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod 
uct.  The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad 
ministration  of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication— Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain! -3  leading  to  this  conclusion,  and  one4  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  DolU  was  about  sevenfold,  while  Sartwell  and 
associates4  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis 
tration,  and  that  it  was  not  enhanced  by  long-continued  administration 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra 
ceptive  regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives — A statistically  significant 
association  has  been  demonstrated  between  use 
of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives : 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted  : anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PB1  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T3  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.  : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  2 7)  1968.  3.  Vessey,  M.  P.,  and  Doll,  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E. : Thromboembolism  and  Oral  Con- 
traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969.  0A4 


SEARLE 
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Proceedings  of  The  Council 


Meeting  of  November  14-15,  1970 


A REGULAR  MEETING  of  the  Council  of 
the  Ohio  State  Medical  Association  was 
held  Saturday  and  Sunday,  November  14  and 
November  15,  1970  at  the  headquarters  office,  17 
South  High  Street,  Columbus,  Ohio. 

Those  present  on  Saturday,  November  14, 
were:  All  members  of  the  Council  except  Dr. 
Robert  N.  Smith,  Toledo,  immediate  past  presi- 
dent; Dr.  George  J.  Schroer,  Fort  Loramie,  Coun- 
cilor of  the  Second  District:  and  Dr.  Maurice  F. 
Lieber,  Canton,  Councilor  of  the  Sixth  District. 
Others  attending  the  meeting  were:  Mr.  Wayne 
E.  Stichter,  Toledo,  OSMA  legal  counsel;  Mr. 
James  S.  Imboden,  Columbus,  field  representa- 
tive, Division  of  Public  Affairs,  American  Medical 
Association;  Dr.  Glidden  L.  Brooks,  Toledo,  chair- 
man of  the  OSMA  Commission  on  Education, 
present  by  invitation;  and  Messrs.  Page,  Edgar, 
Gillen,  Campbell,  Clinger  and  Moore,  members 
of  the  OSMA  staff. 

Those  present  on  Sunday,  November  15, 
were:  All  members  of  the  Council  except  Drs. 
Smith,  Schroer  and  Lieber.  Also  attending  the 
meeting  on  Sunday  were:  Mr.  Stichter,  Mr.  Im- 
boden, Dr.  Homer  Anderson,  Columbus,  chair- 
man of  the  OSMA  Judicial  and  Professional 
Relations  Committee,  present  by  invitation;  and 
Messrs.  Page,  Edgar,  Gillen,  Campbell  and  Moore. 

President  Fulton  expressed  his  appreciation 
to  the  district  councilors  for  their  cooperation  in 
arranging  and  conducting  the  fall  councilor  dis- 
trict conferences. 

Staff  Physicals 

The  Council  requested  the  Committee  on 
Auditing  and  Appropriations  to  study  and  develop 
a pre-employment  physical  examination  system. 

Reports  by  Councilors 

The  Councilors  reported  on  organized  activi- 
ties in  their  respective  districts. 


American  Medical  Association  Truth  Force 

Dr.  McLarnan  submitted  a resolution  from 
the  Academy  of  Medicine  of  Columbus  and 
Franklin  County,  such  resolution  entitled  “Ameri- 
can Medical  Association  Truth  Force.”  The  reso- 
lution was  amended  and  adopted  for  submission 
to  the  American  Medical  Association  House  of 
Delegates  for  consideration  at  the  1970  clinical 
meeting.  The  amended  portion  of  the  resolution 
appears  in  capital  letters  and  it  reads  as  follows: 


American  Medical  Association  Truth  Force 

WHEREAS,  America’s  citizens  are  con- 
tinuously fed  false  propaganda  based  on  inac- 
curate and  misleading  comparisons  of  interna- 
tional health  statistics,  and 

WHEREAS,  These  wrongful  and  false 
comparisons  are  being  trumpeted  continuously 
despite  the  repeated  warnings  in  the  United 
Nations  Demographic  Yearbook  that  such  com- 
parisons should  not  be  made  because  statistical 
methods  and  reporting  standards  differ  from 
nation  to  nation,  and 

WHEREAS,  The  U.  S.  Department  of 
Health,  Education  and  Welfare  as  well  as  sev- 
eral non-governmental  organizations  continue 
unceasingly  to  cite  such  false  statistical  com- 
parisons, and 

WHEREAS,  The  LT.  S.  Department  of 
Health.  Education  and  Welfare  continues  un- 
ceasingly to  falsely  represent  increases  in  physi- 
cian fees,  as  exemplified  in  The  Wall  Street 
Journal,  November  4,  1970.  Page  34,  therefore 
be  it 

RESOLVED,  That  the  House  of  Delegates 
hereby  instructs  the  Board  of  Trustees  to  ap- 
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point  immediately  and  to  finance  fully  an 
American  Medical  Association  Truth  Force, 
such  force  to: 

1.  Examine  critically  and  without  del  ay 
such  reports,  statements,  statistics  and  com- 
parisons as  they  occur  and  without  delay,  and 

2.  Provide  each  member  of  the  United 
States  Congress  AND  EACH  APPROPRI- 
ATE DEPARTMENT  HEAD  with  a copy 
of  any  and  all  reports,  findings  and  studies 
conducted  by  the  Truth  Force,  and 

3.  Make  such  reports,  findings  and 
studies  known  to  the  membership  and  to  the 
general  public. 

Constitutions  and  Bylaws 
of  County  Medical  Societies 

Knox  County 

Amendments  to  the  Knox  County  Medical 
Society  bylaws  were  approved  as  presented.  The 
Council  requested  deletion  of  the  last  two  para- 
graphs of  the  old  Section  8.  Chapter  1,  regarding 
disciplinary  action. 

Morgan  County 

Amendments  to  the  constitution  and  bylaws 
of  the  Morgan  County  Medical  Society  were  ap- 
proved. 

Committee  Reports 
Sports  Medicine 

Minutes  of  the  meeting  of  the  Joint  Advisory 
Committee  on  Sports  Medicine  held  October  8. 
1970  were  presented  by  Mr.  Clinger  and  were 
approved. 

Special  Education 

Minutes  of  the  October  14  meeting  of  the 
Joint  Advisoiyr  Committee  on  Special  Education 
were  presented  by  Mr.  Clinger  and  were  accepted 
for  information. 

Environmental  Health 

Minutes  of  the  October  14  meeting  of  the 
Committee  on  Environmental  and  Public  Health 
were  presented  by  Mr.  Oillen  and  were  accepted 
for  information. 

Mental  Health 

Minutes  of  the  meeting  of  the  Committee  on 
Mental  Health  held  October  18,  1970  were  pre- 
sented by  Mr.  Clinger.  The  Council  amended, 
then  approved  a recommendation  of  the  com- 
mittee that  the  Ohio  State  Medical  Association 
formulate  guidelines  and  standards  lor  evaluation 
of  medical  care  within  state  mental  hospitals,  such 
standards  to  be  considered  by  the  agencies  which 
evaluate  a hospital  for  its  qualifications  to  accept 
funds  from  state  or  federal  sources. 


The  Council  approved  the  appointment  of 
a special  subcommittee  by  the  committee  chair- 
man to  make  an  on-site  visit  to  the  Portsmouth 
Receiving  Hospital  and  to  meet  there  with  repre- 
sentatives of  the  Scioto  County  Medical  Society 
and  Portsmouth  Receiving  Hospital. 

The  minutes  as  a whole  were  approved  as 
amended. 


Government  Medical  Care  Programs 

Minutes  of  the  October  28,  1970  meeting  of 
the  Committee  on  Government  Medical  Care 
Programs  were  presented  by  Mr.  Gillen  and  were 
accepted  by  the  Council. 

Health  Clare  Delivery  Systems 

The  Council  then  considered  the  minutes  of 
a meeting  of  the  Ad  Hoc  Committee  on  Health 
Care  Delivery  Systems  on  November  4,  1970.  The 
report  was  accepted  for  information  only  by  the 
Council. 

The  Council  expressed  the  view  that  the 
study  of  various  plans  for  the  delivery  of  health 
care,  such  as  that  being  conducted  by  the  OSMA 
Ad  Hoc  Committee  on  Health  Care  Delivery  Sys- 
tems, be  continued,  but  that  there  is  no  charge 
to  the  committee  to  develop  a special  plan  at  this 
time  and  under  present  circumstances. 

Judicial  and  Professional  Relations 

Minutes  of  the  November  8,  1970  meeting 
of  the  Judicial  and  Professional  Relations  Com- 
mittee were  presented  by  Dr.  Homer  Anderson, 
Columbus,  chairman. 


Treatment  of  Minors:  The  Council  adopted 
the  committee’s  recommendation  with  regard  to 
broad  principles  involved  in  legislation  permitting 
the  treatment  of  minors  in  the  absence  of  the  con- 
sent of  parents. 

Health  Record  System:  With  regard  to  a 
community  health  record  system,  proposed  by  the 
Battelle  Memorial  Institute,  Columbus,  the  com- 
mittee's recommendation  was  that  the  Council 
approve  the  system  in  principle  but  be  alerted  to 
the  fact  that  the  confidentiality  of  medical  records 
is  involved  and  that  the  Ohio  State  Medical  Asso- 
ciation ascertain  specifically  howr  the  patient's 
right  of  confidentiality  will  be  preserved  under 
the  program.  Further,  that  the  Council  seek  firm 
assurance  in  detail,  that  no  information  will  be 
released  without  specific  written  permission  from 
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ilit'  patient,  and  that  regulations  will  be  adopted 
to  make  certain  that  the  patient's  medical  infor- 
mation will  be  available  only  to  the  people  who 
are  privileged  to  have  it. 

County  Societies  Obligated  to  Act:  Also  ap- 
proved was  the  committee's  request  that  the 
Council  bring  to  the  attention  of  county  medical 
societies  that,  regardless  of  their  relationships  with 
third  party  carriers,  they  have  the  obligation  to 
act  when  evidence  of  poor  quality  medical  care 
or  of  overcharging  or  of  unethical  practices  come 
to  their  attention,  notwithstanding  the  source  of 
the  complaint. 

The  minutes  of  the  Judicial  and  Professional 
Relations  Committee  as  a whole,  as  amended, 
were  approved  by  the  Council. 


Professional  Standards  Review 

1'he  subject  of  professional  standards  review 
then  came  before  the  Council.  After  an  extended 
discussion,  the  Council  voted  that  the  establish- 
ment by  the  Ohio  State  Medical  Association  of  a 
professional  standards  review  organization  be  ap- 
proved in  principle. 

It  was  the  expression  of  the  Council  that  such 
organization  would  concern  itself  with  the  quality, 
cost  and  quantity  of  health  services  in  Ohio. 

The  Council  instructed  the  committee, 
chaired  by  Dr.  James  L.  Henry,  to  continue  with 
the  drafting  of  the  organization  plan  and  applica- 
tion for  the  position  of  prime  contractor  for  a 
professional  standards  review  organization  in 
Ohio. 


Commission  on  Medical  Education 

Dr.  Glidden  L.  Brooks,  Toledo,  chairman  of 
the  Ohio  State  Medical  Association  Commission 
on  Education,  appeared  before  the  Council  to 
report  on  the  proposed  evaluation  program  de- 
veloped by  the  Subcommittee  on  Evaluation  of  the 
Commission  on  Education. 

Following  Dr.  Brooks’  report,  the  Council 
considered  the  recommendations  of  the  committee, 
one  by  one. 

Recommendation  1 was  accepted  in  principle. 

Recommendation  2 was  amended  by  the  in- 
sertion of  the  word  “physician”  between  the  word 
“the”  and  the  word  “performance”  in  the  fourth 
line  and  referred  back  to  the  committee  for 
further  study  and  clarification.  In  line  three  the 
word  “health”  was  changed  to  “professional,” 
making  this  line  read  “Association  and  other 
allied  professional  societies”.  . . 

Recommendation  3 was  referred  back  to  the 


Deadline  for  Submission 
of  Resolutions  to 
OSMA  Office  is  March  1 1 

Delegates  to  the  Ohio  State  Medical  As- 
sociation and  County  Medical  Societies  plan- 
ning to  have  resolutions  submitted  for  con- 
sideration by  the  House  of  Delegates  at  the 
1971  Annual  Meeting  should  be  guided  by  the 
following  requirements  of  the  Bylaws: 

Resolutions,  regardless  of  whether  they 
have  been  submitted  in  advance  must  be  in- 
troduced at  the  first  session  of  the  House  of 
Delegates,  Monday  evening,  May  10,  at  the 
Columbus-Sheraton  Hotel,  Columbus. 

To  be  eligible  for  presentation,  a reso- 
lution must  be  filed  with  the  Executive  Di- 
rector of  the  Ohio  State  Medical  Association, 
Columbus,  at  least  60  days  prior  to  the  first 
session  of  the  House  of  Delegates,  namely,  not 
later  than  March  11.  This  requirement  may  be 
waived  by  a two-thirds  majority  of  the  House 
of  Delegates. 

Copies  of  resolutions  will  be  distributed 
to  members  of  the  House  of  Delegates  to  give 
them  an  opportunity  to  discuss  issues  with  their 
constituents  and  possibly  receive  voting  in- 
structions from  their  County  Medical  Societies. 


commission  with  the  suggestion  that  a recommen- 
dation be  developed  along  these  lines: 

The  Ohio  State  Medical  Association  should 
develop  fully  concepts  of  reasonable  public  ex- 
pectation for  such  nontechnical  results  of  med- 
ical care  as  convenience,  availability,  economic- 
feasibility,  financing  for  a better  quality  of  life 
by  inviting  specified  interested  agencies  to  help 
in  this  development. 

With  regard  to  Recommendation  4,  Council 
deferred  action  for  further  study  in  light  of  the 
professional  standards  review  proposals  now  being 
considered  by  the  Ohio  State  Medical  Association. 

Recommendations  5,  6 and  7 were  accepted 
in  principle. 

The  Council  voted  to  commend  the  Com- 
mission on  Medical  Education  for  the  excellence 
of  its  report. 

American  Medical  Association 
Boston  Session 

Assignments  of  the  Ohio  delegation  and  other 
arrangements  in  connection  with  the  AMA  Clini- 
cal Session  in  Boston,  November  29-December  2. 
were  reported  by  Mr.  Gillen. 

Board  of  Trustees 

Mr.  Page  read  the  report  from  Dr.  John  H. 
Budd.  Cleveland,  a member  of  the  AMA  Board 
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of  Trustees,  with  regard  to  activities  at  the  Ameri- 
can Medical  Association. 

Dr.  Budd  reported  that  Dr.  W.  J.  Lewis,  Jr., 
Dayton,  had  been  appointed  to  the  Board  of 
Directors  of  the  American  Medical  Political  Ac- 
tion Committee;  and  that  the  candidates  sug- 
gested by  the  Ohio  State  Medical  Association  for 
the  AMA  Council  on  National  Security  and  the 
AMA  Committee  on  Maternal  and  Child  Care 
were  not  successful. 

Ohio  Medical  Indemnity,  Inc. 

Liaison  Committee 

A report  of  the  Ohio  Medical  Indemnity 
Liaison  Committee  was  presented  by  Dr.  Wells, 
in  the  absence  of  Dr.  Smith,  the  chairman. 

Presented  with  the  report  was  a letter  from 
the  President  of  Ohio  Medical  Indemnity,  Inc., 
Mr.  Charles  H.  Coghlan,  dated  November  3, 
1970.  After  due  consideration,  the  Council  stated 
that  there  is  no  objection  to  Ohio  Medical  In- 
demnity considering  the  matter  involved  in  the 
request  from  the  Cincinnati  Blue  Cross;  however, 
the  Council  recommends  that  the  Ohio  Medical 
Indemnity  keep  in  mind  the  policy  actions  of 
the  House  of  Delegates  and  the  Council  of  the 
Ohio  State  Medical  Association.  The  Council 
further  recommended  that  county  medical  soci- 
eties involved  be  consulted  in  the  process  of  con- 
sidering this  matter. 

Fee  Review  Cases 

Mr.  Campbell  reported  on  the  disposition  of 
cases  referred  by  Ohio  Medical  Indemnity,  Inc. 
to  the  Ohio  State  Medical  Association  for  review. 
In  4 cases  fees  were  approved  as  usual  and  cus- 
tomary, 10  were  reduced  and  6 were  in  a pending 
or  miscellaneous  category. 

Communication  to  Mr.  Clair  E.  Fultz 

The  Council  approved  a communication  to 
Mr.  Clair  E.  Fultz,  Columbus,  expressing  appreci- 
ation for  his  21  years  of  service  on  the  Board  of 
Directors  of  Ohio  Medical  Indemnity,  Inc. 

Workmen’s  Compensation 

Mr.  Campbell  presented  a report  on  the  re- 
view of  Workmen’s  Compensation  claims.  Of  those 
cases  reviewed,  98  were  approved  as  usual  and 
customary,  57  were  reduced,  and  35  were  in  a 
miscellaneous  category. 

Ohio  State  Medical  Board 

Podiatrist  as  Voting  Member 

In  answer  to  a communication  from  the 
Ohio  Podiatry  Association,  asking  for  an  amend- 
ment to  the  Medical  Practice  Act  to  provide  for 


a podiatrist  as  a voting  member  on  the  Board, 
the  Council  declared  itself  as  being  opposed  to 
the  changing  of  the  composition  of  the  Medical 
Board. 

Citizenship  for  Licensure 

The  Council  reviewed  a communication  from 
Mr.  Edward  F.  Willenborg,  executive  secretary  of 
the  Academy  of  Medicine  of  Cincinnati,  with 
regard  to  the  requirements  of  the  Bylaws  for  the 
Ohio  State  Medical  Association,  which  in  Chapter 
1,  Section  6,  state  that  “Membership  in  this  Asso- 
ciation of  a noncitizen  of  the  United  States  who 
has  failed  to  acquire  United  States  citizenship 
within  a period  of  five  years  from  the  date  of  the 
filing  in  an  appropriate  court  of  record  of  his 
declaration  of  intention  to  become  a citizen  of 
the  United  States  shall  be  cancelled  automatically 
on  the  date  of  the  expiration  of  such  five  year 
period,  or  on  January  1,  1974,  whichever  date  is 
later.” 

Mr.  Willenborg  also  mentioned  a proposed 
amendment  to  the  Medical  Practice  Act  which 
in  Section  4731.08  would  require  that  “a  success- 
ful noncitizen  with  a declaration  of  intention  must 
furnish  proof  satisfactory  to  the  Board  that  he 
has  obtained  full  citizenship  within  six  years  of 
the  date  of  filing  a declaration  of  intention.” 
Further,  that  “any  license  issued  under  this  sec- 
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tion  shall  automatically  become  null  and  void  if 
full  citizenship  is  not  obtained  within  six  years 
of  the  date  of  filing  a declaration  of  intention.” 

The  Council  expressed  itself  as  being  in 
agreement  with  the  position  of  the  House  of 
Delegates  on  Section  6,  Chapter  I of  the  Bylaws. 

Attorney  As  Board  Executive  Secretary 

The  Council  approved  the  concept  of  the 
appointment  of  an  attorney  as  executive  secretary 
of  the  Ohio  State  Medical  Board. 

Vacancy  on  the  Board 

The  Council  considered  a communication 
from  the  Montgomery  County  Medical  Society 
regarding  consideration  of  Robert  A.  Bruce,  M.D., 
Dayton,  for  appointment  to  fill  a vacancy  on  the 
Medical  Board.  The  Council  did  not  act  on  this 
matter  since  the  Governor  had  already  appointed 
Dr.  A.  J.  Ruppersberg,  Jr.,  Columbus,  to  the 
position. 

Legislation 

A report  on  Federal  legislation  was  presented 
by  Mr.  Edgar,  and  Mr.  Page  reported  on  state 
legislation. 

Grievance  Cases 

A report  on  grievance  cases  handled  by  the 
office  of  the  Ohio  State  Medical  Association 
through  the  Councilors  and  County  Medical  So- 
cieties was  presented  for  review. 

A letter  regarding  a patient  in  Miami  Coun- 
ty was  referred  to  the  Committee  on  Mental 
Health  for  evaluation. 

Public  Welfare  Cases 

A report  on  Public  Welfare  cases  previously 
reviewed  was  presented  by  Mr.  Gillen  for  the  in- 
formation of  the  Council. 

Delegate  for  U.S.  Pharmacopeia  Convention 

In  response  to  a request  from  the  U.S. 
Pharmacopeia  for  a delegate  to  provide  continu- 
ing representation  of  the  Ohio  State  Medical  As- 
sociation to  the  U.S.  Pharmacopeia  convention, 
the  Council  appointed  Dr.  Perry  R.  Ayres,  Colum- 
bus, Editor  of  The  Ohio  State  Medical  Journal. 

Woman’s  Auxiliary 

In  response  to  a request  from  the  president 
of  the  Woman’s  Auxiliary  to  the  Ohio  State 
Medical  Association,  asking  that  contributions 
made  by  physicians  to  the  AMA-ERF  fund  be 


Provisions  in  the  OSMA  Bylaws 
Pertaining  to  Nomination 
of  President-Elect 

Attention  is  called  to  provisions  in  the 
Bylaws  of  the  Ohio  State  Medical  Association 
pertaining  to  the  nomination  and  election  of 
the  President-Elect  at  the  OSMA  Annual  Meet- 
ing. The  President-Elect  and  other  officers  are 
elected  by  the  House  of  Delegates,  meetings  of 
which  will  be  held  during  the  Annual  Meeting 
in  Columbus,  May  10-14. 

Nominations  of  the  President-Elect  are  to 
be  made  60  days  in  advance  of  the  meeting  at 
which  election  takes  place  and  information 
on  nominations  published  in  The  Journal, 
unless  these  provisions  are  waived  by  a two- 
thirds  vote  of  the  House  of  Delegates.  The 
60-day  deadline  is  March  1 1 . 

The  part  of  the  OSMA  Bylaws  pertaining 
to  this  procedure  is  Chapter  5,  Section  3,  en- 
titled “Nomination  of  President-Elect.” 


credited  to  the  Woman’s  Auxiliary  AMA-ERF 
fund,  the  Council  authorized  the  combination  of 
physicians’  donations  with  the  Woman’s  Auxiliary 
fund. 

Leadership  Training 

The  Council  voted  to  recommend  to  the 
President-elect  that  a leadership  training  course 
be  conducted  for  officers,  councilors,  Ohio  AMA 
delegates  and  alternate  delegates  in  the  fall  of 
1971. 

Date  of  Next  Meeting 

The  next  meeting  of  the  Council  was  set  for 
9 a.m.,  December  12,  and  a meeting  of  the 
Auditing  and  Appropriations  Committee  was 
scheduled  for  Friday,  December  11,  at  7:30  p.m. 
Dr.  Ivins  announced  that  a meeting  of  the  Fee 
Review  Committee  would  be  held  Friday,  Decem- 
ber 11,  at  2 p.m. 

There  being  no  further  business,  the  Council 
adjourned. 

ATTEST:  Hart  F.  Page 

Executive  Director 
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Highlights  in  Ohio  Welfare 


A Candid  Discussion  of  Drugs  Used 
in  the  Ohio  Welfare  Programs  (Part  D 


* I 'HIS  COLUMN  and  the  succeeding  one  will 

be  devoted  to  a discussion  of  drugs  in  general. 
Pharmaceutical  services  contribute  to  the  high 
cost  of  medical  care  and  although  their  per- 
centage of  the  total  welfare  medical  care  expendi- 
ture is  somewhat  less  than  in  1960,  the  figure 
remains  significant  at  greater  than  7 percent. 
However,  the  use  of  drugs  is  increasing  as  are 
their  prices  and  the  number  of  recipients  grows 
daily. 

Cost  and  utilization  concern  us.  The  Ohio 
Welfare  Department  is  currently  paying  about 
$1.5  million  per  month  for  pharmaceutical  services. 
I )rugs  comprise  better  than  95  percent  of  this 
total.  For  the  fiscal  year  1970,  the  percentage 
of  users  of  pharmaceutical  services  of  all  eligible 
welfare  recipients  (382,000  in  June  1970  with  5 
percent  of  this  figure  in  nursing  homes)  ran 
consistently  at  about  24  percent.  Ohio  physicians 
are  writing  300,000  prescriptions  a month  for 
AFA,  AFD,  ADC  and  AB  cases,  averaging  80- 
100,000  patient  consultations  per  month.  The 
mean  for  the  first  six  months  of  1970  was  3.6 
prescriptions  per  recipient.  The  average  prescrip- 
tion cost  for  this  period  was  $4.38.  The  national 
average  from  all  sources  was  $3.86  per  prescription 
in  1969. 

Expenditures  for  drugs  have  been  going  up 
steadily.  The  total  pharmaceutical  services  bill  for 
1968  for  Ohio  welfare  recipients  was  $11.9  million. 
For  1969,  it  was  $15.2  million.  Medicaid  drugs  pay- 
ments across  the  nation  were  also  rising,  going  up 


This  article  was  prepared  for  The  Journal  by  per- 
sonnel of  the  Ohio  Department  of  Welfare. 


28  percent  in  1969  as  compared  with  the  previous 
year. 

A computer  print-out  for  the  month  of 
December  1969  reflecting  prior  services  (majority 
within  previous  60  day  period),  reveals  interest- 
ing information.  There  was  a total  of  4,311  dif- 
ferent items  paid  for  that  month  with  the  top  30 
“best  sellers”  listed  in  order:  Darvon  Cpd.  65, 
Librium,  Valium,  Lanoxin,  Orinase,  Diuril,  Pava- 
bid,  Indocin,  Lasix,  Doriden,  Darvon  65,  Maalox, 
Alertonic,  Dilantin,  Phenobarbital  54,  Hydro- 
diuril,  Benylin  Exp.,  Phenobarbital  Mellaril 
25,  Mylanta,  Antivert,  Sigtab,  Thorazine  25, 
Ecjuanil,  Dyazide,  Diabinese,  Nembutal,  Ornade, 
Digitoxin,  and  Noctec.  The  top  30  for  that  De- 
cember '69  period,  less  than  1 percent  of  the 
total  items,  accounted  for  23  percent  of  the  total 
prescriptions  that  month  and  24  percent  of  the 
dollar  expenditure.  If  all  drugs  had  been  grouped 
under  therapeutic  categories,  antibiotics  and  hor- 
mones would  appear  in  the  top  ten.  Under  the 
categories  Ataraxics  and  Sedatives-Hypnotics, 
those  brand  names  listed  above  account  for  better 
than  one-third  of  the  30  — or  about  $84,000.00 
that  month  for  “tranquilizers.” 

Unlike  some  states,  the  Ohio  Department 
of  Public  Welfare  pays  for  any  product  when 
prescribed  by  a physician.  This  includes  all  mer- 
chandise from  Doriden  to  diaphragms,  from  ACTH 
to  adhesive  tape.  There  is  obvious  room  for  abuse 
and  over-utilization  by  all  vendors  and  by  the 
recipient  himself.  In  order  to  avoid  forging  and 
drug  substitution,  as  well  as  monitoring  prescrip- 
tion practices,  a combination  invoice-prescription 
procedure  is  being  considered.  This  new  system 
would  offer  a number  of  advantages  to  the  physi- 
cian, the  pharmacist  and  the  State. 

(Continued  Next  Month) 
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A valuable  hospital  antibiotic 
—when  there  is  no  time 


in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis  — Kantrex*  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex*  against  many 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


I 


I 


Because  of  potential  ototoxicity,  follow  dosage  instructions  carefully  as  outlined  in  the 
official  package  circular. 


Indications  Serious  infections  due  to  susceptible  strains  of  E.  coli.  Proteus  sp.. 
A.  aerogenes,  K.  pneumoniae.  Serratia  marcescens  and  Mima-Herellea . Culture 
and  sensitivity  studies  should  be  performed. 

Contraindications'  A history  of  hypersensitivity  to  the  drug.  Prior  auditory  damage 
by  kanamycin  or  other  agents  may  be  a contraindication  if  effective  alternative 
therapy  is  available. 

Precautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with  renal 
dysfunction  when  treatment  lasts  more  than  5 days.  Stop  Kantrex  if  tinnitus  or 


Brief  Summary  of  Prescribing 
Information  (7)6/1 9/70.  For  com- 
plete information,  consult  Official 
Package  Circular 


Warning:  Irreversibledeafness  can  oc-  \ 
cur.  Tinnitus  or  vertigo  may  also  occur  \ 
and  indicate  vestibular  damage  and  im-  ' 
pending  deafness.  The  risk  is  sharply  increased 
with  renal  dysfunction.  In  such  cases,  decrease  size 
and  frequency  of  doses.  Discontinue  kanamycin  and 

check  hearing  if  azotemia  increases.  Watch  carefully  for  oto-  " 

toxicity  in  older  patients  and  patients  receiving  more  than  1 5 Gm.  of  kana- 
mycin. To  avoid  neuromuscular  paralysis  with  respiratory  depression,  post- 
pone intraperitoneal  instillation  in  post-operative  patients  until  recovery 
from  anesthesia  and  muscle  relaxants  is  complete  Avoid  concurrent  use  of 
other  ototoxic  drugs  including  ethacrynic  acid.  Safety  in  pregnancy  is  not 
established. 


hearing  loss  occurs.  Hydrate  patients 
to  prevent  chemical  irritation  of  the 
renal  tubules.  Assess  renal  function 
periodically,  both  before  and  during  ther- 
apy If  signs  of  renal  irritation  occur  (casts, 
s.  proteinuria)  increase  hydration  and  re- 
duce the  dosage  or  the  frequency  of  dosage  if  neces- 
sary-in azotemic  patients  the  frequency  (in  hours)  of 
doses  may  be  obtained  by  multiplying  the  serum  creatinine 
by  9.  If  azotemia  or  oliguria  occur,  discontinue  therapy.  Mycotic 
or  bacterial  superinfection  may  occur. 

Adverse  Reactions  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias. 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not 
exceed  1.5  Gm.  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg./Kg./12 
hours  I.M.  The  average  adult  dose  is  1 Gm.  daily.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response  occurs  in 
3 to  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities.  Hydrate  patients 
well  to  minimize  renal  irritation.  Inject  deeply  into  the  upper  outer  quadrant  of 
the  gluteal  muscle.  Discard  partially  used  vials  after  48  hours.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials. 

Supplied  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations:  0.5  Gm.  in  2 ml.  and  1.0  Gm.  in  3 ml.  Also  available-Pediatnc 
Injection  75  mg.  in  2 ml.  A.H.F.S.  Category  8:1 2_28 

|CTft.  BRISTOL  LABORATORIES 

BRISTOL  Division  of  Bristol-Myers  Company,  Syracuse,  New  York  13201 


I 


KANTREX*  INJECTION 

(kanamycin  sulfate) 


KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


January 

On  the  Diagnosis  of  Pulmonary  Diseases 

Fort  Steuben  Academy  of  Medicine,  Fort  Steuben 
Motor  Hotel.  Steubenville,  8:15  p.m.,  January 
12;  guest  lecturer,  Sol  Katz,  M.D.,  Washington, 
D.d 

Fifty  Years  of  Surgical  Progress — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  January  13-14. 

Recognition,  Evaluation,  and  Control  of  Oc- 
cupational Hazards  — Training  Institute,  Environ- 
mental Control  Administration,  1014  Broadway. 
Cincinnati  45202;  January  18-22. 

Orthopaedic  Challenges  — Reconstructive 
and  Post-Traumatic  — Cleveland  Clinic  Educa- 
tional Foundation,  January  20-21. 

Selected  Aspects  of  General  Medicine  — 
Sponsored  by  the  University  of  Cincinnati  College 
of  Medicine  and  CONMED,  Eden  Avenue,  Jan- 
uary 20-21. 

New  Endoscopic  and  Camera  Techniques 
(Gastroenterology  Series)  — Youngstown  Hos- 
pital Association,  January  25. 

Tests  of  Pulmonary  Gas  Transfer — Clinical 
Problems  of  02  - C02  Exchange  — Trumbull 
Memorial  Hospital,  Warren,  luncheon  program, 
January  26;  Edward  H.  Chester,  M.D.,  head, 
Pulmonary  Section  A,  Veterans  Administration 
Hospital,  Cleveland,  and  assistant  professor  of 
medicine,  Case  Western  Reserve  University. 

Complications  of  Angiography  and  Other 
Special  Procedures  and  Their  Legal  Implications 
- This  program,  announced  as  a postgraduate 
course  in  radiology  will  be  presented  by  physicians 
with  the  assistance  of  attorneys;  Cleveland  Clinic 
Educational  Foundation,  January  27-28. 

February 

General  Practice  — Cleveland  Clinic  Educa- 
tional Foundation,  2020  East  93rd  Street,  Feb- 
ruary 3-4. 

Hospital  Infection  Control  — Sponsored  by 
the  University  of  Cincinnati  College  of  Medicine 
and  CONMED  at  the  Shriners  Burns  Institute 
Auditorium  and  Cincinnati  General  Hospital, 
February  4. 

Hepatitis:  Subacute  Hepatitis,  Chronic  Active 
Hepatitis  (Gastroenterology  Series)  — Youngs- 
town Hospital  Association,  February  8. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Drug  Abuse  as  Seen  by  the  Primary  Physi- 
cian — Fort  Steuben  Academy  of  Medicine,  Fort 
Steuben  Motor  Hotel,  Steubenville,  8:15  p.m., 
February  9;  lecturer,  Joseph  D.  Sapira,  M.D., 
Pittsburgh,  Pa. 

Disorders  of  the  Red  Cell  — Cleveland  Clinic 
Educational  Foundation,  February  10-11. 

Facial  Fractures  — Repair  and  Plastic  Sur- 
gery — Sponsored  by  the  University  of  Cincin- 
nati College  of  Medicine  and  CONMED  at  the 
Shriners  Burns  Institute  Auditorium  and  Cincin- 
nati General  Hospital,  February  15-19. 

Granulomatous  and  Nongranulomatous  Col- 
itis (Gastroenterology  Series)  — Youngstown 
Hospital  Association,  February  22. 

Physiologic  Bases  of  Assisted  Ventilation  — 
Applied  Respiratory  Mechanisms  — Trumbull 
Memorial  Hospital,  Warren;  luncheon  program, 
February  23;  John  J.  Picken,  M.D.,  instructor  in 
medicine,  Case  Western  Reserve  University. 

Electromyography  — Ohio  State  University 
College  of  Medicine,  at  the  Center  for  Tomorrow, 
2400  Olentangy  River  Road,  Columbus,  February' 
23-25. 

Review  of  the  Connective  Tissue  Diseases  by 
Systems.  Manifestations  and  Management  — 

Cleveland  Clinic  Educational  Foundation,  2020 
East  93rd  Street,  Cleveland  44106;  February  24-25. 

March 

Ophthalmology  Conference  — Ohio  State 
University  College  of  Medicine,  at  the  OSU  Cen- 
ter for  Tomorrow,  2400  Olentangy  River  Road, 
Columbus;  March  1-2. 

Selected  Basic  Science  Applications  to  the 
Modem  Clinical  Laboratory  — At  Christ  Hos- 
pital, Cincinnati;  March  4;  sponsored  by  CON- 
MED and  the  University  of  Cincinnati  College 
of  Medicine. 
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(continuous  release  form) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the  nerves’ 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-oo6a  / 1/70  / u.s.  patent  no.  3,001,910 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Educational  Opportunities  in  Ohio — Continued 


Lederle  Symposium  — Cosponsored  by  the 
Ohio  Academy  of  General  Practice,  at  the  Shera- 
ton-Columbus  Motor  Hotel,  downtown  Columbus, 
March  7. 

Drug-Induced  Thrombocytopenia  and  Hemo- 
lytic Anemia  (Hematologic  Series)  — Youngs- 
town Hospital  Association,  March  8. 

Aldosterone,  Hypertension  and  Edema:  A 
Clinical  Overview  — Fort  Steuben  Academy  of 
Medicine;  Fort  Steuben  Motor  Hotel,  Steuben- 
ville, 8:15  p.m.,  March  9;  lecturer,  David  Paul 
hauler,  M.D.,  Boston. 

Pediatric  Clinic  Day  — At  Children’s  Hos- 
pital, 561  S.  17th  Avenue,  Columbus;  sponsored 
by  the  Ohio  State  University'  College  of  Medi- 
cine; March  10. 

Advances  in  Urology  — Cleveland  Clinic  Ed- 
ucational Foundation,  2020  East  93rd  Street, 
Cleveland  44106;  March  10-11. 

Lederle  Symposium  — Cosponsored  by  Ohio 
State  University  College  of  Medicine,  at  the 
Sheraton-Columbus  Motor  Hotel  in  downtown 
Columbus,  March  14. 


Internal  Medicine  — Sponsored  by  Ohio 
State  University  College  of  Medicine,  at  the  OSU 
Center  for  Tomorrow,  2400  Olentangy  River 
Road,  Columbus,  March  17. 

Shriners  Bums  Institute  Symposium  on 
Thermal  Injuries  — at  the  Shriners  Burns  In- 
stitute, March  18-19;  sponsored  by  CONMED 
and  tlie  University  of  Cincinnati  College  of 
Medicine. 

The  Pathogenesis  and  Surgical  Treatment 
of  Duodenal  Ulcer,  lecture  at  Mount  Sinai  Hos- 
pital of  Cleveland,  11:00  a.m.  on  Friday,  March 
19,  by  Lester  R.  Dragstedt,  M.D.,  professor  and 
chairman,  Department  of  Surgery,  University  of 
Florida.  Also  The  Pathogenesis  and  Surgical 
Treatment  of  Gastric  Ulcer,  lecture  at  8:30  a.m. 
on  Saturday,  March  20.  Contact  Charles  Marks, 
M.D.,  at  the  hospital  for  additional  information. 

The  Examination  of  Bone  Marrow  (Hema- 
tologic Series)  — Youngstown  Hospital  Associa- 
tion, March  22. 

Clinical  and  Radiological  Aspects  of  Chronic 
Obstructive  Pulmonary  Disease  — Trumbull  Me- 


C.O 


Coronary  Care  in  Community  Hospitals 

SPONSORED  BY 

MADISON  COUNTY  HOSPITAL  — LONDON,  OHIO 
IN  ASSOCIATION  WITH 
WESTERN  ASSOCIATION  OF  MEDICINE,  JAMAICA 


9 DAYS  - 3 NIGHTS  only  $3  90 


PER  PERSON 
All  Inclusive  Except 
$125  Registration  Fee 
(For  Physicians) 


MONTEGO 

BAY 


APRIL  17-25, 
1971 


* EXCELLENT  "PRACTICAL"  PROGRAM 

* NOTED  CARDIOLOGY  LECTURERS 

* FIRST  CLASS  ALL  THE  WAY 

* MANY  "OTHER"  ACTIVITIES 

PLUS  FREE  TIME 


FOR  DETAILS  CONTACT 

JOHN  C.  STARR,  M.D. 
PROGRAM  DIRECTOR 
9 PARK  AVENUE 
LONDON,  OHIO  43140 

Phone  (614)  852-1663 


This  Program  Is  Acceptable  tor  13  Prescribed  Hours  by  the  American  Academy  of  General  Practice 
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Educational  Opportunities  in  Ohio — Continued 


morial  Hospital,  Warren;  luncheon  program, 
March  23;  Gerald  L.  Baum,  M.D.,  head  Pul- 
monary Section  B,  Veterans  Administration  Hos- 
pital, Cleveland,  and  associate  professor  of  medi- 
cine, Case  Western  Reserve  University. 

International  Conference  on  Non-Ionizing 
Radiation  Safety  — at  the  Sheraton-Cibson  Hotel, 
Cincinnati,  March  29-31;  under  combined  aus- 
pices of  the  U.S.  Public  Health  Service,  Bureau  of 
Radiological  Health,  and  the  Laser  Laboratory  of 
the  Medical  Center,  University  of  Cincinnati; 
contact:  Laser  Laboratory,  Children’s  Hospital 
Research  Foundation,  Elland  Avenue  and  Bethes- 
da  Avenue,  Cincinnati  45229;  (Followed  by 
course  on  The  Applications  of  the  Laser  in  Biolog)', 
Medicine  and  Dentistry,  April  1-3  - — See  under 
April.) 

Infectious  Diseases  — Sponsored  by  Ohio 
State  University  College  of  Medicine,  at  the 
OSU  Center  for  Tomorrow,  2400  Olentangy 
River  Road,  Columbus,  March  31. 

tipdating  Neurology  — Cleveland  Clinic 
Educational  Institute,  2020  East  93rd  Street, 
Cleveland  44106;  March  31  - April  1;  for  spe- 
cialists and  nonspecialists. 


April 

The  Applications  of  the  Laser  in  Biology, 
Medicine  and  Dentistry,  at  the  University  of 
Cincinnati  Medical  Center,  April  1-3;  contact 
Leon  Goldman,  M.D.,  Laser  Laboratory,  Chil- 
dren’s Hospital  Research  Foundation,  Cincinnati 


45229;  or  phone  513-281-6156  — Ext.  405.  (This 
course  follows  the  International  Conference  on 
Non-Ionizing  Radiation  Safety  — See  under 
March.) 

Second  Annual  Sports  Medicine  Symposium 

■ — Cleveland  Clinic  Educational  Foundation,  2020 
East  93rd  Street,  Cleveland  44106;  April  5-6. 

Fourth  Annual  Cancer  Symposium  — Spon- 
sored by  Ohio  State  University  College  of  Medi- 
cine, at  the  OSU  Center  for  Tomorrow,  2400 
Olentangy  River  Road,  Columbus;  April  7. 

The  Hemostatic  Process  (Hematologic  Series) 
— - Youngstown  Hospital  Association,  April  11. 

Special  Problems  in  Children’s  Fractures  — 

Fort  Steuben  Academy  of  Medicine,  Fort  Steuben 
Motor  Hotel,  Steubenville;  8:15  p.m.,  April  13; 
guest  lecturer,  Paul  H.  Curtiss,  Jr.,  M.D.,  Co- 
lumbus. 

Symposium  on  Anesthesiology  — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  April  14-15. 

Anesthesia  Conference  — Ohio  State  Uni- 
versity College  of  Medicine,  Columbus;  at  the 
OSU  Center  for  Tomorrow,  2400  Olentangy  River 
Road,  Columbus;  April  16. 

Management  of  Graves  Disease  (Metabolic 
Series) — Youngstown  Hospital  Association,  April 
26. 

Respiratory  Failure  — Trumbull  Memorial 
Hospital,  Warren;  April  27. 


SUCCESSOR  TO 

NONE  OF  ITS  DISADVANTAGES 


NOW  AVAILABLE 
for  the  first  time 

Full  71/2  gr.  Tablet[ 

BLUE  COLOR 


AVAILABLE  THROUGH  YOUR  WHOLESALER 

BLESSINGS,  INC. 

Cleveland,  Ohio  44121 

References  on  request 


> 


ALL  of  its  advantages 
insures  full  sedative  action 
• TABLET  FORM  • NON-IRRITATING  • STABLE 


Chloral  — the  “old  reliable”  — for  more  than  100 
years  is  dramatically  improved  in  DriClor  (chloral 
hydrate  with  the  amino  acid  glycene).  DriClor  is  less 
toxic  . . . more  stable  . . . non-irritating  to  the  stomach 
. . . and  more  effective  grain  for  grain. 

The  effective  sedative,  hypnotic  and  anti-convulsant 
form  of  Chloral  Hydrate. 

Also  Chlorasec  for  quick,  even  sleep.  DriClor  inner 
core  (equivalent  to  3.75  Grs.  of  Chloral  Hydrate). 
Secobarbital  acid  outer  coat  (.75  Grs.) 
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Someone 

acutely  ill 
needs  this 

hed. 


It’s  available  because  of  Me  dicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — - 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


11  ice  Place  to  fjet  Well 


Medicenter  of  America  / Akron  • Cincinnati  • Columbus,  Ohio 


ON  THE  OMPAC  FRONT 


Ohio's  PAG  Efforts  Show  Excellent  Results 
in  the  Recent  November  3 Election 


LMOST  85  PERCENT  of  the  candidates 
running  in  the  recent  November  3 General 
Election  who  received  financial  support  from  the 
Ohio  Medical  Political  Action  Committee  (OM- 
PAC) were  elected,  according  to  a summary 
statement  released  by  Frank  H.  Mayfield.  M.D., 
Cincinnati,  chairman  of  the  committee. 

Dr.  Mayfield  labeled  this  an  achievement  of 
no  small  proportions  in  view  of  the  political  un- 
certainty and  unusual  developments  which  made 
the  November  3 election  in  Ohio  an  unprecedented 
guessing  contest. 

Figures  Tell  the  Story 

• OMPAC  made  financial  contributions  to 
the  support  committees  of  92  candidates  for  state 
executive  offices,  the  United  States  Congress  and 
Ohio  General  Assembly  ...  78  of  whom  were 
elected.  Support  was  given  regardless  of  the  candi- 
date’s political  party,  being  based  on  the  com- 
mittee’s opinion  as  to  the  qualifications  of  the 
candidate. 

• Total  contributions  to  support  committees 
amounted  to  $87,675. 

• Contributions  totaling  $6,900  were  made 
to  committees  backing  two  candidates  for  state 
executive  offices. 

• A contribution  of  $7,500  was  made  to  the 
candidacy  of  a candidate  for  the  United  States 
Senate. 

• OMPAC  made  contributions  totaling  $50,- 
500  to  committees  supporting  15  candidates  for 
seats  in  the  United  States  House  of  Representa- 
tives. 

• Support  committees  of  14  candidates  for 
seats  in  the  Ohio  Senate  received  contributions 
totaling  $4,600. 

• Contributions  adding  up  to  $18,175  were 
made  in  support  of  60  candidates  for  the  Ohio 
House  of  Representatives. 

• Candidates  for  the  office  of  governor  and 
the  office  of  state  auditor  supported  by  OMPAC 
were  defeated. 

• The  OMPAC-supported  candidate  for 
U.S.  Senator  was  elected. 

• All  15  candidates  for  the  U.S.  House  of 
Representatives  who  received  OMPAC  support 
were  elected. 

• Of  the  14  candidates  for  the  Ohio  Senate 
who  were  aided  by  OMPAC,  13  were  elected. 

• OMPAC  supported  60  candidates  for  seats 
in  the  Ohio  House  of  Representatives,  49  of  whom 
were  elected. 


Looking  Toward  ’72 
In  his  statement  Dr.  Mayfield  asked: 

“What  of  1971  and  1972?” 

Amplifying,  he  added:  “It  is  hoped  that 
many  more  physicians  will  join  the  OMPAC 
team  in  1971  and  1972,  the  latter  being  another 
crucial  election  year.  The  Ohio  physicians,  aver- 
aging about  2,500  to  3,000  annually,  who  have 
contributed  to  OMPAC  are  to  be  commended. 
They  have  played  a major  role  in  making  the 
organized  strength  of  the  medical  profession  of 
Ohio  felt  in  the  political  arena  in  election  years 
1966,  1968  and  1970.  They  have  helped  to  elect 
many  well-qualified  persons  to  public  office,  thus 
supporting  efforts  to  improve  the  standards  of 
government  on  all  levels.” 

Financial  support  by  an  overwhelming  ma- 
jority' of  Ohio  physicians  — not  just  2,500  to 
3,000  — is  the  key  to  continued,  and  greater, 
successes  by  OMPAC. 

“OMPAC  was  able  to  help  more  qualified 
candidates  and  to  a greater  amount,  in  most  in- 
stances, in  1970  than  in  the  past.  This  was  because 
it  had  the  pooled  contributions  from  physicians 
for  both  1969  and  1970. 

“This  should  be  kept  in  mind  as  attention 
is  focused  on  Election  Year  1972.  Payment  of 
OMPAC  contributions  in  both  years,  1971  and 
1972,  is  extremely  important. 

“Now  is  the  time  for  physicians  to  make 
1971  OMPAC  contributions  of  $25.00.  This 
should  be  done  when  paying  1971  local,  state,  and 
national  medical  society  dues.  Local  medical  so- 
ciety secretaries  will  act  as  OMPAC  agents  in 
collecting  the  contributions  and  forwarding  them 
to  the  OMPAC  Columbus  office.  The  combined 
billing  and  combined  collection  procedure  has 
been  found  to  be  the  only  practical  way  of  ob- 
taining OMPAC  contributions. 

“Political  activity  is  an  around-the-clock 
endeavor.  Elections  are  won  between  election 
days.  Individual  political  activity  on  the  part  of 
individual  physicians  is  desirable,  commendable, 
and  necessary.  However,  it  is  not  enough.  Pooling 
of  the  interest,  activity  and  money  of  many,  many 
individual  physicians  through  the  Ohio  Medical 
Political  Action  Committee  is  what  gives  a real 
wallop  to  the  medical  profession’s  interest  in  good 
government  and  makes  the  profession  a potent 
factor  in  political  action. 

“Now  is  the  time  for  the  profession  to  gear 
up  for  ’72.  OMPAC  needs  the  active  interest  and 
financial  help  of  Ohio  physicians  now.” 
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How  OMPAC  Membership  Compares 


With 

OSMA 

Membership 

First  District 

OSMA 

OMPAC 

OSMA 

OMPAC 

Adams  . . 

9 

6 

Summit  

587 

45 

Brown  

16 

2 

Trumbull  

137 

60 

Butler  

200 

70 

1545 

378 

Clermont 

18 

3 

Seventh  District 

Clinton  

19 

4 

Belmont  

57 

17 

Hamilton  

1300 

362 

Carroll  

9 

4 

Highland  

18 

2 

Coshocton 

21 

0 

Warren  

14 

2 

Harrison  

7 

6 

1594 

451 

Jefferson  

73 

12 

Second  District 

Monroe  

3 

0 

Champaign  . 

14 

5 

Tuscarawas  

49 

15 

Clark  

131 

44 

’219 

54 

Darke  

25 

7 

Eighth  District 

Greene  

56 

13 

Athens 

42 

1 

Miami  

65 

25 

Fairfield  

50 

20 

Montgomery  . . . 

599 

259 

Guernsey  

. 25 

2 

Preble  

6 

1 

Licking  

69 

17 

Shelby  

23 

16 

Morgan  

3 

0 

919 

370 

Muskingum  

75 

39 

Third  District 

Noble 

2 

0 

Allen  

134 

64 

Perrv  

7 

2 

Auglaize  

16 

2 

Washington  

32 

0 

Crawford  

41 

19 

305 

Ifl 

Hancock  

45 

10 

Ninth  District 

Hardin  

28 

0 

Gallia  

39 

7 

Logan  

15 

1 

Hocking  

9 

0 

Marion  

69 

13 

Jackson  

14 

2 

Mercer  

19 

0 

Lawrence  

23 

12 

Seneca  

40 

13 

Meigs 

6 

0 

Van  Wert 

19 

5 

Pike  

6 

0 

Wyandot  

10 

3 

Scioto  

66 

21 

436 

130 

Vinton  

1 

1 

Fourth  District 

164 

43 

Defiance  

25 

18 

Tenth  District 

Fulton  

16 

3 

Delaware  

25 

4 

Henry  

12 

3 

Fayette  

15 

6 

Lucas  

639 

65 

Franklin  

. 972 

385 

Ottawa  

20 

8 

Knox 

37 

16 

Paulding  

8 

0 

Madison  

13 

4 

Putnam  

11 

4 

Morrow 

7 

5 

Sandusky  

47 

10 

Pickaway  

22 

9 

Williams  

18 

0 

Ross 

39 

28 

Wood  

39 

3 

Union 

16 

0 

*835 

Ti? 

1146 

457 

Fifth  District 

Eleventh  District 

Ashtabula  

58 

4 

Ashland  

. 26 

7 

Cuyahoga  

2287 

214 

Erie  

63 

25 

Geauga  

29 

15 

Holmes  

10 

4 

Lake  

112 

54 

Huron  

30 

16 

2486 

287 

Lorain  

919 

58 

Sixth  District 

Medina  

57 

17 

Columbiana  .... 

70 

9 

Richland  

. 123 

46 

Mahoning  

343 

111 

Wayne  

66 

28 

Portage  

61 

14 

587 

201 

Stark  

347 

139 

Totals  

10,236 

2,566 
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ACP  Sponsors  Second 
Self-Assessment  Program 

A new  opportunity  for  physicians  to  assess 
their  own  medical  knowledge  has  been  announced 
by  The  American  College  of  Physicians  (ACP). 

The  College’s  Second  Medical  Knowledge 
Self-Assessment  Program,  consisting  of  700  ques- 
tions in  nine  different  areas  of  general  medicine, 
will  be  made  available  to  all  physicians — whether 
or  not  they  are  members  of  the  medical  specialty 
organization. 

More  than  12,000  physicians  participated  in 
the  ACP’s  first  Self-Assessment  Program  which 
was  offered  in  1968. 

According  to  the  ACP’s  Ad  Hoc  Committee 
on  Continuing  Education,  the  Program  is  designed 
to  help  individual  physicians  determine  the  cur- 
rent level  of  their  own  biomedical  knowledge. 

In  a prospectus  prepared  for  mailing  to  ACP 
members,  the  Committee  said  it  “does  not  consider 
the  Self-Assessment  Program  as  a test  of  clinical 
competence.”  Rather  it  is  a “learning  process” 
which  will  enable  physicians  to  define  areas  that 
can  be  explored  in  the  future. 


The  questions  will  cover  nine  special  areas  of 
medicine — hematology,  rheumatology,  neurology, 
pulmonary  disease,  infectious  disease  and  allergy, 
gastroenterology,  renal  disease  and  electrolytes,  en- 
docrinology and  metabolic  disease  and  cardiovas- 
cular disease.  Nine  committees,  consisting  of  au- 
thorities in  each  area,  prepared  the  questions,  bas- 
ing them  on  “biomedical  information  which  has 
developed  during  the  past  decade  which  can  and 
should  be  applied  in  certain  circumstances  in  the 
care  of  the  sick.” 

The  ACP  said  that  a method  has  been  devised 
for  the  Second  Self-Assessment  Program  to  enable 
participants  to  tell  how  they  did  in  comparison  to 
the  whole  group — yet  with  preservation  of  the 
anonymity  of  each  physician.  (If  the  participant 
wants  to  have  his  own  results  become  part  of  the 
group  norm,  he  is  asked  to  answer  questions  with- 
out reference  material  or  other  help.) 

To  take  part  in  the  1971  Program,  physicians 
who  have  not  received  a prospectus  may  obtain 
one  by  writing  The  American  College  of  Physi- 
cians, Box  MKSAP-II,  4200  Pine  Street,  Phila- 
delphia, Pa.  19104.  Cost  of  participation  is  $20.00 
for  ACP  members;  $40.00  for  non-members. 
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Professional  Protection  Exclusively  since  1899 


OHIO  OFFICES: 

CINCINNATI:  Room  700,  3333  Vine  Street,  (513)  751-0657,  L.  A.  Flaherty 
CLEVELAND:  Suite  106,  23360  Chagrin  Boulevard,  Beachwood  44122,  (216)  464-9950 
A.  C.  Spath,  Jr.,  R.  A.  Zimmermann 
COLUMBUS:  1989  West  5th  Ave.(  (614)  486-3939,  J.  E.  Hansel 
TOLEDO:  Suite  212,  4334  W.  Central  Ave„  (419)  531-4981,  R.  E.  Stallter 
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Physician's  Bookshelf  . . . 

Handbook  of  Legal  Medicine,  Third  Edition, 
Alan  R.  Moritz,  M.D.,  and  R.  Crawford  Morris, 
LL.  B.,  both  of  Cleveland;  $8.75,  The  C.  V.  Mosby 
Company,  St.  Louis. 

This  handbook  is  described  as  the  first  such 
text  in  its  field,  in  the  earlier  editions.  Its  con- 
tinued popularity  is  attributable  to  the  fact  that 
it  is  a sensible,  brief,  and  concise  manual  for  both 
lawyers  and  physicians.  A working  desk  guide,  it 
is  intended  for  ready  reference  rather  than  de- 
tailed research. 

Dr.  Moritz  is  well-known  both  in  the  Cleve- 
land area  and  nationally  as  professor  of  pathology 
at  Case  Western  Reserve  University  and  as  an 
authority  in  the  field  of  legal  medicine.  Mr.  Morris 
is  an  attorney  with  broad  experience  in  the  legal- 
medical  field  and  is  associated  with  the  Cleveland 
law  firm  of  Arter  & Hadden. 


“QUOTE” 

Educational  Programs  — Psychic 
Stimulants  or  Psychic  Trauma? 

“With  these  factors  in  mind  as  one  compares 
the  use  of  amphetamines  to  the  use  of  narcotics 
among  physicians,  and  deviant  drug  users,  there 
appears  to  be  a common  theme.  Ambition,  over- 
striving, passivity — there  are  obviously  many  of  us 
who  have  these  three  characteristics  and  do  not 
become  drug  addicts.  Much  work  is  required  be- 
fore we  will  be  able  to  predict  the  course  of  an 
individual’s  life  on  the  basis  of  personality  charac- 
teristics. We  should,  however,  as  investigators 
make  attempts  in  such  a direction.  In  addition,  I 


believe  that  attention  should  be  given  to  our  edu- 
cational programs  with  the  thought  that  they 
should  become  psychic  stimulants  to  learning  rath- 
er than  psychic  trauma  that  interferes  with  the 
student’s  development  of  his  full  potential.  . . .” 
— Charles  Watkins,  M.D.,  in  the  Southern  Med- 
ical Journal 


Con- 

ven- 

ience! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144  s-144  tab- 
lets in  1 2 rolls. 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St  Louis,  Missouri  63102 
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OSMA  ANNUAL  MEETING 

MAY  10-  14,  1971 
COLUMBUS,  OHIO 


PRE-REGISTRATION 

All  persons  pre-registered  may  pick  up  their  badge,  pro- 
gram and  tickets  for  luncheons  and  “Scioto  Downs" 
party  at  the  pre-registration  desk  in  your  name.  Clip 
the  coupon,  fill  out  the  information  requested  along  with 
your  check  in  the  proper  amount  so  that  we  may  reserve 
tickets  for  you.  This  one  step  now  will  save  you  time 
later. 


“OSMA's  NIGHT  AT  SCIOTO  DOWNS  - 
Wednesday  evening,  May  12  — 6:30  P.M. 

NOW  there's  a new  meaning  for  "Exciting  Entertain- 
ment"! ! That's  right,  it  is  Scioto  Downs  . . . Ohio's 
Showplace  of  Racing.  A delightful  buffet  dinner  will  be 
served  at  the  Club  House.  You'll  have  a thrilling  view 
of  the  lightning  fast,  all-weather,  % mile  track  . . . and 
of  watching  some  of  the  nation's  finest  trotters  and 
pacers  in  action!  Don't  fret  the  transportation  problem 
— bus  service  will  be  provided  to  and  from  Scioto  Downs 
to  the  headquarters  hotel. 


ANNUAL  MEETING  PRE-REGISTRATION 

AND 

TICKET  FORM 

SOCIAL  FUNCTION  TICKETS  RESERVATIONS 

Note: 

(No 

tickets  reserved  without  money) 

Make  checks  payable  to:  Ohio 

State 

Medical  Association 

Mail  this  form  to:  Ohio  State  Medical 

Association,  17  South  High 

Street, 

Suite  500,  Columbus,  Ohio  43215 

Tuesday,  May  11,  12:00  Noon 

Wednesday,  May  12,  11:30  A.M. 

Wednesday,  May  12,  7:00  P.M. 

"Doctors  Day  Luncheon" 

"0MPAC  Luncheon” 

“OSMA’s  Night  at  Scioto  Downs” 

Sponsored  by  the  Woman’s  Auxiliary  to  the 

Sheraton-Columbus  Hotel 

Scioto  Downs 

Ohio  State  Medical  Association 

$5.00  per  person 

6000  South  High  St. 

Sheraton-Columbus  Hotel 

$11.00  per  person 

$5.00  per  person 

Number 

(Special  Price  to  Exhibitors  of  $800  per  person) 

Number 

Number 

Name 

(Please  Print) 

Address 

(Number  and  Street) 

(City) 

(State) 

1 am: 

Do  You 

Belong  to  OMPAC?  □ O 

1 1 OSMA  Member 

YES  NO 

O Non-Member  Physician 

Please  prepare  guest 

f~1  Medical  Student 

3adge  for  my  spouse. 

l~1  Guest 

(fill  in) 

(Please  print  name) 

Exhibits 

Wanted 


1971  Annual  Meeting-,  Ohio  State  Medical  Association 


TAO  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  is  just  the  place  to  display  it.  We  are 
now  accepting  applications  for  the  1971  OSMA  Annual  Meeting.  Those  eligible  to  apply 
are  as  follows:  (1 ) Exhibits  by  Ohio  physicians,  Ohio  medical  schools,  hospitals  or  similar 
organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies  on  invitation;  (3)  Vol- 
untary health  organizations. 

Exhibits  will  be  set  up  and  viewed  at  the  Veterans  Memorial  Building,  300  West 
Broad  Street,  Columbus.  EXHIBIT  DAYS  will  be  May  11,  12  and  13. 

Mail  application  to  the  Ohio  State  Medical  Association,  1 7 South  High  Street, 
Suite  500,  Columbus,  Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 

7977  Annual  Meeting,  Ohio  State  Medical  Association 

Veterans  Memorial  Building,  Columbus,  Ohio,  May  10-14 

1.  Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor(s): 

Institution  (if  desired): 

Ci  ty 

3.  Do  you  have  a built-in  exhibit? 

4.  Booth  Requirements:  Back  wall  All  sidewalls  are  6'  deep 

(indicate  (ootoge) 

5.  Description  of  Exhibit:  (Attach  200  word  description  to  this  blank) 

Deadline  For  Filing  Applications,  February  1,  1971 
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MAKE  YOUR  HOTEL  RESERVATIONS  FOR  THE  1971  OSMA  ANNUAL  MEETING 


COLUMBUS,  OHIO 


MAY  10-14 


~r 


to  better 


Leading  Downtown  Columbus 
Hotels  at  Prevailing  Rates 

SHERATON-COLUMBUS  MOTOR  HOTEL 
50  North  Third  Street 
(OSMA  Headquarters) 

Singles  $1 6.00  - $22.00 

Doubles  $22.00  - $27.00 

Twins  $22.00  - $27.00 

NEIL  HOUSE  MOTOR  HOTEL 
41  South  High  Street 

Singles  $1  3.00  - $20.00 

Doubles  $18.00  - $23.00 

Twins  $20.00  - $25.00 

SOUTHERN  HOTEL 
South  High  and  East  Main  Streets 

Singles  $1 0.50  - $1 1 .50 

Doubles  $13.50  - $14.50 

Twins  $14.00  - $20.00 

HOLIDAY  INN -DOWNTOWN 
175  East  Town  Street 

Singles  $14.00 

Doubles  $19.00 

Twins  $1 9.00 


“L_r 

_n_ 


'A 
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CHRISTOPHER  INN 
300  East  Boad  Street 
(Woman's  Auxiliary  Headquarters) 


Singles 

Doubles 

Twins 


Singles 

Doubles 

Twins 


$14.00  - $16.00 
$18.00 
$21.00 

PICK-FORT  HAYES  HOTEL 
31  West  Spring  Street 

$13.50  - $18.00 
$18.50  - $20.00 
$19.50  - $23.00 


All  rates  subject  to  change.  If  you  plan 
to  share  a room,  please  indicate  name 
of  roommate. 


HOTEL  RESERVATION  BLANK 

(Mail  to  Hotel  of  Choice) 


(Name  of  Hotel) 


(Address) 


.Columbus,  Ohio 


Please  reserve  the  following  accommodations  during  the  period  of  the  Ohio  State  Medical  Association 
Annual  Meeting,  May  10-14  (or  for  period  indicated). 


.Single  Room 
.Double  Room 


.Twin  Room 


Other  Accommodations. 


Price  Range  

Arrival:  May at A.M. P.M. 

Departure:  May. at A.M P.M. 

PLEASE  VERIFY  MY  RESERVATION 

Name 

Address 


Gone  with  the  wind 


The  gas/acid  group  of  disorders 

The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

:Slanger,  A.:  Med.  Times 3)4:130  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gel 

Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AH'ROBINS 




A.H.  Robins  Company,  Richmond,  Virginia  23220 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt , predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 
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Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


Obituaries 


Harry  Thomas  Atkins,  M.D.,  Cincinnati; 
University  of  Cincinnati  College  of  Medicine, 
1936;  aged  60;  died  November  21;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  Fellow  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists;  diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy; practiced  in  Cincinnati  and  in  Hamilton 
where  he  was  chief  of  staff  at  Fort  Hamilton 
Hospital;  during  World  War  II  served  with  the 
Naval  Medical  Corps;  survived  by  his  widow,  two 
sons,  and  a brother. 

Arthur  Alexander  Brown,  M.D.,  Barberton; 
Ohio  State  University  College  of  Medicine,  1934; 
aged  60;  died  October  30;  member  of  the  Ohio 
State  Medical  Association,  the  American  Medical 
Association,  and  the  American  Academy  of  Gen- 
eral Practice;  general  practitioner  in  the  Barberton 
area  since  1946;  veteran  of  World  War  II;  sur- 
vived by  his  widow,  three  brothers,  and  two  sisters. 

John  Francis  Cronin,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1932; 
aged  67;  died  November  21;  member  of  the  Ohio 
State  Medical  Association  and  the  American  Medi- 
cal Association;  general  practitioner  in  the  Cin- 
cinnati area  for  a number  of  years;  veteran  of 
World  War  II;  survived  by  his  widow  and  a son. 

William  James  East,  M.D.,  Freeport,  Illinois; 
Ohio  State  University  College  of  Medicine,  1941; 
aged  59;  died  November  14  as  the  result  of  a fire 
in  his  home;  interned  at  Lucas  County  General 
Hospital,  Toledo;  veteran  of  World  War  II  and 
served  with  the  Veterans  Administration  before 
opening  his  practice  in  Illinois. 

Theodore  Edward  Finegan,  M.D.,  Elyria; 
Western  Reserve  University  School  of  Medicine, 
1945;  aged  52;  died  November  20;  member  of  the 
Ohio  State  Medical  Association;  practiced  in  the 
Elyria  area  for  20  years;  served  on  the  Mental 
Retardation  Board;  veteran  of  World  War  II; 
survived  by  his  widow,  two  sons,  two  daughters, 
his  parents,  two  sisters,  and  a brother. 

Elmer  Alexander  Mastics,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1924;  aged  70;  died  November  18;  member  of  the 
Ohio  State  Medical  Association,  the  American 
Medical  Association,  and  the  American  Society  of 


Abdominal  Surgery;  Fellow  of  the  American  Col- 
lege of  Surgeons;  diplomate  of  the  American 
Board  of  Surgery;  physician  and  surgeon  of  long 
standing  in  Cleveland;  veteran  of  World  War  I; 
survived  by  his  widow,  three  sons,  a sister,  and  two 
brothers. 


Gilbert  Richard  Micklethwaite,  M.D.,  Ports- 
mouth; Johns  Hopkins  University  School  of  Medi- 
cine, 1917;  aged  79;  died  October  29;  member  of 
the  Ohio  State  Medical  Association  and  the  Amer- 
ican Medical  Association;  native  of  Portsmouth 
and  practitioner  of  long  standing  there;  active  in 
civic  affairs  and  medical  organization  work;  mem- 
ber of  The  Council  of  OSMA  as  Councilor  of  the 
Ninth  District  from  1942  to  1948;  served  as  team 
physician  for  many  sports  teams;  active  in  the 
Presbyterian  Church,  Kiwanis  Club,  and  several 
Masonic  bodies;  veteran  of  World  War  I;  survived 
by  a son  and  a daughter. 

Edward  Patrick  Monaghan,  M.D.,  Cleveland; 
Cleveland  College  of  Physicians  and  Surgeons, 
1902;  aged  90;  died  November  8;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  Fellow  of  the  American  Col- 
lege of  Surgeons  and  of  the  International  College 
of  Surgeons;  retired  in  1967  after  a long  career 
as  physician  and  surgeon  in  Cleveland ; formerly 
on  faculty  of  Western  Reserve  University  School 
of  Medicine;  survived  by  a sister  and  a brother. 

Charles  James  Mullen,  M.D.,  Pomeroy; 
Hahnemann  Medical  College  of  Philadelphia, 
1945;  aged  52;  died  November  3;  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  general  practitioner  in  the 
Pomeroy  area  since  1946;  president  of  the  Meigs 
County  Heart  Association  and  served  on  the 
Meigs  County  health  board;  survived  by  his 
widow,  his  mother,  and  two  brothers. 

Charles  A.  Phillips,  M.D.,  Toledo;  Ohio  State 
University  College  of  Medicine,  1929;  aged  70; 
died  November  17  as  the  result  of  a traffic  ac- 
cident; member  of  the  Ohio  State  Medical  As- 
sociation and  the  American  Medical  Association: 
practitioner  of  long  standing  in  the  Toledo  area, 
and  active  in  a number  of  local  organizations; 
veteran  of  World  War  II;  associated  in  practice 
with  his  brother,  Dr.  William  A.  Phillips  who 
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survives.  Other  survivors  include  his  widow,  a son, 
and  a sister. 

Joseph  Charles  Placak,  Sr.,  M.D.,  Abingdon, 
Va.;  University  of  Wooster  Medical  Department, 
Cleveland,  1903;  aged  88:  died  November  5;  form- 
er member  of  the  Ohio  State  Medical  Association; 
member  of  the  American  Medical  Association; 
Fellow  of  the  American  College  of  Chest  Physi- 
cians and  of  the  American  College  of  Physicians; 
diplomate  of  the  American  Board  of  Internal 
Medicine;  practitioner  of  long  standing  in  Cleve- 
land before  his  retirement  about  15  years  ago; 
formerly  on  the  faculty  of  Western  Reserve  Uni- 
versity School  of  Medicine;  former  superintendent 
of  what  is  now  the  Sunny  Acres  Tuberculosis 
Hospital:  former  director  of  the  Academy  of  Med- 
icine of  Cleveland ; active  in  numerous  other  local 
affairs;  veteran  of  World  War  I.  Dr.  Joseph  C. 
Placak,  Jr.,  is  his  son.  Also  surviving  are  his 
widow,  another  son.  and  two  daughters. 

William  I ^ee  Porter,  M.D.,  Oxford;  University 
of  Cincinnati  College  of  Medicine,  1925;  aged 
70;  died  November  14;  former  member  of  the 
Ohio  State  Medical  Association  and  the  American 
Medical  Association;  practitioner  in  the  Butler 
County  area  for  many  years,  first  at  College  Cor- 
ner and  later  in  Oxford;  veteran  of  World  War 
II;  survived  by  a daughter,  three  sons,  three  sisters, 
and  three  brothers. 

Joseph  Veber,  M.D.,  St.  Augustine,  Florida; 
medical  degree  from  the  Hungarian  University  at 
Szeged,  1923;  aged  73;  died  November  1 1 ; general 
practitioner  of  long  standing  in  Cleveland  before 
his  retirement  in  1963;  also  an  accomplished 
musician  and  artist;  survived  by  hs  widow  and 
a sister. 

Frank  McLeod  Wiseley,  M.I).,  Findlay;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1924; 
aged  73;  died  November  15;  member  of  the  Ohio 
State  Medical  Association,  the  American  Medical 
Association,  and  the  American  Society  of  Internal 
Medicine;  Fellow  of  the  American  College  of 
Cardiology'  and  the  American  College  of  Phy- 
sicians; practitioner  in  Findlay  for  some  45  years; 
past  president  of  the  Hancock  County  Medical 
Society  and  delegate  of  the  society  to  the  OSMA 


Four  Professionals  Among 
Huntington  Disaster  Victims 

Professional  ties  extend  over  state  bor- 
ders in  many  areas  of  Ohio.  This  link  was 
brought  home  to  physicians,  especially  in 
Southern  Ohio,  with  the  recent  Huntington, 
W.  Va.,  disaster  which  claimed  the  lives  of 
three  physicians,  a dentist,  and  their  wives. 

The  ill-fated  plane  which  crashed  on 
November  14  was  carrying  the  Marshall 
University  football  team  and  a number  of 
prominent  citizens  of  the  Huntington  area, 
including  the  following  professional  people 
and  their  wives. 

Joseph  E.  Chambers,  M.D., 

Ray  R.  Hagley,  M.D., 

Herbert  D.  Proctor,  M.D.,  and 
Glenn  Preston,  D.D.S. 


House  of  Delegates  for  many  years;  active  in 
numerous  local  organizations;  veteran  of  World 
War  I.  Dr.  Richard  J.  Wiseley,  of  Toledo,  is  a son. 
Also  surviving  are  his  widow,  another  son,  a daugh- 
ter, and  two  sisters. 

Herbert  Beach  Wright,  M.D.,  Cleveland;  Har- 
vard Medical  School,  1923;  aged  72;  died  No- 
vember 4;  member  of  the  Ohio  State  Medical 
Association,  the  American  Medical  Association, 
American  Urological  Association,  Aerospace 
Medical  Association,  and  the  Society  of  Medical 
Consultants  to  the  Armed  Forces;  Fellow  of  the 
American  College  of  Surgeons;  diplomate  of  the 
American  Board  of  Urology  and  of  the  American 
Board  of  Preventive  Medicine;  practitioner  of  long 
standing  in  Cleveland  ; past  president  of  the  Acad- 
emy of  Medicine  of  Cleveland;  former  delegate 
of  the  Cleveland  Academy  to  the  OSMA  House 
of  Delegates:  among  activities  on  the  state  level, 
served  on  the  OSMA  Committee  on  Emergency 
Medical  Services;  former  member  of  the  AMA 
Council  on  National  Emergency  Medical  Services; 
veteran  of  World  War  I and  during  World  War 
II  was  decorated  for  outstanding  military  service; 
survived  by  his  widow,  a son  and  a daughter. 
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Woman’s  Auxiliary  Highlights... 

Mrs.  Robert  E.  Krone,  State  Publicity  Chairman 
4755  Miami  Road,  Cincinnati,  Ohio  45243 


“Sunny  and  clear,  high  expected  near  seventy, 
current  temperature  fifty-three  degrees.”  That's 
the  weather  for  today  in  Cincinnati  as  I write 
this  column  and  as  our  state  nominating  com- 
mittee meets  in  Columbus  to  begin  selection  of 
future  auxiliary  officers.  Unbelievably,  it  is  early 
December!  When  you  are  reading  this  in  mid- 
January,  check  the  weather  report  again.  And 
think  of  your  State  Board  — we  are  meeting  in 
Columbus  on  January  19.  Are  we  lucky  or  not? 
“Sunny  and  clear”  or  “cloudy  and  cold?”  Rain 
or  snow?? 

Since  that  time  is  not  too  far  away,  I must 
finish  up  reports  from  the  fall  Board  meeting. 
Several  of  our  counties  send  news  notes  regularly 
to  this  column.  But  for  many  others,  word  of 
activities  comes  indirectly  through  the  District 
Directors  to  the  State  Board. 

Ohio’s  Eleven  Districts 

Ohio’s  88  counties  are  divided  into  1 1 dis- 
tricts to  strengthen  auxiliary  and  medical  society 
contacts  and  activities.  The  districts  vary  in  size 
and  number  of  counties.  Fifty-four  of  the  counties 
have  organized  auxiliaries,  while  physicians’  wives 
in  unorganized  counties  join  the  state  auxiliary 
as  members-at-large. 

District  directors  are  elected  for  two-year 
terms  with  selections  being  made  from  the  even- 
numbered  districts  one  year  and  from  the  odd- 
numbered  districts  the  next.  This  provides  both 
“old”  and  “new”  representation  on  the  State 


Board  each  year.  Here  are  excerpts  from  the  re- 
ports given  by  the  district  directors. 

Mrs.  Paul  Woodward,  Jr.,  First  district, 
described  Clinton  County’s  unique  division  of 
responsibilities.  There  are  14  active  members  and 
14  events  planned.  Everyone  does  a job  and  every- 
thing gets  done! 

Mrs.  James  Stewart,  Butler  County  president, 
initiated  a newsletter  that  is  so  interesting  that 
“dropouts”  feel  like  “left  outs.”  Nancy  predicts  a 
very  good  year  for  this  county.  She  also  com- 
mented favorably  on  Hamilton  County’s  new 
organization  plan  which  gives  the  president  as- 
sistance in  correlating  the  work  of  her  many 
committees. 

Second  District 

Mrs.  S.  J.  Glueck,  Second  District,  reported 
plans  for  a District  Meeting  in  March.  Greene, 
Clark,  Montgomery,  and  Miami  Counties  are  well 
organized  and  functioning  smoothly.  Three  of  the 
smaller  counties  (Preble,  Darke,  and  Champaign) 
have  fewer  meetings  per  year  and  work  on  projects 
of  local  interest. 

Third  District 

Mrs.  Albert  May  reported  that  seven  of  the 
1 1 counties  in  the  Third  District  have  organized 
auxiliaries.  This  includes  Allen,  Crawford,  Han- 
cock. Hardin,  Marion,  Mercer,  and  Van  Wert. 
The  members  of  Auglaize  County  are  very  active 
members-at-large.  Mrs.  May  is  planning  to  visit 
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the  counties  individually,  rather  than  have  a dis- 
trict meeting. 

Mrs.  \V.  L.  Damschroder,  fourth  District, 
stated  that  three  of  her  ten  counties  are  well 
organized  — Lucas,  Ottawa,  and  Sandusky.  A 
district  meeting  was  held  in  November. 

Northeastern  Ohio 

Mrs.  Elden  Weckesser,  Fifth  District,  an- 
nounced that  her  district  held  its  first  meeting  in 
four  years  last  October.  Appropriately,  the  theme 
was  “Getting  to  Know  You.”  Ashtabula,  Lake, 
and  Cuyahoga  have  had  membership  teas  or  new 
member  programs. 

Mrs.  John  R.  Willoughby,  Jr.,  Sixth  District, 
indicated  plans  to  visit  her  counties,  most  of  which 
have  active  programs  underway  for  the  year. 

The  Eastern  Counties 

Mrs.  William  B.  Mikita,  Seventh  District,  was 
pleased  with  the  success  of  their  district  meeting 
in  November.  She  reported  well  organized  auxilia- 
ries in  Jefferson,  Belmont,  Coshocton,  and  Tusca- 
rawas Counties. 

Mrs.  George  Fred  Jones,  Eighth  District, 
stated  that  she  had  attended  the  Eighth  Councilor 
District  Conference  in  Newark  in  September.  She 
has  contacted  the  nine  counties  in  her  district 
regarding  their  programs  for  the  year. 

Mrs.  B.  U.  Howland,  Ninth  District,  reported 
that  her  district  meeting  in  Portsmouth  in  October 
was  well  attended.  Scioto’s  newsletter  is  being  sent 
to  the  15  members-at-large  in  the  district  with  a 
standing  invitation  to  come  to  that  county’s 
regular  meetings. 

Mrs.  William  Myers,  Tenth  District,  has 
visited  the  auxiliaries  in  both  Delaware  and  Knox 
Counties.  Plans  are  being  made  for  a district 
meeting. 

Gleanings  from  the  Newsletters 

In  late  November  and  early  December  many 
counties  were  completing  their  Christmas  card 
sales,  holding  holiday  philanthropic  events,  col- 
lecting sample  drugs  for  local  or  international 
distribution  and  working  on  local  fund  raising 
drives  for  United  Appeal,  Salvation  Army  and 
Tuberculosis  Associations.  In  Toledo  Mental 
Health  chairman,  Mrs.  Daniel  Wolff,  has  received 
a plea  for  volunteers  from  the  Bureau  of  Voca- 
tional Rehabilitation.  These  volunteers  are  needed 
to  help  interview  those  people  who  are  ready  to 
leave  the  hospital,  no  longer  mentally  ill  but 
separated  from  the  community  by  speech  pattern, 
habits,  or  appearance. 

Cleveland’s  annual  Chrysanthemum  Ball  for 
the  benefit  of  the  Philanthropy  Fund  was  held  at 


the  Sheraton  Cleveland  Hotel  on  November 
seventh.  Members  of  the  committee  included: 
Mrs.  Charles  M.  Greenwald,  chairman;  Mrs.  Al- 
lison J.  Berlin,  Jr.,  Mrs.  William  M.  Hegarty,  Mrs. 
Richard  J.  Hilfer,  Mrs.  Robert  C.  Kirk,  Mrs. 
Richard  J.  Nowak,  and  Mrs,  George  E.  Spencer, 

Jr- 

The  Holiday  Ball  in  Cincinnati  was  held  for 
the  benefit  of  the  auxiliary’s  day-care  center,  The 
Apple  Tree.  General  chairman,  Mrs.  Victor  H. 
Hinrichs,  was  assisted  by  Mrs.  Denis  F.  Cash,  Mrs. 
George  D.  J.  Griffin,  Mrs.  Paul  E.  Foldes,  Mrs. 
Richard  Wendel,  Mrs.  Edmund  C.  Casey,  Mrs.  O. 
Redmond  McNeill,  Mrs.  Edmund  H.  Neisen,  Mrs. 
Richard  B.  Salzer,  Mrs.  Robert  Slagle,  Mrs.  Lee 
J.  Vesper  Jr.,  Mrs.  Donald  E.  Gunderson,  Mrs. 
Manuel  Rodarte,  Mrs.  Don  N.  Berning,  Mrs. 
Arden  G.  Steele,  Mrs.  Richard  Neubauer  and 
Mrs.  Joseph  N.  Wilson. 

Stark  County’s  Christmas  Tea  was  held  at 
the  home  of  Mrs.  Henry  Clapper  on  December  15. 
Members  brought  children’s  gifts  which  were 
donated  to  Community  Christmas.  Later  in  the 
week  they  assisted  the  Community  Christmas  com- 
mittee with  the  distribution  of  toys  and  with 
hostessing  duties. 

The  Summit  County  Auxiliary  held  an  Old 
Fashioned  Auction  and  Bake  Sale  at  the  home 
of  Dr.  and  Mrs.  Franklin  Swenson  on  December 
first.  The  Doctor’s  Bells,  directed  by  Mrs.  H. 
Wendell  King,  presented  a program  of  Christmas 
carols.  Mrs.  A.  H.  Kyriakides  auctioned  the  items 
donated  by  auxiliary  members  and  the  proceeds 
were  used  to  purchase  an  amplifying  system  for 
the  chorus. 

Sustaining  Memberships  Needed 

A letter  from  WA-SAMA’s  national  commit- 
tee chairman  reminds  us:  “The  Woman’s  Aux- 
iliary to  the  Student  American  Medical  Asso- 
ciation is  an  organization  of  some  6,000  young 
medical  student  wives  who  will  not  only  influence 
but  guide,  mold  and  sculpture  tomorrow’s  medi- 
cine. It  is  composed  of  young  women  whose 
neophyte  capabilities  make  one’s  heart  swell  with 
pride  that  tomorrow’s  Auxiliary  of  doctors’  wives 
will  be  in  splendid  hands. 

“Please  give  your  ‘all’  in  order  that  these 
soon-to-be  auxiliary  members  will  have  every  op- 
portunity and  advantage  to  become  fully  educated 
and  schooled  concerning  medicine  so  that  the 
Medical  Tomorrow  will  be  a continuous  reality. 
What  better  investment  can  we,  in  the  auxiliary, 
make  than  in  WA-SAMA?” 

For  a sustaining  membership,  send  a five 
dollar  check,  payable  to  WA-SAMA,  to  our  state 
chairman,  Mrs.  Floyd  Beman,  310  East  Torrence 
Road,  Columbus,  43214. 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified,  $1.00  per 
line.  (9  lines  to  the.  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  Btb  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


EXCELLENT  OPPORTUNITY:  Large  industrial 
private  medical  practice,  Southwestern  Ohio,  wishes 
associate.  Reply  Box  547,  c/o  Ohio  State  Medical 
Journal. 


IMMEDIATE  OPENING:  INTERNIST  or  Gen- 
eral Practitioner  to  join  six  man  multi-specialty  group  in 
northeastern  Wisconsin.  Excellent  professional  opportuni- 
ty to  practice  in  a friendly  community,  only  two  actively 
practicing  physicians  (General  Practitioners)  in  the 
community  outside  of  our  clinic.  Salary  commensurate 
with  training  and  experience  first  year  and  then  full 
partnership.  Ideal,  safe  small  city  living  for  the  family 
on  scenic  Lake  Michigan  with  excellent  fishing,  boating 
and  hunting.  All  this  and  still  only  1 hours  drive  to 
Milwaukee  or  45  minutes  to  Green  Bay  or  lovely  Door 
County.  For  complete  details  contact  Robert  E.  Myers, 
M.D.,  Garfield  at  23rd.,  Two  Rivers,  Wisconsin  54241. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi,  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 
13,000  students,  modern  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  c/o  The  Ohio  State  Medical  Journal. 


PSYCHIATRIC  RESIDENCY  — modern  120  bed 
hospital  in  Akron  suburb,  40  mins,  from  Cleveland; 
comprehensive  3 yr.  approved  program.  Area  growing; 
high  demand  for  psychiatrists.  M.  Menassa,  M.D..  DME, 
Fallsview  Mental  Health  Center.  Cuyahoga  Falls,  Ohio 
44222  (216)  929-8301. 


RESIDENCY  P.M.  & R. : Newly  approved  Physical 
Medicine  & Rehabilitation  residency  in  1500  bed  Uni- 
versity of  Cincinnati  Medical  Center.  Training  includes 
P.M.  & R.  bed  service,  clinics,  consultations,  and  EMG 
under  four  full-time  physiatrists.  Emphasis  on  compre- 
hensive patient  care.  Individual  training  programs  may 
start  at  anytime.  For  further  information  contact:  Robert 
H.  Jebsen,  M.D.,  Professor  & Director,  Department  of 
Physical  Medicine  & Rehabilitation,  University  of  Cin- 
cinnati Medical  Center,  Cincinnati  General  Hospital. 
234  Goodman  Street,  S2-15,  Cincinnati,  Ohio  45229. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller, 
328  E.  State  St.,  Columbus  (614)  221-3743. 


FULLY  EQUIPPED  Doctor’s  office  at 

1261  E.  Main 

St.,  Columbus,  for 

rent; 

reasonable;  air 

conditioned.  Phone 

Jacob 

Ziskind,  M.D., 

614-235-1237. 

OB-GYN  AND  INTERNIST:  Board  eligible  or  certi- 
fied physicians  sought  to  join  an  eight  doctor  multi- 
specialty group.  High  starting  salary  with  liberal  fringe 
benefits.  Partnership  opportunity  after  one  year.  New 
facilities,  additional  space  planned.  One  excellent  500 
bed  hospital  in  community  with  privileges.  No.  Ridge- 
ville  (pop.  15,000)  neighboring  Elyria  (pop.  60,000) 
Located  20  miles  west  of  Cleveland.  Call  (216)  365- 
7311  for  more  information. 


CENTRALLY  AIR  CONDITIONED  FULL  SER- 
VICE OFFICE:  Prime  University  Heights,  Cleveland 
Heights,  South  Euclid  intersection.  Excellent  for  In- 
ternist, General  Practitioner,  Ophthalmologist,  or  other 
specialist.  Opposite  May’s  on  the  Heights.  Doctors  Cen- 
ter Bldg.  14077  Cedar  Road,  Cleveland.  Ohio  44118. 
Phone  216-321-5060. 


— More  Classified  Ads  on  Next  Page  — 
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OPENING  SOON! 

Announcing  second  new  professional 
building  opening.  Prime  location  at  Route 
161  and  Tamarack  Blvd.,  Columbus,  Ohio. 
Excellent  for  General  Practitioner,  Intern- 
ist or  other  specialists.  Contact : Metzger 
Management  Company,  1901  E.  Dublin- 
Granville  Rd.  (Route  161),  Columbus, 
43229  or  call  (614)  885-9800. 


PHYSICIANS  TO  RUN  EMERGENCY  ROOM— 
in  Southeast  Ohio  Hospital;  doctor  needed  who  can 
adjust  to  local  situation,  including  out-patient  care; 
salary  $25,000.00;  terms  and  details  may  be  discussed 
with  Harold  J.  Rolph,  Administrator,  Lawrence  County 
General  Hospital,  Ironton,  Ohio;  Phone  (614)  532-3231. 


FOR  172  BED  GENERAL  HOSPITAL  expand- 
ing to  255  beds  within  next  two  years.  Located  35  miles 
North  of  Columbus;  near  recreation  and  educational 
facilities.  Must  be  graduate  of  approved  school  and 
be  eligible  for  Ohio  Licensure.  Contact  James  L. 
Badertscher,  Director  of  Administrative  Services.  Marion, 
Ohio  43302. 


EMERGENCY  CENTER  PHYSICIANS  two 
full-time  physicians  for  Emergency  Center,  Lake  County 
Hospitals,  Painesville  and  Willoughby,  Ohio.  Hourly 
rate,  approximating  $22,000.  annually.  Call  or  write 
William  E.  Fletcher.  M.D.,  89  E.  Fligh  St.,  Painesville. 
Ohio.  Phone  (216)  354-3100. 


FOR  SALE:  Hamilton  exam,  table;  Hyfrecator; 
scale;  E.K.G.;  all  in  excellent  condition.  Write  Box 
621,  c/o  Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER  WANTED  in  Hunts- 
ville, Ohio.  Completely  equipped  modern  office  for  sale 
(or  rent)  due  to  death  of  physician.  Immediate  posses- 
sion. 8 miles  from  100  bed  Hospital.  Near  ski  slope,  lakes, 
hunting  areas,  1 hr.  from  Columbus,  Dayton,  and  Spring- 
field.  Contact:  Mrs.  Dimitri  Krajewsky,  Huntsville, 

O.  43324 


INTERNIST  AND  PEDIATRICIAN  WANTED— 
Group  of  two  general  surgeons  and  one  obstetrician- 
gynecologist  looking  for  board  qualified  or  certified  in- 
ternist and  pediatrician.  We  are  creating  a partnership 
of  young  well  trained  physicians  in  a mutual  compli- 
mentary practice.  Incorporation  is  in  process  with  excel- 
lent fringe  benefits.  We  are  located  in  north  central 
Wisconsin  serving  a community  of  approximately  25,000 
with  a summer  population  of  200,000.  We  have  excellent 
recreational  and  educational  facilities  including  college. 
Starting  salary  is  $25,000  with  partnership  after  one 
year.  Anyone  interested  write  to  Dr.  I.  E.  Schiek  Jr. 
c/o  The  Schiek  Clinic,  Rhinelander,  Wisconsin  54501  or 
call  collect  715-362-6160. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 
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ASSOCIATE — desired  for  developing  a group  with 
actively  established  G.P.  in  50,000  pop.  central  9!™° 
town  with  four  year  old  hospital  with  excellent  facilities. 
Salary  open — leading  to  partnership  with  incorporated 
practice  with  pension  and  retirement  fund.  Position 
available  immediately.  Reply  Box  618,  OSMA  Journal. 


OB  GYN  practitioner  to  take  over  an  active  prac- 
tice in  southern  Ohio.  I plan  to  retire  about  July  1,  1971, 
but  will  keep  practice  active.  Nothing  to  sell.  Will  rent 
completely  furnished  office;  records  of  some  200  patients 
who  are  now  receiving  prenatal  care.  My  Gyn  practice 
has  been  primarily  office,  but  major  hospital  practice 
could  be  quickly  built  up.  Write  or  call  J.  P.  McAfee, 
M.D.,  1004  24th  St.,  Portsmouth,  Ohio  45662  — Home 
phone  (614)  353-2609,  Office  353-6220. 


OLDER  GP  desiring  to  slow  down  but  practice  in 
limited  way  in  growing  retirement  community.  Liveable 
income  potential.  Office  gratis  until  income  permits 
modest  rental.  House  available.  Hospital  nearby.  Write, 
Manager  1 1 1 Wendy  Lane,  Waverly,  Ohio  45690. 


EXECUTIVE  DIRECTOR  — Comprehensive 
Community  Mental  Health  Center  serving  200,000 
catchment  area.  Position  available  for  person  of  imagina- 
tion and  experience  in  developing  and  expanding  a 
multi-disciplinary  program.  Academic  credentials  and 
professional  experience  must  be  in  psychiatry,  psychol- 
ogy, social  work,  or  allied  fields.  Salary  open,  depending 
on  training  and  experience.  STAFF  VACANCIES  — 
Positions  available  in  social  service,  psychology  education, 
vocational,  and  community  services.  Applications  will  be 
accepted  and  reviewed  while  agency  is  in  its  present  or- 
ganizational state.  Contact:  Child  and  Adult  Mental 

Health  Center,  1009  Realty  Building,  Youngstown,  Ohio 
44503,  Atten:  Mrs.  Margot  Wegner,  A.C.S.W. 


EMERGENCY  ROOM  PHYSICIAN  WANTED 
to  complete  group.  Full  time  coverage.  $30,000  annual 
guaranteed  salary  plus  percentage.  Present  group  oper- 
ating successfully.  Accredited  hospitals  with  opportunity 
to  assist  major  surgery  for  additional  remuneration. 
Southern  Ohio  city.  Ohio  license  required.  Address  com- 
munications to  Milton  J.  Daus,  M.D.,  Chief,  Emergency 
Physicians  Service,  1805  27th  Street,  Portsmouth,  Ohio, 
or  call  collect,  area  code  614,  354-5315,  or  in  his  ab- 
sence, to  Lowell  E.  Thompson,  Administrator,  Scioto 
Memorial  Hospital,  1805  27th  Street,  Portsmouth,  Ohio, 
area  code  614,  354-2813. 


WINDSOR  HOSPITAL 


A NONPROFIT  CORPORATION 
— ESTABLISHED  1 898  — 

Chagrin  Falls,  Ohio  44022 
247-5300  (Area  Code  216) 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

Booklet  available  on  request. 


Accredited  by  The  Joint  Commission  on  Accreditation  of  Hospitals. 

JOHN  H.  NICHOLS,  M.D.,  Medical  Director  G.  PAULINE  WELLS,  R.N.,  Admin.  Director  HERBERT  A.  SIHLER,  JR.,  Pres. 

MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals  — Ohio  Hospital  Association 
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For  the  treatment  of  the  aging  patient 

Cerebro-Nicin 


A Gentle  Cerebral  Stimulant  and 


capsules/elixir 

Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN"  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid.  100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 


DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 


CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 


REFER  TO 

PDR 


THE  BROWN  PHARMACEUTICAL  CO. 

F 2500  W. 6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
fiO  as  effective  therapy. 


k«f) 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 


T.  Jakobovits 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


M Android 


an>< 


(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains 

Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  10  mg. 


Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg 


Dose:  1 tablet  3 times  daily 
Available: 

Bottles  of  100,  500,  1000 
REFER  TO 

PDR 


Each  red  tablet  contains: 

Methyl  Testosterone  . 5 0 mg 


Thyroid  Ext.  (Va  gr.)  30  mg. 

Clutamic  Acid  . 50  mg 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily 
Available 

Bottles  of  100,  500,  1000 


Android-x 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 


Thyroid  Eit.  (1  gr.)  ..  64  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg 


Dose:  1 or  2 tablets  daily. 

Available 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  . 2.5  mg. 
Thyroid  Eit.  (V«  gr.)  15  mg. 

Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg 

Clutamic  Acid  100  mg 

Pyridoxine  HCL  5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg 


Dose:  2 tablets  daily. 
Available:  Bottles  Ot  60.  500. 


Contraindications  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos 
terone  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headacne, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  m males 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Reactions  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  watei,  patients 
receiving  Methyl  Testosterone,  m particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References  i Montesano,  P and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence  Clin  Med  12  69.  1966  2 Dublin.  M F Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67,  1964  3 Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac.  25  6,  1962  4 Heilman,  l , Bradlow,  H L , Zumotf.  B , Fukushima,  0 X.,  and  Gallagher,  T F 
Thyroid  androgen  interrelations  and  the  hypoci.olesteremic  effect  of  androsterone  ) Clin  Endocr  19  936, 
1959  5 Farris.  E J , and  Colton,  S W Effects  of  L thyroxine  and  hothyronine  on  spermatogenesis 
J Urol  79  863,  1958  6 0 so i A . and  Farrar.  G E United  States  Dispensatory  (ed  25  Lippmcott.  Phi i j 
delphia.  1955,  p 1432  7 Wershub,  L P.  Sexual  Impotence  in  the  Male  Thomas,  Springfield, 
lil  , 1959,  pp  79-99 
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anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
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Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 


' £ 


y. 


laboratories 


of  Hoffmann  La  Rocne  Inc 


Notiejp,  Ne*  Jersey  071 10 


THE  FRANCIS  A.  COUNTWAY 
LIBRARY  OF  MEDICINE 
BOSTON 


, His  wife  has  a lot  of  different 
menopausal  symptoms,  hut  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chains 
smoking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
'symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


2 4 lfi£&e\SiT;i:rihing,  please  consult 
tion,  a summary  of  which  follows: 


complete  product  informa- 


Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rareh 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible- 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


MenriumTiD 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 
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nars (178);  Three  Outstanding  Speakers  (179)  ; OSMA’s 
Night  at  Scioto  Downs  (180);  Scientific  Exhibits  Want- 
ed (183). 

(Continued  on  Page  189) 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted  The  drug  is  contraindicated  in  the  acute  surgical  abdomen 

Dulcolax  1.. it’s  predictable 

bisacodyl 

y£IM  GEIGY  PHARMACEUTICALS,  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION,  AROSLEV,  NEWYORK  10502  U 


NDER  LICENSE  FROM  BOEHRINGER  INGELHEIM  G. 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe- 
cial base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1 or  2 tablets  night  or  morning.  Children  (up  to  age 
10):  Vs  tablet.  A citrus  drink  taken  with  tablet  will  stimu- 
late action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Ohio  Nurses  Association 
Announces  Programs 

The  Ohio  Nurses  Association,  4000  East  Main 
Street,  Columbus  43213,  has  announced  a series 
of  educational  programs  for  the  early  part  of 
1971. 

Two  of  these  programs  were  held  in  Janu- 
ary. The  topic,  “Assessment  of  Patient’s  Needs— A 
Tool  for  Improving  Patient  Care,”  was  discussed 
by  Mildred  Moe,  R.N.,  Minneapolis  Health  De- 
partment, at  a Columbus  meeting.  Also  at  a 
Columbus  meeting,  Colonel  Drusilla  Poole,  Walter 
Reed  Army  Medical  Center,  spoke  on  the  subject, 
“Roles,  Relationships,  Motivation.” 

The  following  programs  have  been  an- 
nounced, with  subject,  principal  speaker,  category 
of  persons  invited,  etc. 

February  17-18:  “Death  and  Dying,”  Dr. 
Elisabeth  Kubler  Ross,  University  of  Chicago 
Hospitals;  members,  nonmember  nurses,  LPN’s, 
clergy,  and  other  health  personnel;  Carrousel  Inn, 
8001  Reading  Road,  Cincinnati. 

February  24:  “Innovations  in  Delivery  of 

Nursing  Care,”  Rosamond  Gabrielson,  Good  Sa- 
maritan Hospital,  Phoenix,  Arizona;  directors  of 
Nursing  Services  Assembly,  associates  and  assis- 
tants, ANA  members;  Crown  Inn,  1-71  at  Route 
161,  Columbus. 

March  10-11:  “Organism  Integrity  — The 

Wholeness  of  Man,”  a panel  discussion  represent- 
ing five  divisions  of  practice;  Council  on  Practice, 
members  and  nonmember  nurses;  Ramada  Inn, 
1-71  at  Route  161,  Columbus. 

March  22-23 : Operating  Room  Nursing 

Practice  Assembly,  open  to  ANA  members,  li- 
censed practical  nurses  and  operating  room  tech- 
nicians (sponsored  by  ANA  members)  in  operat- 
ing rooms,  obstetrical  departments,  emergency 
rooms,  and  central  supply:  Frances  Ginsberg,  Bos- 
ton, Mass.;  Ramada  Inn,  Cleveland. 

March  24-25 : Same  program  as  above,  at  the 
Imperial  House  West,  Columbus. 

(Other  programs  have  been  announced  and 
will  be  published  later.) 

Seek  Funds  to  Offset 
Unpaid  Patient  Care 

Following  is  an  excerpt  of  an  article  which 
appeared  in  Pediascript,  newsletter  of  Children’s 
Hospital.  Columbus. 

“Approximately  50  members  of  Children’s 
Hospital  Women’s  Board  auxiliary  are  asking 


Franklin  County  firms  for  funds  to  help  finance 
the  Hospital’s  unpaid  patient  care. 

“This  ‘Corporate  Participation  Program’  is 
one  of  several  Children’s  development  projects 
aimed  at  raising  an  estimated  $1  million  to  offset 
the  unpaid  patient  care  costs.  Last  year,  the  Hos- 
pital provided  approximately  $803,000  in  services 
to  children  whose  parents  were  unable  to  pay  for 
their  care. 

“This  program  was  initiated  in  an  attempt  to 
personalized  the  contact  with  top  corporate  execu- 
tives. . . 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  December.  List  shows 
name  of  physician,  county,  and  city  in  which  he 
is  practicing,  or  in  which  he  is  taking  postgraduate 
work. 


CUYAHOGA 

Joseph  P.  Fegen,  Jr. 

Cleveland 
Para  Garin-Vargas 
Norwalk 

Federico  S.  Medina 
Cleveland 

Maria  H.  Petrigalla, 
Cleveland 
Sanford  Summers 
Cleveland 

Emmanuel  A.  Taylan 
Cleveland 

LUCAS 

Pablo  A.  Pons 
Toledo 

Richard  T.  Torchia 
Toledo 

MONTGOMERY 
Larry  S.  Charme 
Dayton 
Ratne  S.  Das 
Dayton 

William  J.  Dieruf 
Dayton 

Richard  T.  Hoback 
Dayton 


Arlene  L.  Kagner 
Dayton 

Linda  E.  Kask 
Dayton 

Walter  W.  Keyes 
Dayton 

David  R.  Marcus 
Dayton 

Winifred  J.  Meyer 
Franklin 

Emil  W.  Peterson 
Dayton 

Kenneth  P.  Pohl 
Dayton 

Arthur  R.  Schramm 
Dayton 

A.  James  Sniderman 
Dayton 

Stanley  G.  Sturges 
Dayton 

Peter  J.  Vasiliadis 
Dayton 

SCIOTO 

Luiz  C.  S.  Kuntz 
Portsmouth 

Alexander  A.  Pacheco 
Portsmouth 


intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QU1-A-Z0NE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


die  night  shift 

of  depression... 
Insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  13486 


when  the  diagnosis  is  depression 

ELAVILHCI 

(AMITRIPTYLINE  HCI  I MSD) 

MSD  MERCK  SHARP  & DOHME 


Ambulatory  Medical  Care 
Survey  Announced 

The  National  Center  for  Health  Statistics  in 
the  U.S.  Department  of  Health,  Education,  and 
Welfare,  as  part  of  its  continuing  program  to 
provide  data  on  the  health  status  of  the  American 
people,  is  planning  the  National  Ambulatory 
Medical  Care  Survey  (NAMCS).  The  purpose  ol 
the  NAMCS  is  to  collect  objective,  quantitative 
information  which  can  be  used  to  describe  the 
types  of  ambulatory  patients  seen  by  physicians, 
the  nature  of  the  patients’  problems  and  the  re- 
sources for  their  care. 

This  information  is  needed  by  leaders  in 
medicine  and  related  professions  for  planning  and 
organizing  health  services,  for  planning  efficient 
utilization  of  health  facilities  and  manpower,  and 
for  determining  modifications  in  medical  educa- 
tion. 

The  survey  will  involve  a national  sample  of 
physicians  who  will  be  requested  to  provide  data 
concerning  a small  number  of  the  ambulatory 
patients  they  see.  When  the  NAMCS  is  in  full 
operation  (sometime  in  1972),  about  3,000  physi- 
cians each  year  will  be  providing  data  on  an  esti- 
mated 240,000  ambulatory  patient  visits.  Physi- 
cians selected  to  participate  in  the  survey  will 
provide  information  concerning  a sample  of  the 
patients  that  they  see  during  a two-day  period  in 
each  of  four  consecutive  calendar  quarters. 

All  physicians  will  be  replaced  by  new  sample 
physicians  after  participating  for  four  quarters. 
The  types  of  data  the  survey  will  collect  include 
age,  sex,  and  medical  problems  of  patients  plus 


treatment  prescribed  and  laboratory  tests  per- 
formed for  patients.  Of  course,  all  data  will  be 
held  completely  confidential  and  used  only  for  sta- 
tistical purposes. 

Ambulatory  medical  care  is  by  far  the  largest 
segment  of  the  American  health  services  system 
in  terms  of  prevalence  and  volume.  Yet,  little  has 
been  done  on  a national  scale  to  gather  reliable 
information  for  use  in  planning  and  research. 

The  American  Medical  Association  and  nu- 
merous other  major  medical  associations  have 
expressed  their  support  for  the  NAMCS  and  have 
provided  advice  and  consultation  in  its  develop- 
ment. 


Team  Studies  Potential 
Use  of  Placenta 

Studies  on  possible  clinical  uses  of  the  placen- 
ta have  been  made  possible  by  a $59,817  grant 
to  the  Ohio  State  University  Development  Fund 
by  the  lohn  A.  Hartford  Foundation,  Inc.,  New 
York  City. 

Dr.  John  C.  Ullery,  professor  and  chairman 
of  the  Department  of  Obstetrics  and  Gynecology, 
Dr.  John  G.  Boutselis,  associate  professor  of  ob- 
stetrics and  gynecology,  and  Dr.  Richard  P. 
Dickey,  assistant  professor  of  obstetrics  and  gyne- 
cology, are  attempting  to  determine  whether  phy- 
sicians have  been  discarding  a widely  available 
source  of  tissue  potentially  useful  for  surgical 
grafting. 


Accredited  by  The  Joint  Commission  on  Accreditation  of  Hospitals. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1898  — 

Chagrin  Falls,  Ohio  44022 
247-5300  (Area  Code  216) 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

Booklet  available  on  request. 


JOHN  H.  NICHOLS,  M.D.,  Medicol  Director  G.  PAULINE  WELLS,  R.N.,  Aamm.  Director  HERBERT  A.  SIHLER,  JR..  Pre> 
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TepanilTen-ta 

B (rnntim  mi  k rp  pn^p  fnrr 


(continuous  release  form) 

diethylpropion  hydrochloride,  N.F.) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
Isupport  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  In  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-103  / 2/71/  u.s.  patent  no.  3,001.910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


0103 


The  concert  was  just  underway, 


When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 

combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
t And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job  . . 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8°/«. 


AH  ROBINS 

A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


Robitussin-Pt 


CouohC# 


dear  the  tract 
with  the 


Robitussin  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  "flu" 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C 

Each  5 cc.  contains: 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg 

Dextromethorphan 

hydrobromide  15.0  mg 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 

Robitussin-DM  in  solid  form 
for  ‘‘coughs  on  the  go" 

Cough  Calmers 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Glyceryl  guaiacolate 50.0  mg 

Dextromethorphan 

hydrobromide  7.5  mg 


Select  the  RobitussinB,“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 

Robitussin" 

extra 

benefit 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

chart 

Cough 

Suppressant  Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

ROBITUSSIN? 

■m 

ROBITUSSIN  A-C* 

m m 

ROBITUSSIN-DM 

m 

m 

ROBITUSSIN-PE* 

m 

COUGH  CALMERS™ 

Q 

o 

o 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus 

' | 'HE  NEW  BULL  MARKET  is  on  its  way  but 
-*■  a change  in  attitude  of  investors  has  surfaced 
in  this  new  market.  Trading  in  speculative  stocks 
is  not  a vital  factor  in  this  rising  market.  Instead, 
we  find  an  ebullience  about  quality,  blue  chip 
stocks.  And  this  trend  in  investing  has  been  re- 
warding since  we  have  already  seen  substantial 
appreciation  in  the  top  quality  common  stocks, 
such  as  American  Tel.  & Tel.,  Standard  Oil  of 
N.J.,  Mobil  Oil,  Procter  & Gamble,  General  Mo- 
tors, and  many  other  true  blues.  Occasionally  we 
find  reports  bruited  about  a low  cost  speculative 
stock  but  most  investors  are  now  looking  before 
they  leap  and  the  rumors  melt  away  in  the  heat 
of  the  buyers’  resistance.  There  is  an  important 
difference  between  ‘‘speculation”  and  “invest- 
ment”. 

This  newborn  bull  will  grow  slowly  however. 
Almost  all  analysts  and  market  experts  are  ex- 
tremely encouraging  in  their  forecasts  for  1971, 
but  none  predict  a rapid  growth  of  this  bull.  We 
are  now  experiencing  an  investment  climate  that 
continues  to  offer  buying  opportunities  that  should 
not  be  ignored.  The  aggregate  income  potentials 
(dividends  plus  appreciation)  now  offered  by 
many  quality  stocks  is  an  invitation  that  even  the 
most  conservative  buyers  should  accept. 

The  principal  reasons  for  stock  ownership 
are  (1)  to  achieve  long  term  capital  gains,  (2) 
to  receive  income  in  the  form  of  dividends,  (3)  to 
offset  inflation,  and  (4)  to  buy  as  an  opportunity 
for  quick  profits.  There  are  a large  number  of 
quality  stocks  which  if  purchased  now,  should  pro- 
vide  an  investor  with  all  four  of  these  advantages. 
Fhe  excellent  investment  environment  of  today 
occurs  only  once  every  five  to  six  years.  The  future 
promises  new  products,  new  industries  and  new 
markets  to  serve  a growing  population. 

It’s  time  we  realize,  however,  that  earnings 


This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company,  Columbus. 


are  the  thing  in  making  investments.  If  the  com- 
pany is  not  profitable  and  the  earnings  outlook 
is  not  bright,  avoid  such  issues.  Choose  companies 
with  an  aggressive  research  and  marketing  pro- 
gram; companies  with  demonstrated  good  man- 
agement— these  are  important  factors  in  making 
an  investment.  Call  on  your  broker  to  help  you 
in  making  these  decisions.  What  I am  suggesting 
is  that  it  may  be  worthwhile  to  review  or  re- 
examine our  investment  objective  or  philosophy. 
Let’s  benefit  from  some  of  the  investment  mistakes 
we  have  made  in  the  past.  It  may  be  appropriate 
and  profitable  for  us  to  establish  some  1971  new 
bull’s  resolutions. 

Everyone  recognizes  the  tremendous  contri- 
butions made  by  computers  to  the  economy  of  the 
world.  However,  a prediction  by  a prominent  in- 
dustrialist is  noteworthy.  He  said:  “Eventually, 
computers  will  permit  a totally  controlled  national 
economy  in  which  all  of  the  information  needed 
to  run  businesses  will  be  made  in  the  right  place 
at  the  right  time  to  assure  maximum  efficiency 
and  the  smoothest  optimal  relationship  of  all  ele- 
ments of  the  economy”. 

My  stock  of  the  month  is  Smith  Kline  & 
French.  This  well  known  company  is  principally 
a manufacturer  of  ethical  pharmaceutical  special- 
ties and  is  a leader  in  the  mental  health  field 
in  the  sale  of  tranquilizers  and  central  nervous 
system  stimulants.  Notwithstanding  the  adverse 
effects  of  the  patent  expiration  on  Thorazine,  sales 
should  be  aided  by  the  introduction  of  the  new 
Cendevax  german  measles  vaccine,  as  well  as  the 
new  products  Eskalith  and  Ovnex.  The  1970 
earnings  showed  a creditable  increase  over  the 
1969  earnings  and  we  should  see  a continued  in- 
crease in  1971,  with  a steady  increase  in  the  con- 
sumer products  of  Contac  cold  products  and  the 
Sea  & Ski  suntan  line.  The  long  term  outlook  is 
enhanced  by  its  recent  diversification  into  the 
cosmetic  field,  with  the  introduction  of  the  Love 
cosmetics.  This  company  has  paid  dividends  since 
1923  and  the  current  dividend  is  $2.00  per  year. 
Smith  Kline  & French  is  a good  sound  company 
with  the  highest  Moody  rating  and  it  should  be 
attractive  to  investors  who  seek  safety  and  growth. 
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HERE  ARE 
THE  COLD  FACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 


ISOCLOR 


soclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
:olds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
afest  antihistamines.  And  pseudoephedrine  HCI  — a 
iecongestant  bronchodilator  providing  effective  and 
ong  lasting  relief  for  the  entire  respiratory  tract.  Both 
vork  to  extend  the  range  of  relief. 


COMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 

Chlorpheniramine  Maleate 4 mg. 

3seudoephedrine  HCI 25  mg. 

Each  isoclor  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

3seudoephedrine  HCI 65  mg. 

n a special  pellet  form  providing  both  prompt  and  sustained  effect. 


INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  4 h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

3/4-l  tsp.  q.  3-4  h. 

30-40  pounds 

1/2-%  tsp.  q.  3-4  h. 

20-30  pounds 

V4-V2  tsp.  q.  3-4  h. 

15-20  pounds 

Vb-Va  tsp.  q.  3-4  h. 

M ARNAR-STONE  LABORATORIES,  INC. 

W,  — M QUALITY-RESEARCH-SERVICE 

L SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

K.  ' -M  Mount  Prospect,  Illinois  60056 


What  To  Write  For  . . . 

The  Many  Faces  of  Health  Education — This 
pamphlet  is  a storehouse  of  information  on 
pamphlets,  posters,  books,  and  other  health  edu- 
cation materials  available  at  nominal  prices  from 
the  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Moving  and  Lifting  Patients  is  the  latest  in 
a growing  list  of  publications  prepared  by  the 
American  Rehabilitation  Foundation.  Sale  price 
of  the  40-page  manual  is  $1.75.  It  may  be  ob- 
tained from  the  Publications  Office,  American 
Rehabilitation  Foundation,  1800  Chicago  Avenue, 
Minneapolis,  Minnesota  55404. 

Help  for  Your  Troubled  Child — A pamphlet 
of  particular  interest  in  directing  parents  how  to 
go  about  seeking  help  for  children  with  behavioral 


problems.  Physicians  may  wish  to  consider  dis- 
tributing this  pamphlet  to  selected  patients  or 
selected  groups.  It  is  Public  Affairs  Pamphlet  No 
454  and  may  be  ordered  from  the  Public  Affairs 
Committee,  381  Park  Avenue  South,  New  York, 
N.  Y.  10016,  for  25  cents. 

The  Challenge  of  Transplantation:  In  this 
new  Public  Affairs  pamphlet,  Irving  Ladimer 
outlines  developments  to  date  and  discusses  many 
of  the  medical,  ethical,  social,  and  financial  ques- 
tions posed  by  transplantations.  The  pamphlet, 
written  for  the  lay  reader,  was  developed  with 
the  cooperation  of  the  National  Transplant  In- 
formation Center.  It  is  available  for  25  cents  from 
the  Public  Affairs  Committee,  381  Park  Avenue 
South,  New  York,  N.  Y.  10016.  Included  in  this 
pamphlet  is  a listing  of  other  pamphlets  available 
in  the  fields  of  family  life,  social  problems,  health 
and  science,  and  race  relations. 


NEW 


IVY  CAPS 


a pre-season  prophylaxis  to 

STOP 


POISON  IVY 
REACTION 

in  9 out  of  10  cases 


Improvement  of  a Formula  used  by 
Allergists  for  over  50  years 

• Full  season  protection  with  only 
200  IVY  CAPS 


• Just  Pennies  a Day 

• Sig— 1 Capsule  per  day 

• A natural  product  of  pure  plant 
oleoresins 


Send  for  Free  Test  Patches,  Information 


Exclusive  Distributors: 

ALLERGY 

LABORATORIES 

OF  OHIO,  INC. 


150  EAST  BROAD  STREET,  COLUMBUS,  OHIO  43215 
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It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Ylice  Place  to  Qet  TO! 


Medicenter  of  America  / Akron  • Cincinnati  • Columbus,  Ohio 


Tract  , 

Record. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli. Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels 
all  with  a 500mg.  potency,  b.i.d. 
prescription  cost. 


.convenience  and  low 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood). 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm./day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules— 250  mg.  in  bottles 
of  16  and  100.  bidCAPS-500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


Ground  Broken  ior  Cincinnati 
Medical  Building  Program 

A complex  of  structures  which  will  be  of 
immense  importance  to  medical  education  and 
research  locally  and  nationally  began  to  take  form 
on  December  10  at  the  University  of  Cincinnati 
Medical  Center  when  ground  was  broken  for  a 
Medical  Sciences  Building  and  adjacent  Surgical 
Research  Unit. 

Federal,  state,  and  city  officials  joined  Uni- 
versity staff  to  give  the  project  an  appropriate 
kick-off. 

A grant  of  $34.69  million  was  made  to  UC 
for  the  Medical  Sciences  Building  by  the  Bureau 
of  Health  Professional  Education  and  Manpower 
Training  of  the  U.S.  National  Institutes  of  Health. 
The  Surgical  Research  Unit  has  received  a $567,- 
000  grant  from  the  NIH’s  Health  Research  Facili- 
ties Branch  of  the  Division  of  Research  Facilities 
and  Resources. 

Dr.  Walter  C.  Langsam,  UC  president,  pre- 
sided at  the  ceremonies  on  the  grounds  of  Cin- 
cinnati General  Hospital,  east  of  the  Pathology 
Building.  The  spot  in  a few  years  will  be  in  the 
heart  of  the  new  10-story  Medical  Sciences  Build- 
ing, scheduled  for  completion  in  September,  1973. 
(Please  refer  to  August,  1970  issue  of  The  Journal, 
page  787,  for  more  details.) 


Medicolegal  Symposium 
Scheduled  in  New  York 

The  1971  National  Medicolegal  Symposium, 
jointly  sponsored  by  the  American  Medical  Asso- 
ciation and  the  American  Bar  Association,  will  be 
held  at  the  Americana  Hotel,  New  York  City, 
March  18-20. 

Registration  fee  is  $40.  Registration  may  be 
made  by  writing  Liaison  Committee  to  ABA, 
American  Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610.  (Fee  will  be 
refunded  if  cancellation  is  received  by  the  AMA 
not  later  than  March  5.) 


Dr.  Ivan  G.  Podobnikar,  Columbus,  pre- 
sented a paper  entitled  “Implementation  of  Psy- 
chotherapy by  Chlordiazepoxide  in  a Pioneering 
Rural-Industrial  Psychiatric  Practice — A Double- 
Blind  Research,”  for  the  seventeenth  annual  sci- 
entific meeting  of  the  Academy  of  Psychosomatic 
Medicine,  held  recently  in  Hamilton,  Bermuda. 
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Highlights  of  Ohio  Welfare 

Functions  and  Services  of  the 
Bureau  of  Crippled  Children  Services 


FOR  50  YEARS  Ohio  through  the  Bureau  of 
Crippled  Children  Services  (BCCS)  has  been 
providing  service  to  its  handicapped  children. 
Working  in  the  Department  of  Public  Welfare 
the  Bureau  administers  a statewide  program  whose 
goal  is  to  make  certain  that  Ohio’s  handicapped 
child  will  reach  adulthood  able  to  enjoy  his 
greatest  physical,  emotional,  and  social  potential. 

The  Bureau  of  Crippled  Children  Services, 
located  at  527  South  High  Street,  Columbus,  con- 
sists of  a staff  of  53,  headed  by  a board  certified 
pediatrician.  They  supervise  a continuing  case 
load  of  more  than  16,000  handicapped  children. 
Although  the  Bureau  has  no  district  offices,  field 
representatives  and  medical  specialists  through- 
out the  State  handle  cases  in  every  county  of 
Ohio. 

How  are  these  children  discovered?  Any  per- 
son who  has  knowledge  of  a crippled  child  in 
need  of  assistance  should  report  this  fact  to  a 
local  health  department,  welfare  department,  or 
child  welfare  board.  Numerous  public,  private, 
and  voluntary  agencies  in  all  areas  of  the  state 
provide  case  finding  and  reporting  of  crippled 
children. 

Our  key  “case  finder,”  of  course,  is  the 
private  physician,  who  is  the  chief  source  of  help 
for  the  child  and  parents.  He  makes  his  referral 
directly  to  a medical  specialist,  who  has  been  ap- 
proved by  the  BCCS.  The  medical  specialist  en- 
rolls the  child  in  the  program.  Newborn  infants 
requiring  immediate  surgical  treatment  are  re- 
ferred to  designated  medical  centers. 

Another  major  source  of  case  finding  is  the 
local  public  health  nurse.  She  works  closely  with 
the  family  physician  in  arranging  referral  of  the 
child  to  the  appropriate  medical  specialist.  She 
also  urges  personnel  of  local  newborn  nurseries  to 
report  the  children  with  evident  congenital  anom- 
alies. Home  visits  to  families  provide  her  with  the 
opportunity  to  observe  children  and  refer  those 
with  symptoms  of  handicapping  to  the  proper 
medical  resource.  Her  activities  in  the  school 
health  program  provide  her  with  further  chances 
for  observation  and  referral  of  such  children. 

Various  clinics  sponsored  by  the  local  health 
agencies  refer  children  to  the  medical  specialists. 


This  article  was  prepared  for  The  Journal  by  per- 
sonnel of  the  Ohio  Department  of  Public  Welfare 


Examples  of  these  clinics  are  child  health  con- 
ferences, diagnostic  ophthalmological  pediatric 
clinics,  pediatric  otological  diagnostic  clinics, 
school  health  clinics,  Head  Start  clinics,  and  day 
care  centers.  Outpatient  clinics  of  medical  cen- 
ters are  a further  source  of  referrals  to  this  pro- 
gram. 

Of  course,  not  all  children  referred  are  ac- 
cepted for  service  under  the  BCCS  program.  The 
Bureau  has  a population  group  for  whom  direct 
payment  services  can  be  provided — a group  de- 
fined by  medical  and  financial  eligibility  require- 
ments. Since  the  Bureau  is  a state  governmental 
agency,  appropriations  become  the  most  important 
factor  in  determining  eligibility  requirements.  As 
long  as  funds  remain  limited,  medical  eligibility 
must  strike  a balance  between  small  numbers  of 
expensive  cases  with  poor  or  guarded  prognosis 
and  large  numbers  of  children  with  remedial 
conditions  for  whom  a small  expenditure  means 
rehabilitation. 

The  Bureau  defines  a crippled  child  as  an 
individual  below  the  age  of  21  who  has  an  or- 
ganic disease,  defect  or  condition  which  may 
hinder  the  achievement  of  normal  growth  and 
development. 

General  eligibility  requirements  are: 

1.  The  child  must  be  under  21  years  of  age. 

2.  The  diagnosis  must  be  one  for  which  the 
Bureau  of  Crippled  Children  Services  will  pro- 
vide assistance,  and  the  condition  must  be  re- 
medial. 

3.  While  no  specific  level  of  intelligence  is 
required,  it  must  be  reasonably  certain  that  the 
recommended  procedure  will  help  the  child  in 
adjustment  to  life. 

4.  The  family  must  be  financially  eligible, 
must  live  in  Ohio  (no  minimum  length  of  resi- 
dence is  required)  and  be  unable  to  pay  all  or 
part  of  the  cost  of  treatment.  Financial  eligibility 
is  determined  by  the  Bureau  on  the  basis  of  in- 
formation submitted  by  the  parents. 

Medical  decision  as  to  acceptance  of  the 
child  into  the  program  is  made  by  the  BCCS 
Medical  Director  after  a review  of  the  treatment 
plan  submitted  by  the  medical  specialist.  Under 
the  medical  eligibility  requirements,  medical  treat- 
ment must  be  definitive,  of  recognized  standard, 
and  extend  over  a period  of  months.  The  child’s 
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sterile  solution  ( 300  ma  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride , U pjphn) 


and  single-dose  2 ml. 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


ie  Upjohn  Company  JA70-9835  MED  B-4-S  (KZL-5) 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


You  can't  fell  a redwood 
with  a hatchet 

With  vitamins,  too,  relative  needs  determine  the  choice. 

Alow  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  forvitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theraqran 

High  Potency  Vitamin  Formula 

Theragrair-M 

High  Potency  Vitamin  Formula  with  Minerals 


mm 
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SQUIBB 

'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.’™ 

(g)  E.R.  Squibb  & Sons,  Inc.  1970 


lonce-popular  treatment  for  back  pains 
to  have  the  seventh  son  of  a seventh  son 
or  walk  on  the  patient's  back. 


Jr  headache,  a sovereign  remedy  was 
Iwear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 
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’ay  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
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•f  pain  relief 
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Bass  ''B",  and  as  such  are  available  on  oral 

Bescription,  where  State  law  permits. 
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the  incomplete 
B-complex 

SPECIFICALLY  FOR  LEVODOPA  PATIENTS  — NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINE 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  B6)— whicf 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.12 


Larobec  Tablets 

A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec™  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C —but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 


1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D.:  Trans.  Amer.  Neurol.  Assoc.,  94: 81,  1969. 

2.  Cotzias,  G.  C.:  J.A.M.A..  210: 1255,  1969. 


Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  Bl2)  . . 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B6)  which  has 
been  reported'  7 to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1 . Duvoisin,  R.  C.,  et  al Trans.  Amer. 

Neurol.  Assoc.,  94:  81, 1969. 

2.  Cotzias,  G.  C.-.J.A.M.A.,  210: 1255, 1969. 


Welfare  Highlights  (Contd.) 

medical  condition  must  be  remedial,  long-term, 
and/or  expensive.  Naturally,  exceptions  to  these 
guidelines  do  occur  in  order  to  make  the  services 
more  accessible  to  the  individual  child. 


Financial  Eligibility 

Determination  of  financial  eligibility  con- 
siders the  family’s  income  and  resources,  as  well 
as  the  type,  length,  and  anticipated  amount  of 
treatment  the  child  will  require.  Also  taken  into 
account  is  the  effect  that  these  factors  will  have 
on  the  family’s  financial  resources.  The  family  is 
not  expected  to  deplete  its  resources  in  providing 
for  medical  care  to  the  extent  that  other  members 
of  the  family  will  undergo  hardship. 

Although  most  of  the  families  are  in  the  lower 
income  levels,  many  with  good  gross  income  are 
eligible  for  service.  This  occurs  as  a result  of  the 
high  cost  of  some  procedures  or  because  of  ex- 
clusions in  insurance  coverage.  Every  family  assists 
with  the  cost  of  care  to  the  extent  its  income  and 
resources  permit. 


Treatment  and  Follow-Up 

Once  the  child  has  been  accepted  by  the 
program,  the  completeness  of  his  care  depends 
upon  the  interest  and  knowledge  of  his  managing 
physician.  It  also  is  influenced  by  the  interest  of 
his  parents  and  the  Bureau’s  ability  to  monitor 
the  child’s  progress,  as  well  as  the  vigilance  of 
the  follow-up  of  the  public  health  nurses  and 
Department  of  Welfare  field  consultants. 

The  case  load  is  rising  and  will  continue  to 
rise  yearly.  Research  and  other  events  could  alter 
this  prediction,  but  with  the  rising  population  and 
complexity  of  life,  we  can  look  forward  to  more 
rather  than  less  handicapping  in  children.  This 
suggests  there  must  be  far  greater  efforts  toward 
prevention  of  handicapping.  Prevention,  as  al- 
ways, remains  the  best  cure. 


high-potency 
nutritional  support  for 
the  levodopa  patient 
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Short  Course  in  Nursing 
Offered  in  Cleveland 

The  Cleveland  Clinic  Educational  Founda- 
tion is  offering  a postgraduate  course  in  nursing 
on  Wednesday  and  Thursday,  March  3 and  4. 
The  course,  entitled  “Update  1971 — Selected 
Topics  in  Nursing,”  will  be  presented  by  guest 
speakers  and  staff  members.  Fee  is  $40.  Contact 
should  be  made  with  the  clinic  at  2020  East  93rd 
Street  Cleveland  ‘HI 06. 
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Harding  Hospital 

(A  Fully  Accredited  Institution) 

WORTHINGTON,  OHIO 

For  the  Diagnosis  and  Treatment  of  Psychiatric  Disorders 

and  with 

Limited  Facilities  for  the  Aging 

GEORGE  T.  HARDING,  M.D.  DONALD  L.  HANSON 

Medical  Director  Administrator 


Phone:  Columbus  885-5381 
(Area  Code:  614) 
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in  cardiac  edema 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

gets  the  wsder  out 


spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 
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Not  too  little,  not  too  much, 
but  just  right! 


“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg  of  base  per  5-ml  teaspoonful) 
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to  the  profession  on  request. 
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Required  Clinical  Experience 
at  a Medical  School 


Rudolf  Kaelbling,  M.D.,  and  Kenneth  Hofstetter,  M.D. 
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• Dr.  Kaelbling,  Columbus,  is  Professor,  Depart- 
ment of  Psychiatry,  The  Ohio  State  University 
College  of  Medicine;  and  Coordinator  of  Gradu- 
ate Education,  Department  of  Psychiatry,  The 
Ohio  State  University  Hospitals. 

• Dr.  Hofstetter,  a fourth  year  medical  student  at 
the  time  of  submission  of  this  paper,  is  presently 
serving  an  internship  at  St.  Joseph’s  Hospital, 
Phoenix,  Arizona. 


T>EFORE  we  can  talk  meaningfully  about  ex- 
-•-^tending  or  reducing  the  amount  of  clinical  ex- 
perience offered  in  medical  school,  we  must  first 
find  out  how  much  contact  with  patients  our 
current  curriculum  provides.  Only  then  can  we 
evaluate  clinical  experience  in  terms  of  our  goals 
and  propose  curriculum  reforms  accordingly.  Aside 
from  that,  medical  students  are  very  enthusiastic 
about  patient  contact,  and  evidence  as  well  as 
plausibility  argue  for  greater  effectiveness  of  pa- 
tient-centered teaching  than  of  theoretical  instruc- 
tion. The  objective  of  this  inquiry,  therefore,  was 
to  determine  the  extent  and  nature  of  direct,  in- 
tensive contact  with  patients  by  medical  students 
in  required  courses  and  clerkships.  We  confined 
ourselves  to  clinical  experiences  which  every  stu- 
dent was  required  to  have  because  students  may 
choose  electives  entailing  no  patient  contact. 

Two  students  on  each  of  37  different  clinical 
rotations  were  asked  to  keep  an  accurate  record 
of  all  their  patient  contacts  on  their  respective 
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service.  Selection  of  74  students  was  random  from 
those  on  each  service  who  were  willing  to  co- 
operate, and  the  first  complete  return  was  used 
for  this  cross-sectional  study.  In  a few  instances 
neither  one  of  the  two  students  turned  in  a satis- 
factory report  and  a second  pair  of  students  had 
to  be  approached  during  the  next  rotation.  Very 
few  students  refused  cooperation  when  approached 
by  the  coauthor,  a fellow  student  of  theirs.  They 
understood  that  our  survey  was  designed  to  de- 
termine the  amount  of  experience  in  patient  care 
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each  student  gets  in  medical  school.  Each  student 
was  given  separate  data  sheets  on  which  to  record 
his  (1)  inpatients,  (2)  outpatients,  (3)  case 
presentations  attended,  and  (4)  operations,  pro- 
cedures, or  deliveries  observed.  Casual  patient  con- 
tact on  informal  rounds  was  not  to  be  included. 
The  patients  reported  were  categorized  with 
respect  to  age,  sex,  and  diagnosis.  The  latter  was 
then  translated  into  etiologic  and  topographic 
categories  according  to  the  Standard  Nomencla- 
ture of  Diseases  and  Operations .* 

Findings 

Table  1 lists  the  number  of  patients  seen  in 
the  “basic  science  years,”  classified  by  etiology  and 
by  topography.  First  year  medical  students  had 
their  opportunity  for  patient  contact  in  a non- 
credit behavioral  science  course  which  met  four 
hours  a week  during  three  quarters  for  a total  of 
124  hours.  The  program  consisted  of  an  hour  of 
lecture  in  behavioral  science  followed  by  an  hour 
of  clinical  presentations  and  discussion  of  envi- 
ronmental interactions.  Thirty-four  patients  were 
demonstrated  to  the  whole  class  in  this  context. 
For  the  remaining  two  hours  a week,  the  class  was 
divided  into  small  groups  of  about  six  students 
which  met  with  faculty  preceptors  for  patient 
presentations,  interviews,  and  field  trips.  Some  stu- 
dents, in  addition,  were  assigned  to  follow  a 
patient  throughout  the  year  by  periodic  home 
visits.2  The  extent  of  clinical  experience  gathered 
varied  considerably  depending  on  the  preceptor’s 
style.  For  the  most  part,  students  were  observers  of 
patient-physician  interactions  in  demonstrations 
of  inpatients  and  outpatients.  In  some  instances, 
the  students  themselves  interviewed  patients,  either 


alone  or  in  a group,  and  later  discussed  their  find- 
ings with  the  faculty  member.  We  estimate  the 
number  of  additional  patients  an  average  first  year 
student  got  to  know  during  the  small  group  ses- 
sions to  be  between  30  and  50.  These  patients  are 
not  included  in  Table  1 because  the  type  of  patient 
depended  very  much  on  the  specialty  of  the  pre- 
ceptors among  whom  pediatricians  and  psychia- 
trists predominated,  but  most  other  specialties  were 
represented  also.  The  emphasis  in  the  preceptor- 
ship  anyway  was  not  on  diagnosis  or  treatment, 
but  rather  on  the  doctor-patient  relationship. 

Second  year  medical  students  were  enrolled  in 
“Comprehensive  Evaluation  of  the  Patient,”  a 
course  which  made  up  one  third  of  the  year’s  total 
credit  hours.  During  the  first  quarter,  students 
attended  lectures  and  demonstrations  of  history- 
taking and  physical  examinations  given  by  staff 
members  from  the  various  services.  Group  semi- 
nars, each  of  two  hours’  duration,  in  the  fields 
of  cardiology,  neurology,  psychiatry,  ophthal- 
mology, and  musculoskeletal  disorders,  provided 
many  students  with  their  first  opportunity  to  deal 
with  patients  personally,  although  these  53  patients 
were  still  not  studied  in  a one-to-one  relationship. 
Only  in  the  second  and  third  quarters  of  the 
second  year  were  patients  definitely  assigned  to 
individual  students,  who  were  given  lJ/2  hours  to 
obtain  a complete  history  and  physical  examina- 
tion, and  who  then  spent  IJ/2  hours  discussing  their 
patients  with  a staff  preceptor.  On  the  average, 
students  examined  a total  of  23  patients  from  three 
of  four  services  — Medicine,  Pediatrics,  and  either 
the  Respiratory  Disease  or  Rehabilitation  Services. 

Thus,  during  the  first  and  second  year,  each 
student  could  see  at  least  110  patients  in  some 
clinical  depth  during  case  presentations  or  in 


Table  1.  Patients  Studied  by  First  and  Second  Year  Students 


Etiology* 

Case 

Presentations 

History  and 
Physical 
Exam- 
inations 

Case 

Presentations 

History  and 
Physical 
Exam- 
inations 

First 

Year 

Second 

Year 

Topography* 

First 

Year 

Second 

Year 

0.  Congenital,  prenatal  influence  5 

5 

4 

Body  as  a whole 

5 

12 

2 

1.  Infectious,  lower  organisms 

1 

2 

2 

Integumentary  system 

0 

1 

0 

2.  Infectious,  higher  organisms 

0 

6 

0 

Musculoskeletal  system 

9 

3 

4 

3.  Intoxication 

2 

2 

1 

Respiratory  system 

1 

4 

2 

4.  Trauma  or  physical  agent 

8 

2 

3 

Cardiovascular  system 

1 

3 

2 

5.  Circulatory  disturbance 

3 

4 

2 

Hemic  and  lymphatic  systems  2 

2 

4 

6.  Static  mechanical  abnormality 

0 

3 

1 

Digestive  system 

1 

3 

2 

7.  Metabolism,  growth,  or 

2 

0 

2 

Urogenital  system 

0 

2 

2 

nutrition 

Endocrine  system 

2 

0 

2 

8.  New  growths 

0 

5 

3 

Nervous  system 

13 

n 

3 

9.  Unknown,  structural  reaction 

12 

2 

3 

manifest 

X.  Unknown,  functional  reaction 

1 

5 

2 

alone  manifest 

Number  of  patients  seen 

34 

+ 53 

+ 23 

Number  of  patients  seen 

34 

+ 53 

+ 23 

Total 

no 

Total 

110 

•After  Standard  Nomenclature  of  Diseases  and  Operations  of  The  American  Medical  Association 
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1 able  2.  Etiology  ol  Illness  Encountered  on  Clinical  Services 


Etiology* 

Medicine 
(4  months) 

Surgery 
(4  months) 

Pediatrics  Psychiatry  Ob-Gyn 
(2  months)  (2  months)  (2  months) 

Totals 

0. 

Congenital,  prenatal  influence 

3-5  f 

0-7 

3 

0 

0 

6-12 

1. 

Infectious,  lower  organisms 

18-26 

5-20 

30 

0 

19 

72-95 

2. 

Infectious,  higher  organisms 

0 

0-2 

0 

0 

0 

0-2 

3. 

Intoxication 

1-5 

0-2 

4 

1 

0 

6-12 

4. 

Trauma  or  physical  agent 

3-4 

0-69 

0 

0 

0 

3-73 

5. 

Circulatory  disturbance 

14-25 

0-5 

0 

0 

0 

14-30 

6. 

Static  mechanic  abnormality 

4-5 

1-18 

1 

0 

1 

7-25 

7. 

Metabolism,  growth,  or  nutrition 

29-38 

0-3 

1 

0 

0 

30-42 

8. 

New  growths 

4-22 

11-48 

1 

0 

53 

69-124 

9. 

Unknown,  structural  reaction  manifest 

34-44 

4-17 

3 

0 

0 

41-64 

X. 

Unknown,  functional  reaction  alone 
manifest 

0-6 

0-2 

6 

34 

1 

41-49 

Y. 

Unreported  etiology 

21-26 

3-21 

2 

0 

11 

37-60 

XO. 

Obstetric  condition 

0 

0-2 

0 

0 

39 

39-41 

Total  number  of  patients 

124-192 

18-210 

50 

35 

122 

349-609 

Outpatients  alone 

114 

0-85 

5 

19 

105 

243-328 

*After  Standard  Nomenclature  of  Diseases  and  Operations  of  The  American  Medical  Association 

fThere  was  more  than  one  possible  required  combination  of  assignments.  Study  covered  every  possible  combina- 
tion, and  range  encompasses  minimum  and  maximum  numbers  encountered. 


direct  examination  and,  on  the  average,  an  ad- 
ditional 40  patients  during  the  preceptorship. 
Table  1 shows  that  almost  all  major  etiologic  and 
topographic  categories  were  represented. 

Throughout  the  third  and  fourth  year,  the 
students  rotated  through  various  clinical  disciplines 
in  a variety  of  different  possible  combinations.  In 
clinical  depth  and  during  required  rotations,  our 
randomly  chosen  students  dealt  with  349  to 
609  patients  during  the  two  clinical  years,  depend- 
ing on  the  combination  of  the  services  through 
which  they  happened  to  rotate.  Only  a small 
group  of  students  would  get  an  identical  combina- 
tion of  possible  rotations.  In  Medicine  and  Surgery, 
each  student  was  assigned  to  6 of  a total  of  14 
available  subspecialty  services.  Accordingly,  the 
number  of  patients  seen  on  these  services  have 


to  be  reported  as  a range  which  encompasses  all 
possible  combinations. 

Obviously  a given  etiology  can  lead  to  topo- 
graphic involvement  in  several  areas  simultaneous- 
ly, and,  vice  versa,  the  same  organ  can  be  afflicted 
by  more  than  one  etiologic  category.  Therefore, 
the  totals  reported  in  Tables  2 and  3 for  etiology 
and  topography,  respectively,  are  not  always 
the  same,  and  the  total  number  of  patients  is 
smaller  than  the  sum  of  either  etiologic  or 
topographic  categories.  Tables  2 and  3 describe 
in  detail  the  number  of  patients  the  student  en- 
countered on  each  of  the  major  clinical  services, 
and  how  many  of  these  were  outpatients.  Between 
40  and  100  detailed  case  presentations  may  be 
added  to  the  above  figures  but  are  not  included 
in  Table  2 or  3.  These  presentations  concern 


Table  3.  Topography  of  Illness  Encountered  on  Clinical  Services 


Topography* 

Medicine 
(4  months) 

Surgery 
(4  months) 

Pediatrics 
(2  months) 

Psychiatry 
(2  months) 

Ob-Gyn 
(2  months) 

Totals 

0. 

Body  as  a whole 

0-6f 

4-24 

6 

35 

1 

46-72 

1. 

Integumentary  system 

5-8 

0-36 

0 

0 

0 

5-44 

2. 

Musculoskeletal  system 

6-8 

0-49 

0 

0 

0 

6-57 

3. 

Respiratory  system 

11-29 

0-19 

26 

0 

0 

37-74 

4. 

Cardiovascular  system 

45-65 

0-12 

0 

0 

0 

47-77 

5. 

Hemic  and  lymphatic  systems 

9-28 

0-5 

0 

0 

0 

9-33 

6. 

Digestive  system 

11-26 

14-26 

7 

0 

0 

32-59 

7. 

Urogenital  system 

7-19 

0-43 

6 

0 

123 

136-191 

8. 

Endocrine  system 

26-34 

0-3 

2 

0 

0 

28-39 

9. 

Nervous  system 

12-21 

0-40 

4 

0 

0 

16-65 

Total  number  of  patients 

124-192 

18-210 

50 

35 

122 

349-609 

Of  these  were  outpatients 

114 

0-85 

5 

19 

105 

243-328 

*After  Standard  Nomenclature  of  Diseases  and  Operations  of  The  American  Medical  Association 

fThere  was  more  than  one  possible  required  combination  of  assignments.  The  study  covered  every  possible  com- 
bination, and  the  range  encompasses  minimum  and  maximum  numbers  encountered. 
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patients  who  were  not  assigned  to  the  student 
but  from  whom  he  nevertheless  could  gain  some 
more  impersonal,  but  still  clinical,  experience. 

For  the  sake  of  comparison,  Table  4 registers 
the  actual  clinical  experience  our  medical  students 
got  with  the  major  disabling  diseases  and  their 
national  prevalence  as  estimated  in  1966  when 
the  population  of  the  United  States  was  about  194 
million.  Table  5 provides  analogous  comparisons 
for  leading  causes  of  death.  Finally,  Table  6 re- 
ports how  frequently  a given  student  allegedly  par- 
ticipated in,  or  observed  the  most  important  types 
of  clinical  operations  and  procedures.  Altogether, 
during  his  four  years  in  medical  school,  our  “typi- 
cal” medical  student  has  intensively  studied  500 
clinical  patients,  at  the  very  least,  either  assigned 
to  him  or  thoroughly  demonstrated  to  him,  and 
more  than  half  of  these  were  outpatients.  However, 
depending  not  only  on  rotations  but  also  on  elec- 
tives and  externships,  the  total  number  could  have 
been  doubled  if  the  student  so  chose.  Thus,  to 
complete  the  picture,  it  must  be  appreciated  that 
the  curriculum  during  the  time  of  the  study, 
in  addition  to  required  rotations,  offered  seven 
months  of  elective  time,  during  which  the  students 
could  choose  added  opportunities  to  gather  clinical 
experience.  Furthermore,  there  were  three  months 
of  vacation  between  the  first  and  second  year 
and  two  months  more  in  the  last  two  years,  part 
or  all  of  which  time  the  student  could  use  for 
additional  clinical  experience,  eg,  as  an  extern. 
Some  students  externed  on  evenings  and  weekends, 
even  during  the  school  year,  in  order  to  earn 
money,  mostly  in  nonteaching  hospitals  where  they 
would  also  gather  some  clinical  experiences,  even 
though  perhaps  insufficiently  supervised.  In  our 
estimate,  this  can  add  a few  hundred  more  cases 
of  patient  contact  to  the  clinical  experience  of 
certain  students,  but  then  there  also  were  other 
students  who  spent  most  or  all  of  their  elective 
and  vacation  time  in  laboratories  and  other 
facilities  devoid  of  patient  contact. 

Discussion 

In  different  years,  a different  curriculum  and 
differences  in  teachers  or  patient  population  would 
cause  shifts  in  emphasis,  and  consequently,  in  the 
nature  and  extent  of  the  clinical  experience.  How- 
ever, our  students  were  usually  very  busy,  and  in 
the  same  period  of  time,  they  could  not  have  seen 
many  more  cases  in  sufficient  depth  to  benefit 
from  the  experience  even  if  they  had  had  a 
totally  different  curriculum. 

We  readily  concede  that  it  would  be  inap- 
propriate and  misleading  to  define  clinical  ex- 
perience exclusively  in  terms  of  number  of  patients 
seen  and  types  of  illnesses  encountered.  Certainly, 
there  is  much  that  can  be  learned  in  one  particular 


Table  4.  Main  Illness  and  Handicapping  Conditions 
in  The  United  States* 


Pertinent  Patient 
Estimated  Experience  of 

Prevalence  “Random”  Students! 

1. 

Mental  disorders 

19,000,000 

33 

2. 

Arthritis 

13,000,000 

9-11 

3. 

Heart  and  circulatory 

disorders 

16,421,000 

46-66 

4. 

Hearing  loss 

6,231,000 

0 

5. 

Mental  retardation 

5,500,000 

0 

6. 

Alcoholism 

5,000,000 

5-6 

7. 

Diabetes 

1,500,000 

27-29 

8. 

Epilepsy 

1,800,000 

7-9 

9. 

Parkinson’s  disease 

500,000 

4 

10. 

Cancer 

870,000 

62-96 

11. 

Cerebral  palsy 

550,000 

0 

12. 

Multiple  sclerosis 

500,000 

0-1 

13. 

Visual  disorders 

(legally  blind) 

411.000 

0-2 

14. 

Tuberculosis 

250,000 

0-1 

15. 

Muscular  dystrophy 

200,000 

0 

16. 

Syphilis 

124,137 

0-1 

*Facts  on  the  Major  Killing  and  Crippling  Diseases  in 
the  United  States  Today.  National  Health  Education 
Committee,  1966. 

fThere  was  more  than  one  possible  required  combina- 
tion of  assignments.  Study  covered  every  possible  com- 
bination, and  range  encompasses  minimum  and  maxi- 
mum numbers  encountered. 


Table  5.  Leading  Causes  of  Death* 


Pertinent  Patient 
Death  Rate  Experience  of 
per  10,000  “Random”  Studentsf 

1.  Cardiovascular-renal 


diseases 

515.9 

54-75 

2. 

Cancer 

152.9 

66-109 

3. 

Accidents 

55.2 

5-13 

4. 

Pneumonia 

30.6 

2 

5. 

Diseases  of  early  infancy 

28.4 

8-11 

6. 

Diabetes 

17.1 

21-29 

7. 

Bronchopulmonic  diseases 

13.8 

20 

8. 

Cirrhosis  of  liver 

12.5 

0-2 

9. 

Senility,  ill-defined 

12.4 

0 

*Facts  on  the  Major  Killing  and  Crippling  Diseases  in 
the  United  States  Today.  National  Health  Education 
Committee,  1966. 

fNumber  reflects  all  patients  in  this  category  seen  by 
the  student  on  his  required  rotations,  and  not  only 
patients  who  died  from  these  conditions. 

There  was  more  than  one  possible  required  combination 
of  assignments.  Study  covered  every  possible  combina- 
tion, and  range  encompasses  minimum  and  maximum 
numbers  encountered. 


case  and  applied  to  a very  different  one,  but  most 
of  us  would  question  the  competence  of  a physician 
to  diagnose  and  treat  a condition  with  which  he 
had  no  previous  experience.  Probably  we  can  trust 
the  conscientious  student  to  recognize  such  short- 
comings if  chance  failed  to  expose  him  to  certain 
types  of  illness,  and  to  take  corrective  action  on 
his  own.  It  is  reassuring,  nevertheless,  to  find  that 
our  students  did  get  experience  with  patients 
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representing  practically  all  the  etiologic  and  topo- 
graphic classifications  and  most  of  the  major 
disabling  illnesses  and  leading  causes  of  death. 
On  the  other  hand,  students  could  graduate  with- 
out having  had  personal  clinical  experience  with 
patients  afflicted  by  such  common  handicapping 
conditions  as  hearing  or  visual  loss,  mental  re- 
tardation, cerebral  palsy,  multiple  sclerosis, 
muscular  dystrophy,  cirrhosis  of  the  liver,  and 
senility,  and  it  is  not  likely  that  the  State  Board 
examination  would  reveal  this  deficit.  Obviously 
the  number  of  patients  future  physicians  are  ex- 
posed to  in  medical  school  is  not  proportional  to 
the  prevalence  of  major  diseases  or  to  the  leading 
causes  of  death,  but  certainly  we  would  not  want 
to  criticize  that,  because  physicians  obviously  will 
have  to  learn  also  about  minor,  rare,  and  benign 
diseases.  The  students’  personal  experience  with 
operations  and  procedures  also  proved  to  be  rather 
varied,  even  if  one  makes  allowance  for  the  prob- 
able failure  to  record  faithfully  all  the  many 
minor  procedures  with  which  a student  can  be 
involved  in  daily  clinical  routines.  It  is  hard  to 
believe  that  students  would  graduate  without  ever 
having  directly  observed  such  common  procedures 
as  are  listed  on  Table  6.  Contrary  to  the  often 
alleged  overemphasis  on  seriously  ill  hospitalized 
patients  in  teaching  hospitals,  our  students  had 
more  out-  than  in-patients  assigned  to  them. 

Clearly,  if  a graduate  went  out  to  practice 
directly  from  medical  school,  the  required  practi- 
cal experience  would  be  insufficient  preparation 
for  adequate  performance  in  general  practice. 
Although  perfectly  legal,  this  seldom  happens 
in  these  days,  since  almost  every  young  physician 
proceeds  with  post-MD  education  for  at  least 
an  internship  and  usually  for  several  years  of 
residency  in  some  specialty.  Graduation  from 


Table  6.  Operations  and  Procedures* 


1. 

Incision 

0-24f 

2. 

Excision 

6-59 

3. 

Amputation 

0-2 

4. 

Endoscopy 

7-23 

5. 

Repair 

0-25 

6. 

Suture 

15-42 

7. 

Other  tests,  treatments 

Electroconvulsive  treatment 

2 

Cystometrogram 

0-3 

Electroencephalogram 

0-11 

Electromyogram 

0-7 

Angiogram 

0-3 

Brain  scan 

0-4 

Papanicolaou’s  smear 

26 

8. 

Deliveries 

16 

*After  Standard  Nomenclature  of  Diseases  and  Opera- 
tions for  the  American  Medical  Association. 

There  was  more  than  one  possible  required  combination 
of  assignments.  Study  covered  every  possible  combina- 
tion, and  range  encompasses  minimum  and  maximum 
numbers  encountered. 


medical  school  today  is  not  the  end  point  of 
formal  medical  education  but  more  of  a halfway 
mark  in  the  physician’s  progress  toward  clinical 
competence.  Therefore,  in  viewing  these  problems, 
one  has  to  consider  the  entire  continuum  of  medi- 
cal education  from  high  school  through  post- 
graduate specialization  and  continuing  education. 

Our  inquiry  shows  to  what  extent  there  is  still 
a hard  core  of  common  clinical  experience  in 
medical  school,  regardless  of  elective  choices  and 
of  specialization.  Whether  the  preservation  of  such 
a nucleus  of  clinical  experience  is  desirable  for 
everyone  earning  the  MD  degree,  and  if  so,  what 
would  be  an  optimal  distribution  of  the  clinical 
cases  comprising  this  nucleus,  is  another  question 
entirely,  for  which  our  data  furnish  no  answer. 
Certainly  it  would  be  interesting  to  see  how  the 
medical  student  of  today  compares  in  the  extent  of 
clinical  experience  during  medical  school  with  his 
predecessors.  Unfortunately,  we  found  no  perti- 
nent data.  It  should  also  be  illuminating  to  com- 
pare the  present  figures  with  those  after  the  reduc- 
tion of  enrollment  in  medical  school  from  four  to 
three  years  that  is  planned  here  and  in  other 
schools;  and  then  to  extend  the  collection  of  data 
over  internship  and  specialty  education. 

Summary 

The  curriculum  of  many  medical  schools  is 
undergoing  major  changes.  Yet  data  on  the  ex- 
tent of  clinical  experience  during  the  course  of 
medical  school  have  not  been  reported.  There- 
fore, we  tabulated  the  simplest  and  most  reliable 
information  obtainable,  namely,  the  number  of 
patients  studied  in  clinical  depth  by  a medical 
student  during  his  required  courses,  broken  down 
by  the  patients’  age  and  sex  and  by  the  etiology 
and  topography  of  their  major  illnesses.  A typical 
student  reports  significant  clinical  exposure  to 
over  100  patients  in  the  first  two  years,  by  way 
of  demonstrations,  personal  examination,  and  case 
study.  In  his  clinical  years,  an  average  of  500 
more  patients  were  assigned  to  him,  a majority 
of  them  outpatients.  Compared  with  the  estimated 
prevalence  of  major  illnesses  and  with  leading 
causes  of  death  in  the  United  States,  there  are 
only  a few  significant  disproportions,  but  the 
necessity  for  clinical  education  after  the  MD  de- 
gree is  very  apparent. 
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Adolescents  and  Plastic  Surgery 


Some  Case  Reports 


Leo  H.  Munick,  M.D. 


T)LASTIG  and  reconstructive  surgery  is  devoted 
to  the  treatment  of  deformities,  which  deal 
with  form  and  function,  as  well  as  reconstruction. 
In  a previous  paper,  the  positive  benefits  of 
plastic  surgery  were  studied  and  documented  as 
an  adjunct  in  the  rehabilitation  of  juvenile  delin- 
quents in  cooperation  with  the  Hamilton  County 
Juvenile  Court.  The  present  case  reports  point 
up  the  benefits  of  correcting  deformities  in  the 
“normal”  adolescent  age  group. 

Deformities  that  come  on  early  in  life  — be 
they  congenital  or  acquired  — keep  the  child  from 
developing  the  skills  necessary  to  learn  a give- 
and-take  relationship  with  his  peer  group.  These 
children  frequently  manifest  a shift  in  behavior 
as  a reaction  to  their  physical  deformity.  The 
child  and/or  his  parents  may  not  realize  this 
shift  is  occurring,  as  it  usually  occurs  at  an 
unconscious  level.  Even  at  the  conscious  level, 
the  child  and  his  parents  may  not  realize  that 
this  is  a correctable  condition.  The  deformity 
identifies  the  child  as  being  different  from  the  peer 
group,  leading  to  rejection  by  playmates  with 
feelings  of  inferiority  and  inadequacy  and  with 
inability  to  form  close  friendships.  The  sum  total 
of  this  is  growing  up  in  a world  which  is  devoid 
of  love  and  affection  among  friends.  These  feel- 
ings are  reinforced  by  the  adolescent,  who  looks 
in  the  mirror  20  or  30  times  a day  and  sees  not 
only  what  he  thinks  he  appears  to  be,  but  what 
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he  thinks  others  must  think  him  to  be.  Surgical 
intervention  can  change  the  physical  deformity 
be  it  small  or  large,  thus  changing  the  actual 
perception  of  the  body  in  the  mirror.  This  surgery 
changes  the  internalized  feelings  that  the  child 
has  about  his  own  features,  as  well  as  how  he 
feels  society  reacts  to  these  features. 

The  following  are  just  a few  of  the  examples 
of  my  experience  with  adolescents. 

D.  G.  is  a 17-year-old  female.  When  she  was 
1 j/2  years  old,  her  home  caught  fire.  In  an  at- 
tempt to  save  the  child’s  life,  her  mother  bundled 
her  in  a blanket  and  carried  her  from  the  flaming 
building.  Unfortunately,  the  face  and  hands  were 
exposed.  On  passing  through  the  flames,  the  thin 
skin  of  the  child  was  severely  burned  over  the 
left  side  of  the  face  as  well  as  the  back  of  the 
hands.  Skin  grafting  was  required  to  correct  the 


132  The  Ohio  State  Medical  Journal 


burns.  Her  parents  then  became  separated,  and 
she  did  not  have  further  surgery.  As  frequently 
happens,  with  time  the  split  thickness  skin  graft, 
which  was  taken  from  the  abdomen,  became  yel- 
lowed compared  to  the  normal  surrounding  facial 
skin,  and  contractures  deformed  the  eyelids  and 
the  mouth.  D.  G.  became  more  aware  of  these 
as  she  became  aware  of  her  own  person  with 
the  onset  of  puberty.  She  took  to  being  absent 
from  school  without  leave,  and  when  present  in 
school,  would  slouch  in  her  chair  hiding  her  face 
in  her  books.  D.  G.  would  never  volunteer  to 
answer  in  school,  and  when  called  upon,  would 
feign  no  knowledge  of  the  subject  in  order  to  avoid 
standing.  The  skin  graft  was  lightened,  and  the 
contractures  were  corrected.  Following  this,  D.  G. 
was  no  longer  a truancy  problem,  and  her  school 
work  improved  to  above-passing  grades.  She 
graduated  from  school  with  her  class  and  took 
a job  as  a secretary,  where  she  meets  other  people 
without  difficulty.  Approximately  two  years  after 
completion  of  her  surgery,  D.  G.  is  now  married 
and  is  still  working. 

J.  W.  is  a male  high  school  student,  who  is 
constantly  in  trouble  with  his  classmates  and  his 
teachers.  J.  W.  was  born  with  the  right  ear  pro- 
truding; the  left  ear  is  normal.  Upon  entering 
school,  this  deformity  became  the  object  of  taunts 
by  his  classmates.  He  took  to  hiding  this  ear  by 


Fig.  1.  Preoperative  protruding  ear. 


leaning  against  any  wall  that  would  be  handy, 
resting  his  arm  against  the  wall,  and  holding  his 
ear  back.  If  sitting  at  bis  desk,  he  would  rest  his 
elbow  on  the  desk  and  hold  his  ear  back  by  appear- 
ing to  hold  his  head.  In  order  to  make  this  a 
natural  act,  he  took  to  talking  out  of  the  left 
corner  of  his  mouth.  This  overt  attitude  was  not 
appreciated  by  his  teachers,  who  thought  of  him 
as  “a  wise  guy.”  In  addition,  he  had  never  had 
social  contact  with  a girl.  Upon  correction  of  the 
ear  deformity,  J.  W.  no  longer  assumed  his  ab- 
normal posture  and  was  now  able  to  associate  with 
a different  in-group,  as  well  as  to  have  social 
dates  with  girls  (See  Figs.  1 and  2). 

L.  D.  is  a male,  who  was  a school  drop-out 
and  was  working  as  a dishwasher.  His  mother,  who 
had  remarried,  and  his  stepfather  both  worked  to 
support  a large  family.  In  an  effort  to  identify  with 
others  of  his  own  age  group,  he  had  tattoos  of  a 
home-done  variety  placed  on  both  forearms.  He 
was  referred  for  removal  of  these  tattoos,  when 
he  indicated  that  these  were  a hindrance  to  his 
returning  to  school.  After  removal  of  the  tattoos, 
he  went  on  to  barbering  school.  He  has  since 
held  a steady  job  and  is  married. 

B.  D.  is  a female  who  was  born  with  a 
facial  deformity  of  a very  small  chin  and  a large 
nose,  giving  her  a bird-like  face.  B.  D.  lives  with 
a very  concerned  mother,  who  works  daily.  She 


Fig.  2.  Postoperative  result. 
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had  extensive  orthodontic  treatment  to  correct 
the  bite  that  was  associated  with  her  facial  de- 
formity. However,  she  still  did  not  feel  “normal” 
and  became  an  introverted  person,  without  friends, 
and  doing  poorly  at  school.  After  reconstruction  of 
her  jaw  and  reduction  of  her  nose,  B.  D.  under- 
went a dramatic  change,  becoming  quite  ex- 
troverted. In  her  own  words,  “the  operation  made 
me  feel  better.”  She  felt  and  looked  like  the  other 
children.  Her  feeling  normal  now  allowed  her  to 
get  along  with  the  other  children  at  school;  in 


addition,  her  grades  improved  remarkably.  B.  D. 
also  obtained  a part-time  job  at  a pizzeria,  where 
she  daily  meets  many  people.  She  admits  that  she 
could  not  have  done  this  prior  to  surgery. 

The  above  case  reports  illustrate  that  for 
many  children  and  adolescents,  being  different 
physically  is  incompatible  with  normal  inter- 
personal relationships.  Correction  of  the  deformity 
in  this  age  group,  which  has  the  ability  to 
change,  proved  beneficial  at  a physical  and 
emotional  level. 


Self-Evaluation  Quiz 


1.  Loss  of  auditoxy  acuity  by  air  conduction  with  normal  or  increased  bone 
conduction  is  typical  with: 

(A)  Congenital  cerebral  defect 

(B)  Ipsilateral  brain  abscess  or  tumor 

(C)  Acoustic  neuritis 

(D)  Labyrinthitis 

(E)  Infections  in  the  middle  ear 

[From  the  Department  of  Pediatrics,  University  of  Cincinnati  College  of  Med- 
icine. The  answer  is  given  on  p.  140  of  this  issue. — Ed.] 

2.  Caloric  and  fluid  requirements  per  24  hours  during  the  first  six  months 
of  life  are: 

(A)  55  cal.  per  lb.;  1 oz.  fluid  per  lb. 

(B)  35  cal.  per  lb. ; 2 to  3 oz.  fluid  per  lb. 

(C)  1 10  cal.  per  lb.;  4 to  5 oz.  fluid  per  lb. 

(D)  55  cal.  per  lb. ; 2 to  3 oz.  fluid  per  lb. 

[From  the  Department  of  Pediatrics,  University  of  Cincinnati  College  of  Med- 
icine. The  answer  is  given  on  p.  140  of  this  issue. — Ed.] 

3.  A 6-week-old  white  infant  presents  with  jaundice  since  birth,  “light” 
stools,  hepatomegaly  of  3 cm.,  total  bilirubin  of  8 mg.  per  100  cc.;  direct 
fraction  4.8  mg.  per  100  cc.,  SGOT  180,  alkaline  phosphatase,  11  Bodansky 
units  per  100  cc.  Which  statement  is  most  nearly  correct. 

(A)  The  diagnosis  is  neonatal  hepatitis  which  can  be  proven  by  needle 
biopsy  of  the  liver. 

(B)  Jaundice  may  be  a result  of  breast  milk  feeding  with  inhibition  of 
bilirubin  conjugation. 

(C)  The  diagnosis  is  biliary  atresia. 

(D)  The  diagnosis  may  be  either  biliary  atresia  or  neonatal  hepatitis 
and  open  biopsy  and  cholangiogram  are  required. 

(E)  None  of  the  above  is  true. 

[From  the  Department  of  Pediatrics,  University  of  Cincinnati  College  of  Med- 
icine. The  answer  is  given  on  p.  140  of  this  issue. — Ed.] 
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Limited  Excision  of 
Pilonidal  Cyst  and  Sinus 

Jack  E.  Tetirick,  M.D. 


A NDERSON,  in  the  first  description  of  the 
pilonidal  cyst  and  sinus  in  1847,  correctly 
described  the  connection  of  a small  fistula  with 
a larger  cephalad  cavity  containing  a mat  of 
hair.  Both  the  cyst  and  sinus  healed  rapidly  follow- 
ing removal  of  the  hair.1  Warren,  in  1854,  des- 
cribed three  similar  cases  and  commented  on  the 
loose,  unattached  nature  of  the  bundle  of  hair.2 
Hodges  wrote  the  definitive  original  article  in 
1880.3  In  addition  to  supplying  the  name  pilo- 
nidal sinus,  he  emphasized  the  classic  character- 
istics, including  the  unattached  hair  without  evi- 
| dence  of  growth  from  the  cavity  itself  and  the 
fact  that  no  true  cyst  or  lining  membrane  existed. 
He  assumed  a congenital  coccygeal  dimple  and 
insufficient  cleanliness  were  etiologic  factors  per- 
mitting surface  hair  to  penetrate  and  lodge  in  the 
subcutaneous  region  of  the  natal  cleft. 

The  era  of  definitive  surgical  treatment  of 
pilonidal  cysts  began  with  an  extensive  and  largely 
misleading  debate  about  the  basic  etiology'  of 
the  lesion.  Sacrococcygeal  dermoid,  congenital 
dermal  sinus,  sacrococcygeal  ectodermal  sinus, 
and  other  terms  implying  congenital  etiology  were 
introduced  into  the  literature.  An  extension  of  the 
sacrococcygeal  dimple,  a faulty  closure  of  the 
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neural  canal,  or  a vestige  of  the  medullary 
canal  also  have  been  tenacious  theories  of  pilonidal 
cyst  development.4 

Hueston  challenged  the  concepts  of  congenital 
etiology  by  reemphasizing  the  cyst  lining  was 
granulation  tissue.5  Brearley  carefully  described 
the  characteristics  of  the  true  congenital  lesions,  in- 
cluding the  association  with  skeletal  defects,  the 
high  incidence  of  discovery  at  birth  and  in  chil- 
dren, the  frequency  of  associated  anomalies,  the 
presence  of  epithelial  lining,  and  a connection  with 
deeper  structures.6  These  characteristics  are  con- 
trasted with  the  age  and  sex  incidence  of  patients 
with  pilonidal  cyst  and  sinus,  the  histologic  ap- 
pearance of  the  lesion,  and  the  appearance  of 
lesions  similar  to  pilonidal  cysts  in  other  areas 
of  the  body  where  a congenital  defect  is  difficult 
to  imagine,  for  example  in  a midthigh  amputa- 
tion stump.7  Pilonidal-like  lesions  also  have  been 
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described  in  l lie  area  of  the  umbilicus  and 
clitoris.8’  9 

Descriptions  of  surgical  treatment  of  pilonidal 
cyst  and  sinus  consistently  emphasize  the  need 
for  adequate  excision.  Wide  subcutaneous  resection 
to  the  sacral  fascia  is  recommended,  and  a variety 
of  plastic  procedures  have  been  described  to  close 
the  resultant  large  defect.10'13  Methylene  blue  dye 
is  often  injected  into  the  sinus  to  stain  the  tissues 
and  prevent  the  surgeon  from  overlooking  a small 
accessory  sinus.  The  idea  that  a limited  excision 
might  be  more  effective  was  suggested  rather 
pointedly  by  Brearley  but  has  escaped  later  em- 
phasis or  documentation  of  its  value.6 

Material 

Fifty-nine  cases  of  pilonidal  cyst  and  sinus 
have  been  treated  with  limited  surgical  excision 
by  the  author  in  the  preceding  12  years.  There 
were  13  females  and  46  males.  The  females  had 
an  age  range  of  17  to  22  years  (average  19.8 
years),  and  the  males  had  an  age  range  of  17  to 
40  years  (average  27.5  years). 

Method 

Preoperative  Preparation:  Patients  are  select- 
ed for  surgery  when  the  inflammatory  process  is 
minimal.  Acute  abscesses  are  incised  and  drained 
under  local  anesthesia  as  an  office  procedure  when 
necessary.  Preoperative  enemas  and  special  low 
residue  diets  are  not  used.  The  sacral  and  inter- 
gluteal  area  is  shaved  the  night  before  surgery  and 
loose  hairs  protruding  from  any  fistulous  orifices 
are  extracted.  Methylene  blue  is  not  used.  Precise 
visualization  of  the  tissue  is  provided  by  continu- 
ous aspiration  of  blood  with  a medicine  dropper 
suction  during  all  phases  of  resection  as  shown 
in  Figure  1.  An  elliptical  incision,  seldom  wider 
than  1 cm.  is  used  to  excise  all  visible  sinus 
orifices.  Excision  continues  in  the  subcutaneous 
tissue  at  the  plane  of  the  cyst  wall  removing 
only  the  diseased  tissue,  including  any  accessory 
sinuses.  After  removal  of  the  specimen,  the  cavity 
of  the  resection  is  packed  for  three  minutes  with 
dry  gauze  and  repacked  a second  three  minutes 
if  necessary.  Thereafter,  fine  hemostats  and  4-0 
plain  catgut  are  used  to  complete  hemostasis.  At 
this  point  a decision  is  made  relative  to  primary 
closure  or  open  treatment  of  the  surgical  defect. 
If,  after  removal  of  the  retracting  tapes  from  the 
buttock,  there  remains  a large  cavity,  or  there 
has  been  spillage  of  pus  into  the  tissue,  or  the 
surrounding  tissue  is  inflamed,  open  treatment 
is  elected  and  the  cavity  is  packed  with  iodoform 
gauze  and  a dry  dressing  is  applied.  If  the  surgical 
defect  is  clean,  pliable,  and  uninflamed,  it  is 


Fig.  1.  Narrow  elliptical  incision  is  used  to  excise  all 
visible  sinus  orifices.  Excision  of  only  diseased  tissue  is 
accomplished  by  sharp  dissection  under  direct  vision  aided 
by  continuous  aspiration  of  blood. 


closed  in  layers  using  3-0  plain  catgut  to  close 
all  dead  space,  and  the  skin  is  exactly  approxi- 
mated using  vertical  mattress  sutures  of  4-0  silk. 
A stent  of  gauze  is  applied  with  4-0  silk  horizontal 
mattress  sutures  as  shown  in  Figure  2. 

Postoperative  Care — Primary  Closure:  No 

dressing  is  used  other  than  the  stent.  The  patient 
is  not  permitted  to  lie  supine  during  recovery  from 
anesthesia.  Once  awake,  the  patient  is  allowed 
to  assume  any  position,  is  ambulated  on  the  eve- 
ning of  surgery,  and  is  discharged  on  the  first  or 
second  postoperative  day.  Normal  diet  and  bowel 
function  are  resumed  without  particular  instruc- 
tions or  medication.  The  stent  is  removed  on 
the  fifth  postoperative  day.  The  skin  sutures  are 


Fig.  2.  Small  stent  is  sutured  directly  over  the  incision. 
This  is  the  only  dressing. 
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removed  on  the  eighth  postoperative  day.  The  pa- 
tient resumes  all  ordinary  sedentary  activity  in- 
cluding his  usual  occupation  at  this  time  but 
omits  contact  sports,  vigorous  exercise,  and  riding 
on  vehicles  over  rough  surfaces  for  a period  of 
four  weeks. 

Postoperative  Care — Open  Technique:  The 
iodoform  gauze  pack  is  removed  in  48  hours  and 
the  wound  is  repacked.  The  patient  is  discharged 
from  the  hospital  after  the  second  dressing  if 
there  is  a surface  of  healthy  granulation  tissue 
covering  the  surgical  defect.  Dressings  continue 
as  an  office  procedure  every  third  day  until  the 
area  is  healed,  usually  a duration  of  about  five 
weeks.  By  the  third  postoperative  week  most 
patients  are  able  to  return  to  their  usual  employ- 
ment except  for  patients  employed  in  the  con- 
struction industry.  Many  patients  are  able  to 
secure  the  services  of  a factory  nurse  or  a neigh- 
borhood or  family  nurse  who  will  perform  the 
simple  dressing  for  them  and  reduce  visits  to  the 
physician  to  once  weekly  during  the  later  stages 
of  closure. 

In  both  groups  of  patients,  the  hair  surround- 
ing the  area  of  excision  is  shaved  for  a circum- 
ference of  2 cm.  for  two  months  after  complete 
closure.  Thereafter,  regrowth  of  hair  is  permitted 
but  the  patient  is  specifically  cautioned  to  pass 
a washcloth  through  the  natal  cleft  as  a part  of 
their  daily  hygiene  to  remove  loose  hair  and  to 
soften,  cleanse,  and  move  the  natal  hair. 


Results 

The  age  and  sex  distribution  of  the  roster 
of  cases  is  similar  to  reports  by  other  authors.  The 
males  were  typically  hirsute  with  thick  coarse  hair 
growing  in  a deep  natal  cleft.  The  females  were 
not  unusually  hirsute.  The  suggestion  from  the 
literature  that  the  source  of  the  pilonidal  hair  in 
females  might  be  free  hair  falling  from  the  head 
into  the  natal  cleft  was  not  confirmed. 

There  are  no  known  recurrences  in  the  series. 
Forty-six  of  the  59  patients  were  contacted  and 
examined  in  the  past  three  months,  the  remain- 
ing 13  patients  (two  females,  11  males)  could 
not  be  traced.  Most  of  these  were  university  stu- 
dents who  have  long  since  completed  their  educa- 
tion and  moved.  Twenty-six  patients  have  been 
followed  for  longer  than  two  years  without  evi- 
dence of  recurrence.  Twenty  patients  have  been 
followed  less  than  two  years  without  evidence 
of  recurrence. 

Fifty-one  patients  were  treated  by  primary 
closure,  47  healed  successfully.  Four  patients  were 
converted  to  open  treatment  due  to  the  develop- 
ment of  sepsis,  and  they  completed  their  con- 
valescence with  the  eight  patients  treated  initially 


by  the  open  method. 

Patients  treated  by  primary  closure  averaged 
three  days  of  postoperative  hospital  convalescence 
and  2.2  postoperative  office  visits.  Patients  treated 
open  averaged  5.8  days  of  postoperative  hospital 
convalescence  and  9.5  postoperative  office  visits. 
Only  one  patient  had  unusual  morbidity.  This 
also  was  the  only  patient  who  had  a definitive 
surgical  procedure  performed  elsewhere.  This 
patient,  a 1 7-year-old  male,  had  18  preoperative 
office  visits  to  debride  the  intergluteal  area  in- 
cluding removal  of  silk  suture  material.  He  then 
entered  the  hospital.  Excision  and  primary  closure 
was  attempted.  The  postoperative  incision  remain- 
ed indurated  and  tender.  The  incision  was  opened 
and  packed  and  required  37  postoperative  office 
visits  to  complete  secondary  closure.  Examination 
of  the  area  10  years  later  shows  no  evidence  of 
recurrence. 

The  dimensions  of  the  excised  specimen  give 
some  indication  of  the  surgical  defect  created  by 
the  technique  of  limited  excision.  In  29  cases  treat- 
ed by  primary  closure  and  six  cases  treated  by 
open  packing,  these  dimensions  were  exactly  de- 
scribed by  the  tissue  pathologists  and  are  shown  in 
Table  1. 

Discussion 

Success  of  limited  excision  of  pilonidal  cysts 
depends  upon  sharp  dissection  under  excellent 
visibility  in  order  that  only  diseased  tissue  is 
removed.  Success  of  primary  closure  depends 


Table  1 Average  Dimensions  of  Excised  Specimens 


Length 

Width 

Depth 

(cm.) 

(cm.) 

(cm.) 

Primary  closure 

3.7 

.9 

1.7 

Open  with  packing 

6.8 

1.4 

2.1 

upon  complete  hemostasis. 

careful 

closure 

of  all 

dead  space  with  absorbable  fine  suture  material, 
exact  skin  approximation  and  immobilization  of 
the  healing  incision  by  a stent — a technique  fre- 
quently used  by  plastic  surgeons  in  other  areas 
for  similar  reasons. 

The  usual  pilonidal  lesion  is  shallow.  It  is 
not  connected  with  or  attached  to  sacral  fascia 
or  underlying  bone,  and  exposure  of  these  struc- 
tures or  of  gluteal  or  anal  musculature  does  not 
improve  the  surgical  result.  The  data  presented, 
with  one  exception,  deal  with  first  excisions  with 
or  without  prior  simple  drainage.  Those  patients, 
who  have  “recurred”  after  a wide  excision,  who 
have  had  a Z-plasty  or  other  wide  mobilization 
of  sacral  tissue  with  a wide  area  of  induration 
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and  draining  sinuses,  do  not  have  sufficient  healthy 
tissue  remaining  to  permit  limited  excision.  Un- 
treated patients  even  with  multiple  fistulae  are 
still  good  candidates  for  limited  excision  but  are 
more  likely  to  require  open  packing  and  healing 
by  second  intention  rather  than  primary  closure 
with  its  very  desirable  low  morbidity,  short  hos- 
pitalization, and  limited  total  disability.  1'he  sur- 
geon who  first  treats  a patient  with  a pilonidal 
cyst  and  sinus  has  a unique  opportunity  to  effect 
a simple  and  complete  cure. 

Summary  and  Conclusions 

Limited  excision  was  performed  on  59  patients 
with  pilonidal  cyst  and  sinus  during  the  preceding 

12  years.  Fifty-one  patients  were  treated  by  primary 
closure  and  eight  patients  were  treated  open  with 
packing.  Four  patients  treated  by  primary  closure 
were  opened  and  packed  during  the  early 
postoperative  period.  There  are  no  known  recur- 
rences in  the  series,  46  patients  have  been  examined 
within  the  preceding  three  months,  the  remaining 

13  could  not  be  traced  or  examined.  Successful 
treatment  depends  on  strict  application  of  well 


known  surgical  principles  and  understanding  of 
the  pathology  of  the  lesion. 
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Self-Evaluation  Quiz 


4.  Which  one  of  the  following  findings  would  best  serve  to  differentiate  Rh 
incompatibility  erythroblastosis  from  cytomegalic  inclusion  disease  in  a 
newborn  ? 

(A)  Anemia  of  10  gm.  per  100  cc.  hemoglobin 

(B)  Purpura 

(C)  Hepatosplenomegaly 

(D)  Positive  Coomb’s  test 

(E)  Jaundice 

[From  the  Department  of  Pediatrics,  University  of  Cincinnati  College  of  Med- 
icine. The  answer  is  given  on  p.  140  of  this  issue. — Ed.] 
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Cat  Scratch  Disease 


Report  of  a Case  Presenting 
as  an  Intra-oral  Mass 


John  H.  Hughes,,  M.D. 
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HILE  PERSISTENCE  of  an  abnormal  mass 
often  suggests  neoplasia,  the  differential 
diagnosis  is  more  complex  in  a young  person. 
Cat  scratch  disease  can  often  be  overlooked  as 
the  cause  of  unusual  masses  in  children. 

Case  Report 

An  1 1 -year-old  girl  was  seen  for  severe  chronic 
tonsillitis  in  December  1969.  At  that  time  a 
tonsillectomy  and  adenoidectomy  were  performed 
with  uneventful  recovery.  About  six  weeks  later, 
she  sought  care  once  again  for  a small,  slightly 
tender  mass  in  the  left  buccal  area.  The  mass 
measured  1.5  cm  in  diameter  and  was  slightly 
tender,  not  fluctuant,  and  located  just  inferior 
to  Stenson’s  duct.  A left  mandibular  first  molar 
was  grossly  carious  but  was  considered  probably 
to  be  unrelated  to  the  mass.  She  was  given  oral 
tetracycline,  and  the  tooth  was  extracted.  The 
patient  complained  of  malaise  and  persistence  of 
the  mass.  Accordingly,  after  another  two  weeks, 
an  excisional  biopsy  was  performed. 

The  mass  was  a lymph  node  2.0  cm  in 
diameter,  which  showed  necrotic,  granulomatous 
changes.  The  pathologist  suggested  cat  scratch 
disease  in  the  differential  diagnosis.  Following 
excision  of  the  oral  mass,  the  biopsy  wound  healed 
well,  and  there  were  no  sequelae. 

By  retrospective  history,  the  patient  noted 
that  she  had  been  scratched  on  the  left  side  of  the 
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face  by  her  cat  about  six  weeks  previously.  Her 
mother  had  been  scratched  on  the  hand  by  the 
same  cat.  About  four  weeks  after  the  scratch, 
the  mother  had  noted  malaise  and  a tender  mass 
1.0  cm  in  diameter  in  the  area  of  the  elbow. 
This  had  regressed  spontaneously. 


Discussion 

While  cat  scratch  disease  is  not  a rare  disease, 
it  is  frequently  overlooked.  Margileth1  has  noted 
that  while  over  1,000  cases  have  been  reported 
in  the  literature,  the  d:agnosis  often  eludes  detec- 
tion. In  this  case,  the  infection  of  the  tonsils  and 
of  the  tooth  were  distractions  in  arriving  at  the 
diagnosis. 

Warwick2  notes  that  diagnosis  is  established 
when  three  of  the  following  four  criteria  are  found 
in  a patient:  a history  of  cat  scratch;  a positive 
skin  test  to  the  Hanger-Rose  antigen;  negative 
laboratory  studies  for  other  causes  of  lymph- 
adenopathy;  and  characteristic  pathology  of  a 
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lymph  node.  In  this  case,  the  diagnosis  was  ac- 
cepted on  the  three  criteria  in  the  absence  of 
available  antigen.  Warwick2  has  also  noted  that 
a positive  skin  reaction  to  the  antigen  may  be 
found  in  5 percent  of  the  general  population. 
Spaulding3  states  that  10  percent  of  patients  with 
a typical  course  of  the  disease  will  have  negative 
skin  tests  using  one  or  two  different  antigens  of 
the  Hanger-Rose  type.  These  antigen  preparations 
are  heat-treated  extracts  of  known  positive  lymph 
nodes  from  other  patients  with  cat  scratch  dis- 
ease.4 5 

Nearly  80  percent  of  patients  with  this  disease 
have  onset  in  the  fall  or  winter,  and  in  50  percent, 
the  lesion  is  found  on  the  hand  or  arm.1  In  145 
patients  reported  by  Margileth,1  four  showed 
preauricular  or  subauricular  lymphadenopathy 
confusing  the  diagnosis  with  mumps.  Two  had 
redness  and  swelling  near  Stenson’s  duct.  Quillian, 
et  alG  had  reported  ocular  lesions  (pustular  or  con- 
junctival) and  preauricular  adenopathy  in  6 of 
34  cases  observed. 

Mild  malaise  with  adenopathy  appearing  two 
to  four  weeks  after  the  scratch  is  characteristic 
and  treatment  is  usually  only  symptomatic.  In  one 
third  to  one  half  of  the  cases,  aspiration  is  indicated 
because  of  marked  swelling.  In  25  percent  of  cases, 
adenopathy  persists  more  than  two  months.1 
Since  the  differential  diagnosis  includes  sarcoidosis, 
tuberculosis,  tularemia,  brucellosis,  and  Hodgkin’s 
disease,  diagnostic  excisional  biopsy  is  performed 
in  selected  cases.  The  causative  organism  is  yet 
unknown,  although  there  are  suggestions  that 
a virus  in  the  psittacosis-ornithosis  lympho- 
granuloma venereum-trachoma  group  may  be  in- 
volved.2 Antibiotics  are  not  believed  to  be  effective, 


and  the  disease  is  self-limited  with  complications 
and  sequelae  almost  nonexistent. 

Summary 

A case  of  cat  scratch  disease  which  presented 
as  a mass  in  the  buccal  area  is  presented  and 
discussed.  This  is  a self-limiting  disease  in  which 
the  diagnosis  frequently  is  missed.  Criteria  for 
diagnosis  are  described.  When  Hanger-Rose  antigen 
is  available,  biopsy  often  is  not  necessary.  While 
this  disease  most  frequently  occurs  with  adenopathy 
secondary  to  a scratch  on  the  hand  or  arm,  con- 
junctival lesions  or  preauricular  adenopathy  are 
not  rare.  Renewed  clinical  awareness  of  this 
disease  is  justified. 

Acknowledgement:  The  author  wishes  to  thank  Dr. 

Walter  Stoll  for  the  referral  of  this  interesting 
patient.  The  Medical  Library  of  the  Medical  Col- 
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Answers  to  Self-Evaluation  Quiz 

Page  134  Question  1.  (E) 

Question  2.  (D) 

Question  3.  (D) 

Page  138  Question  4.  (D) 
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Carotid  Sinus  Nerve  Stimulator 
in  Angina  Pectoris 

Report  of  a Case 


Adil  S.  Ghafour,  M.D.,  and  William  B.  Martin,  M.D. 


NGINA  PECTORIS  occurs  when  myocar- 
dial  oxygen  consumption  suddenly  exceeds 
the  blood  supply  to  the  myocardium,  as  in  coro- 
nary atherosclerotic  heart  disease.  Experimental 
studies  have  shown  that  an  increase  in  the  heart 
rate,  systemic  blood  pressure,  and  the  inotropic 
state  of  the  myocardium  are  among  the  factors 
which  cause  an  increase  in  myocardial  oxygen  re- 
quirements.1-3 It  has  been  known  for  many  years 
that  manual  stimulation  of  the  carotid  sinus  may 
abruptly  terminate  angina  pectoris,4  and  carotid 
sinus  massage  has  been  used  as  a diagnostic  test 
for  the  presence  of  angina.5  Stimulation  of  the 
carotid  sinus  nerves  reflexly  decreases  the  sympa- 
thetic activity6  with  consequent  reduction  in  heart 
rate,  blood  pressure,  and  myocardial  contractili- 
ty, 7’8  thus  reducing  myocardial  oxygen  consump- 
tion and  relieving  angina  pectoris. 

Schwartz  and  associates9  have  developed  a 
technic  for  the  continuous  stimulation  of  the  caro- 
tid sinus  nerve  in  the  treatment  of  hypertension. 
Recently,  Braunwald  and  his  co-workers10>n  re- 
ported encouraging  results  from  their  use  of  this 
technic  with  intermittent  stimulation  of  the  carotid 
sinus  nerve  in  the  treatment  of  angina  pectoris. 
The  purpose  of  this  communication  is  to  report  a 
patient  with  “intractable”  angina  pectoris  in  whom 
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the  carotid  nerve  stimulator  was  used  with  sub- 
jective and  objective  evidence  of  benefit. 

Case  Report 

This  52-year-old  retired  prison  guard  was 
well  until  1954,  when  he  first  noted  angina  pectoris 
on  moderate  exertion.  A few  months  later,  he 
sutfered  acute  myocardial  infarction  and  was 
treated  in  a private  hospital.  Subsequently,  angina 
pectoris  increased  in  frequency  and  intensity.  Anti- 
coagulants (sodium  warfarin)  were  used  for  sev- 
eral years.  Nitroglycerin  and  long-acting  nitrates 
produced  only  partial  relief,  and  he  then  refused 
to  take  them  because  they  produced  severe  head- 
aches. Propranolol  produced  only  slight  relief  and 
had  to  be  stopped  because  it  precipitated  conges- 
tive heart  failure  in  spite  of  maintenance  digitalis. 
Several  sedatives  and  narcotics  were  also  used  in 
increasing  amounts  to  relieve  chest  pain,  which 
occurred  even  nocturnally  and  on  the  slightest 
emotion. 

Within  the  last  four  years  the  patient  was  ad- 
mitted to  this  hospital  ten  times.  Each  admission 
was  to  rule  out  acute  myocardial  infarction.  Physi- 
cal examination  showed  a slightly  obese  man  with 
a blood  pressure  of  140/84  mm  Hg,  full  and  regu- 
lar pulse,  normal  funduscopic  examination,  normal 
cardiac  size,  and  normal  heart  sounds.  Roent- 
genogram of  the  chest,  hemogram,  serum  uric  acid, 
electrolytes,  SGOT,  SGPT,  LDH,  thyroid  function 
tests,  total  serum  lipids,  and  glucose  tolerance  test 
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were  all  within  normal  limits.  An  electrocardio- 
gram showed  complete  right  bundle  branch  block. 
Cineangiography  of  the  coronary  arteries  in  1966 
and  in  1968  showed  occlusion  of  the  circumflex 
branch  of  the  left  coronary  artery  in  the  atrioven- 
tricular groove. 

Upon  our  recommendation,  a radio  frequency 
carotid  sinus  nerve  stimulator  (CSNS)  was  im- 
planted in  April  1969  by  Dr.  Ki  Taek  Song,  using 
the  technic  described  by  Schwartz  and  co-workers9 
and  modified  by  Braunwald  and  associates.10’11 

CSN  Stimulator 

The  CSN  stimulator  (CSNS)  has  previously 
been  described.910  In  brief,  it  consists  of  two  main 
parts:  (1)  a subcutaneously  implanted  receiver 

(secondary  coil)  and  electrodes.  The  receiver  con- 
tains two  electrically  isolated  coils  and  circuits, 
each  supplying  impulses  via  stainless  steel  wires 
and  bipolar  platinum  electrodes  attached  to  both 
right  and  left  CSN  bundles;  (2)  a generating  unit 
worn  externally,  which  creates  20  to  80  cycles/sec 
radio  frequency  pulses  of  0.3  m sec  in  duration 
and  of  0.5  to  8 volts  in  amplitude  when  the  switch 
is  on.  The  pulses  from  the  generator  are  trans- 
mitted by  an  induction  coil  that  is  manually  placed 
on  the  skin  directly  overlying  the  implanted  re- 
ceiving unit.  The  patient  activates  the  generating 
unit  at  will  by  an  off-on  switch. 

Results 

During  the  first  two  weeks  after  operation, 
activation  of  the  unit  produced  moderate  post- 
auricular  pain  and  a tingling  sensation  in  the 
throat,  both  of  which  gradually  disappeared.  The 
patient  reported  marked  symptomatic  improve- 
ment. Almost  all  episodes  of  angina  pectoris  were 
promptly  terminated  by  repeated  use  of  the  unit. 
All  drugs  were  discontinued  except  for  occasional 
use  of  pentazocine  when  anginal  episodes  recurred 
frequently.  Prophylactic  activation  of  the  CSNS 
allowed  the  patient  to  perform  physical  activity 
which  he  previously  had  avoided  because  it  precip- 
itated angina. 

Ten  months  after  operation,  objective  assess- 
ment of  the  unit,  similar  to  that  recently  reported 
by  Epstein  and  associates,11  was  made.  The  intra- 
arterial (brachial)  pressure  and  electrocardiogram 
were  continuously  recorded.  We  first  demonstrated 
that  activation  of  the  unit  (stimulus  amplitude  2 
volts,  60  cycles/sec  radio  frequency  and  0.3  m 
sec  duration)  lowered  the  systolic  arterial  pressure 
20  mm  Hg  below  control  levels  with  no  change  in 
heart  rate. 

The  patient  then  performed  a series  of  exer- 
cise studies.  He  was  instructed  to  assume  a sitting 
position  on  a bicycle  ergometer  and  to  pedal  at  a 
specified  rate.  The  initial  rate  of  exercise  was 
chosen  to  produce  angina  after  one  minute  and 
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50  seconds  (control) . When  repeated  several  times, 
this  level  of  exercise  regularly  produced  angina 
after  almost  the  same  duration  of  time.  The  pa- 
tient underwent  a second  period  of  exercise  during 
which  the  CSNS  was  activated  at  the  onset  of 
angina  (referred  to  as  interruption,  meaning  if  the 
pain  disappears  or  is  reduced  in  intensity,  the  pa- 
tient continues  to  exercise  until  the  pain  appears 
again  or  reaches  the  intensity  that  was  present 
before  the  onset  of  stimulation).  Angina  disap- 
peared within  a few  seconds,  and  the  patient  could 
continue  at  the  same  speed  of  exercise  for  a total 
of  three  minutes.  The  mean  arterial  pressure  drop- 
ped 32  mm  Hg  (Fig.  1).  Repeated,  a total  of  three 
minutes  and  20  seconds  was  recorded  (Fig.  2). 
The  third  exercise  period  was  monitored  with  the 
stimulator  on  throughout  the  period  of  exercise 
(prophylactic  use  of  the  stimulator).  A total  dura- 
tion of  exercise  of  two  minutes  and  20  seconds  and, 
when  repeated,  two  minutes  and  28  seconds  was 
recorded  (Fig.  3). 

The  heart  rate  dropped  only  4 beats  per  min- 
ute during  prophylactic  use  of  CSNS  at  the  same 
duration  of  exercise  which  produced  angina  in  the 
control  bout  of  exercise.  The  mean  arterial  pres- 
sure dropped  20  mm  Hg  and  when  repeated  15 
mm  Hg  (Fig.  4) . 

Discussion 

In  general,  carotid  sinus  nerve  stimulation  re- 
sults in  an  abrupt  decrease  in  the  heart  rate,  sys- 
temic blood  pressure,  and  myocardial  contractility. 
The  mechanism  of  action  is  through  decreasing 
sympathetic  activity.6'8  It  has  been  shown  experi- 
mentally that  increase  in  heart  rate,  systemic  blood 
pressure,  and  the  inotropic  state  of  the  myocar- 
dium are  among  the  factors  which  cause  an  in- 
crease in  myocardial  oxygen  consumption.1'3  An- 
gina pectoris  results  when  myocardial  oxygen  re- 
quirements suddenly  increase  without  a parallel 
increase  in  myocardial  blood  supply.  Thus,  carotid 
sinus  nerve  stimulation  presumably  relieves  angina 


142  / The  Ohio  State  Medical  Journal 


pectoris  by  decreasing  myocardial  oxygen  con- 
sumption as  determined  by  the  above  three  factors. 

Optimal  medical  treatment  was  not  successful 
in  controlling  angina  pectoris  in  our  patient.  There 
was  subjective  evidence  of  improvement  after  im- 
plantation of  the  CSNS.  It  offered  several  ad- 
vantages over  medical  therapy.  Response  (pain 
relief)  was  quicker,  more  reliable,  more  complete, 
and  without  side  effects.  Activating  the  stimulator 
before  and  during  activities  allowed  the  patient  to 
participate  in  many  physical  efforts  which  he  used 
to  avoid  because  they  induced  angina.  He  could 
participate  in  these  activities  for  a longer  time,  a 
factor  which  might  increase  his  physical  fitness. 

However,  aware  of  the  possible  placebo  effects 
and  the  difficulties  in  evaluating  symptomatic  im- 
provements in  patients  with  angina  pectoris,12  an 
objective  evaluation  was  desired.  When  the  patient 
was  unaware  of  the  activation  of  the  stimulator, 
in  that  it  was  turned  on  without  his  knowledge, 
activation  did  not  produce  tingling  sensation  of  the 
throat.  Carotid  sinus  nerve  stimulation  abolished 
angina  abruptly  (within  a few  seconds),  and  the 
patient  could  continue  exercising  at  the  same  speed 
as  he  began  for  a longer  time  before  recurrence  of 
angina.  Activation  of  the  unit  resulted  in  a drop 
of  systemic  blood  pressure  (about  20  mm  Hg). 


Although  the  heart  rate  did  not  change  during 
activation  of  the  unit  at  rest,  there  was  a decrease 
of  4 to  10  beats  per  minute  on  activation  of  the 
unit  during  exercise. 

Recently,  Epstein  and  associates11  reported 
their  experience  in  17  patients  with  severe  angina 
who  had  CSNS  implanted.  These  patients  were 
followed  for  3 to  15  months.  Thirteen  patients  had 
appreciable  subjective  and  objective  evidence  of 
benefit.  In  two  patients,  the  carotid  sinus  nerves 
were  probably  injured.  No  response  was  obtained 
from  stimulation,  and  neither  patient  had  sympto- 
matic improvement.  Two  patients  died  early,  be- 
fore recovery  from  the  procedure. 

There  are  disadvantages  to  this  method  of 
treatment.  Implantation  requires  surgery  and  the 
use  of  general  anesthesia  in  patients  with  ad- 
vanced coronary  artery  disease.  Other  potential 
complications  are  bradycardia  and  severe  hypo- 
tension following  activation  of  the  unit.  Transient 
hypoglossal  nerve  paralysis  may  result  from  ex- 
cessive retraction  of  these  nerves,  and  cervical  root 
palsy  may  result  from  overextension  of  the  neck 
during  operation.11 

Although  this  method  of  treatment  is  still  in 
the  experimental  stage,  results  in  our  patient  ten 
months  after  operation  and  those  reported  in  the 


Fig.  1.  During  exercise:  Carotid  sinus  nerve  stimulation  abolished  angina 
(interruption).  Systolic  blood  pressure  dropped  32  mm  Hg  and  heart  rate 
decreased  10  beats  per  minute. 
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Fig.  2.  Effect  of  CSN  stimulation  on  duration  of  exer- 
cise: Exercise  duration  to  point  of  angina  without  stimu- 
lator is  shown  on  the  left  (control)  and  increment  in 
exercise  duration  after  interruption  of  angina  by  stimula- 
tion is  shown  on  the  right  (interruption). 


literature  seem  to  indicate  that  in  the  future  its 
use  will  have  a place  in  treating  those  patients 
whose  angina  pectoris  cannot  be  controlled  with 
optimal  medical  management. 


M.M.  HG. 


MEAN  ARTERIAL  PRESSURE 


Fig.  4.  Effect  of  CSN  stimulation  on  mean  arterial  pres- 
sure: On  the  left  are  levels  present  at  onset  of  angina 
in  the  control  study,  and  on  the  right  are  the  values 
present  during  prophylactic  stimulation,  after  the  same 
duration  of  exercise  as  produced  angina  in  the  control 
studies.  CSN  stimulation  inhibited  the  blood  pressure 
rise. 


Summary 

Carotid  sinus  nerve  stimulation  relieves  angina 
pectoris.  The  mechanism  of  action  is  through  a de- 
crease in  heart  rate,  systemic  blood  pressure,  and 
myocardial  contractility,  the  three  main  determi- 
nants of  myocardial  oxygen  consumption. 

This  article  presents  a case  report  of  a 52- 
year-old  man  with  incapacitating  angina  pectoris. 


Fig.  3.  Effect  of  CSN  stimulation  on  duration  of  ex- 
ercise: Exercise  to  point  of  angina  without  stimulation 
is  shown  on  the  left  (control)  and  increment  in  exercise 
duration  when  stimulator  is  used  prophylactically. 


He  was  not  considered  suitable  for  myocardial  re- 
vascularization procedure,  and  medical  manage- 
ment was  unsuccessful  in  controlling  his  chest  pain. 
Radio  frequency  carotid  sinus  nerve  stimulator 
was  implanted  and  resulted  in  marked  sympto- 
matic improvement.  Ten  months  after  operation, 
evaluation  of  the  unit  showed  objective  evidence 
of  its  effectiveness.  Carotid  sinus  nerve  stimulation 
abolished  angina  abruptly  and  showed  a decrease 
in  heart  rate  and  systemic  blood  pressure.  It  al- 
lowed the  patient  to  exercise  on  a bicycle  ergo- 
meter,  peddling  at  the  same  speed  for  a longer 
time  before  anginal  chest  pains  as  compared  to 
control  exercise. 

Evidence  from  this  report  and  those  published 
in  the  literature  seems  to  indicate  that  carotid 
sinus  nerve  stimulation  is  an  effective  method  of 
treating  severe  angina  pectoris  which  fails  to  re- 
spond to  optimum  medical  management. 

Acknowledgement:  The  Cardiopulmonary  Laboratory 

and  Medical  Illustration  Service,  Veterans  Administra- 
tion Center,  Dayton,  Ohio. 
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"Vyf ECHANICAL  COMPLICATIONS  OF  MYOCARDIAL  INFARC- 

“*-V-I-TION.  — Left  ventricular  aneurysm,  interventricular  septal  defect, 
and  acute  mitral  valve  incompetence  due  to  papillary  muscle  damage  are 
three  mechanical  complications  which  cause  intractable  heart  failure  after 
myocardial  infarction.  In  each  case,  surgical  intervention  can  result  in  dramatic 
improvement  of  congestive  heart  failure. 

A hemodynamically  significant  left  ventricular  aneurysm  enlarges  the 
cardiac  silhouette  and  frequently  causes  a localized  protrusion  as  seen  radio- 
graphically. Cardiac  fluoroscopy  will  disclose  an  abnormal  pulsation  of  the 
left  ventricular  border.  The  left  ventricular  angiogram  establishes  the  diag- 
nosis, reveals  the  extent  of  the  aneurysm,  and  may  disclose  a filling  defect 
in  the  aneurysmal  sac  due  to  the  presence  of  mural  thrombus.  Coronary 
arteriography  shows  occlusion  of  a major  vessel,  most  commonly  the  anterior 
descending  branch  of  the  left  coronary  artery. 

When  an  aneurysm  is  of  sufficient  size  to  produce  cardiac  failure  the 
outlook  is  grave  unless  surgical  operation  is  carried  out.  The  reported  surgical 
mortality  from  aneurysmectomy  has  varied  from  5 percent  to  22  percent.  If 
the  patient  survives,  symptomatic  relief  is  dramatic. 

Ischemic  perforation  of  the  interventricular  septum  and  acute  mitral  in- 
competence due  to  severe  papillary  muscle  damage  both  cause  severe  heart 
failure  shortly  after  myocardial  infarction.  A similar  pansystolic  murmur  ac- 
companies both  conditions,  and  differentiation  between  the  two  is  rarely 
possible  on  the  basis  of  the  electrocardogram  or  x-ray  film  of  the  chest. 
Ventricular  cardiac  catheterization  and  left  ventricular  angiocardiography  are 
required  for  a correct  diagnosis. 

Provided  the  patient  survives  until  the  infarct  can  heal  with  scar  forma- 
tion, mortality  associated  with  repair  of  the  defect  is  low  and  the  operation 
relieves  septal  heart  failure. 

Surgical  treatment  of  mitral  valve  incompetence  is  indicated  if  medical 
measures  fail  to  control  cardiac  failure.  Provided  operation  can  be  delayed 
until  scar  formation  has  occurred,  operation  carries  a low  mortality  and  a 
high  success  rate  in  the  alleviation  of  symptoms.  — Richard  J.  Keene,  M.D., 
San  Francisco,  and  M.  J.  Raphael,  M.B.,  B.Chir.,  London:  California  Medi- 
cine, 113:1-15,  September  1970. 
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General 


Highlights  of  Cardiac  Auscultation 


Joseph  K.  Perloff,  M.D.* 


HE  PRACTICAL  USE  of  cardiac  ausculta- 
tion requires  an  understanding  of  certain 
elementary  principles.  First,  auscultatory  events 
must  be  heard  before  they  can  be  interpreted; 
accordingly,  the  technicalities  and  techniques  of 
auscultation  are  paramount.  Second,  recognition 
of  the  various  heart  sounds,  especially  the  first 
and  second  sounds,  defines  systole  and  diastole 
and  establishes  the  timing  of  the  different  phases  of 
the  cardiac  cycle.  Third,  the  timing  of  murmurs 
can  readily  be  accomplished  once  the  phases  of 
the  cardiac  cycle  are  defined.  The  following  re- 
marks will  touch  on  each  of  these  three  principles. 

Technicalities  and  Techniques  — The  chain 
of  success  in  this  area  consists  of  a number  of  links. 
The  instrument  of  auscultation  is  the  stethoscope 
that  was  introduced  by  Laennec  in  1819.  The  ideal 
stethoscope  is  yet  to  be  devised  but  good  instru- 
ments are  available  and  certain  guidelines  are  use- 
ful in  their  selection.  Both  a bell  and  a diaphragm 
are  necessary,  the  former  for  the  low  frequency 
ranges  and  the  latter  for  the  high.  Connecting 
tubing  should  be  relatively  firm  and  single;  double 
tubes  are  acoustically  less  efficient  and  cause 
extraneous  noise  when  they  touch  or  rub  together. 
The  overall  length  of  the  entire  stethoscope  should 
be  about  22  inches.  The  binaural  ear  pieces  should 
be  relatively  large  so  that  they  occlude  the  external 
auditory  canals  and  do  not  uncomfortably  enter 
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them.  Finally,  all  connections  must  be  airtight  in 
order  to  avoid  loss  of  sound  by  leakage. 

The  next  link  in  the  chain  is  the  sensing 
device,  ie,  the  human  ear  which  can  be  trained 
to  sense  the  broad  range  of  frequencies  emanating 
from  the  heart  and  blood  vessels.  It  is  encouraging 
to  know  that  the  ear  is  more  efficient  than  the 
phonocardiogram  in  recognizing  high  frequencies 
such  as  the  soft  murmur  of  aortic  incompetence. 
The  ears  are  all  important  since  even  the  best 
stethoscopes  do  not  amplify  sound  but  merely  trans- 
mit it  to  the  ears  with  relatively  little  loss.  Perhaps 
the  most  important  link  in  the  chain  is  the 
interval  between  the  stethoscopic  ear  pieces,  name- 
ly, the  human  brain.  The  brain  interprets  what  is 
heard,  and  in  order  to  do  so  effectively  it  must  be 
programmed  by  years  of  experience.  Once  these 
technical  links  — the  instrument,  the  sensing  de- 
vice, the  interpreter,  and  the  programming  — are 
forged,  we  can  turn  attention  to  the  auscultatory 
technique  itself. 

Auscultation  should  be  conducted  in  a quiet 
examining  room  that  is  free  of  ambient  noise  and 
that  has  a temperature  so  regulated  as  to  avoid 
shivering.  The  patient  must  be  relaxed  and  com- 
fortable and  the  examiner  unhurried.  Various 
postures  should  be  employed  such  as  supine, 
prone,  left  lateral  decubitus,  sitting,  leaning  for- 
ward, standing,  or  squatting.  Respiratory  patterns 
should  also  be  appropriately  selected  including 
quiet  or  arrested  breathing  for  routine  auscultation, 
full  held  expiration  for  the  soft  murmur  of  aortic 
incompetence,  or  normal  or  exaggerated  respiratory 
excursions  for  the  behaviour  of  the  second  heart 
sound  or  for  certain  right-sided  events.  Physical 
and  pharmacologic  interventions  are  useful  and 
include  coughing,  effort,  squatting,  isometric  ten- 
sion (squeezing  the  clinched  fists),  and  certain 
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kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subthera- 
peutic  amount  of  atropine  sulfate  is  added 
to  discourage  deliberate  overdosage. 

Adverse  Reactions:  Side  effects 
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of  the  gums,  euphoria,  depression  and 
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less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 
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vasoactive  drugs  especially  amyl  nitrite  and  pressor 
agents.  When  the  bell  of  the  stethoscope  is  applied 
with  varying  degrees  of  pressure,  a relatively  broad 
range  of  frequencies  can  be  elicited.  When  the  bell 
is  touched  lightly  to  the  skin,  low  frequencies  are 
heard  (soft  third  heart  sound)  ; when  high  fre- 
quencies are  paramount,  firm  pressure  with  the 
diaphragm  is  required.  Palpation  should  precede 
auscultation  so  that  the  stethoscope  can  be  placed 
precisely  at  the  most  appropriate  precordial  sites. 
Finally,  auscultation  should  not  be  confined  to  the 
precordium  but  should  include  the  right  chest, 
axillae,  back,  neck,  flanks,  abdomen,  groins,  and 
at  times  the  eyeballs  and  skull. 


The  Heart  Sounds  — The  normal  heart 
sounds  define  the  phases  of  the  cardiac  cycle  and 
serve  as  standards  by  which  abnormal  heart 
sounds  can  be  judged.  The  first  heart  sound  is 
best  assessed  at  the  apex  or  lower  left  sternal 
edge  and  is  either  single  or  closely  split.  Splitting 
is  usually  confined  to  the  lower  sternal  edge  and 
normally  is  not  heard  at  the  base.  Although 
analysis  of  the  first  heart  sound  provides  helpful 
information,  analysis  of  the  second  heart  sound  is 
far  more  useful  and  has  been  called  the  entry 
to  auscultation  of  the  heart.  Proper  interpretation 
of  the  second  sound  assumes  an  awareness  of  its 
location,  splitting,  and  intensity.  In  the  second  left 
intercostal  space  there  are  two  components,  aortic 
and  pulmonic,  which  are  synchronous  (or  nearly 
so)  during  expiration  and  split  during  inspiration. 
A judgment  regarding  the  intensity  of  pulmonary 
valve  closure  requires  comparison  with  aortic 
closure  when  both  sounds  are  heard  simultaneously 
during  inspiration.  The  comparative  softness  of  the 
pulmonary  closure  sound  is  held  responsible  for 
its  localization  in  the  vicinity  of  the  second  left 
intercostal  space,  and  the  relative  loudness  of 
aortic  closure  accounts  for  its  audibility  at  all 
areas.  It  should  clearly  be  stated  that  A2  refers 
to  aortic  valve  closure  and  P2  to  pulmonary  valve 
closure.  A2  and  P2  do  not  refer  to  the  second  heart 
sound  in  the  “aortic”  vs  the  “pulmonary”  area; 
such  use  implies  a complete  misunderstanding  of 
the  origin  of  the  two  components  of  the  second 
sound.  Similarly,  P2  by  definition  is  a single  sound 
caused  by  pulmonary  valve  closure,  so  the  expres- 
sion “split  P2”  is  a misnomer  that  should  be 
abandoned. 

The  third  and  fourth  heart  sounds  are  best 
understood  in  relation  to  the  two  diastolic  phases 
of  ventricular  filling.  These  sounds  originate 
within  the  recipient  ventricle,  the  third  sound 
during  the  middiastolic  filling  phase  and  the 
fourth  sound  during  the  presystolic  filling  phase. 
Accordingly,  a fourth  heart  sound  implies  sinus 
rhythm.  Both  sounds  are  low  frequency  events  that 


are  heard  most  readily  with  light  touch  of  the 
stethoscopic  bell. 

The  foregoing  heart  sounds  — first,  second, 
third,  and  fourth — can  either  be  normal  or  ab- 
normal. The  following  sounds  are,  for  all  practical 
purposes,  abnormal  events. 

Opening  snaps  characteristically  originate  in 
the  mitral  valve  usually  because  of  stenosis.  The 
snap  is  relatively  high  frequency,  is  heard  not 
only  at  the  apex  but  also  at  the  sternal  edge  and 
base,  and  is  best  elicited  with  the  stethoscopic 
diaphragm  or  firm  pressure  with  bell.  Since  the 
mitral  valve  must  open  before  the  ventricle  can 
fill,  the  timing  of  the  opening  snap  necessarily  pre- 
cedes the  timing  of  the  third  heart  sound. 

Ejection  sounds  are  high  pitched,  clicking 
early  systolic  events  that  originate  in  either  the  left 
heart  (aortic  valve  or  dilated  ascending  aorta) 
or  right  heart  (pulmonic  valve  or  dilated  pulmo- 
nary trunk).  These  sounds  tend  to  be  heard  at 
the  base  of  the  heart  and  should  not  be  mistaken 
for  split  first  heart  sounds.  The  aortic  ejection 
sound  is  well-heard  at  both  the  base  and  apex 
and  with  rare  exception  does  not  vary  with 
respiration;  the  pulmonic  ejection  sound  is  well- 
heard  in  the  second  left  intercostal  space  and  often 
varies  characteristically  with  respiration,  getting 
selectively  softer  with  inspiration  and  louder  with 
expiration. 

Systolic  clicks  must  be  distinguished  from 
ejection  sounds.  The  clicks  are  similar  to  ejection 
sounds  in  frequency  but  not  in  timing  or  chest 
wall  location.  Clicks  generally  originate  in  re- 
dundant mitral  chordae  tendineae;  they  are 
single  or  multiple,  maximal  at  the  apex,  and  begin 
in  mid  to  late  systole. 

Cardiac  Murmurs  — A cardiovascular  mur- 
mur is  a relatively  prolonged  series  of  auditory 
vibrations  characterized  according  to  intensity 
(loudness),  frequency  (pitch),  configuration 
(shape),  quality,  duration,  direction  of  radiation, 
and  timing  in  the  cardiac  cycle.  The  timing  of 
murmurs  is  particularly  important  since  it  serves 
as  a basis  for  classification.  Systolic  murmurs  are 
classified  according  to  their  time  of  onset  and 
termination  as  midsystolic,  holosystolic,  early 
systolic,  or  late  systolic.  A midsystolic  murmur  be- 
gins after  the  first  heart  sound  and  ends  before 
the  second  sound  (aortic  stenosis).  A holosystolic 
murmur  begins  with  the  first  heart  sound,  oc- 
cupies all  of  systole,  and  ends  with  the  second 
heart  sound  (classic  mitral  incompetence) . Early 
systolic  murmurs  begin  with  the  first  heart  sound, 
diminish  in  a decrescendo  fashion,  and  end  at  or 
before  midsystole  (very  small  ventricular  septal 
defect  with  early  systolic  shunt) . Late  systolic  mur- 
murs begin  in  mid  to  late  systole  and  end  with 
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the  second  heart  sound  (mitral  incompetence  with 
late  systolic  regurgitation).  Finally,  extracardiac 
systolic  arterial  murmurs  originate  in  either  system- 
ic or  pulmonary  arteries.  The  existence  of  such 
murmurs  emphasizes  the  importance  of  careful 
auscultation  at  nonprecordial  sites. 

Diastolic  murmurs  are  classified  according  to 
their  time  of  onset  as  early  diastolic,  middiastolic, 
or  late  diastolic  (presystolic) . An  early  diastolic 
murmur  begins  with  the  second  heart  sound  (aortic 
incompetence) . A middiastolic  murmur  begins  at 
a clear  interval  after  the  second  heart  sound 
(mitral  stenosis  with  atrial  fibrillation).  A late 
diastolic  murmur  or  presystolic  murmur  begins 
in  the  period  immediately  before  the  first  heart 
sound  (mitral  stenosis  with  sinus  rhythm). 

The  term  “continuous”  is  best  applied  to 
murmurs  that  begin  in  systole  and  continue  with- 
out interruption  through  the  time  of  the  second 
heart  sound  into  all  or  part  of  diastole.  Persistence 
of  murmurs  throughout  the  cardiac  cycle  is  there- 


fore not  a requirement.  Accordingly,  a murmur 
that  proceeds  into  diastole  without  stopping  at  the 
second  heart  sound  is  considered  continuous 
whether  or  not  it  finishes  before  the  next  first 
heart  sound.  Continuous  murmurs  can  be  due  to 
aortopulmonary  communications  (patent  ductus), 
arteriovenous  connections  (systemic  arteriovenous 
fistulas),  or  can  be  purely  arterial  (arterial  con- 
striction), or  purely  venous  (venous  hum). 


Summary 

There  are  few  areas  of  clinical  cardiology  that 
auscultation  does  not  animate.  This  paper  has 
reviewed  three  areas  relevant  to  this  topic:  (1) 
the  technicalities  and  techniques  of  auscultation; 
(2)  the  heart  sounds;  and  (3)  cardiovascular 
murmurs.  Skill  in  auscultation  remains  a hallmark 
of  the  good  clinician  and  it  is  understandable  why 
this  is  so. 


T ONG-TERM  RESULTS  OF  TREATMENT  WITH  RADIOACTIVE 
-L-' IODINE.  — From  1941  through  1968,  thirty  patients  between  the  ages 
of  8 and  18  years  were  treated  with  radioiodine  for  thyrotoxicosis.  Two  patients 
received  ,3"I,  and  28  received  ,8,I.  There  were  two  males  and  28  females.  The 
dose  of  1 I ranged  from  2 to  a maximal  cumulative  dose  of  32  mCi  in  two 
separate  doses  with  an  average  dose  of  6.6  mCi  per  patient.  The  mean  length  of 
follow-up  observation  was  9.2  years. 

Prompt  remission  of  the  disease  was  obtained  with  a single  dose  in  25 
cases.  Permanent  hypothyroidism  developed  in  eight  patients  (26  percent). 
Recurrence  of  thyrotoxicosis  associated  with  benign  nodular  hyperplasia  was 
observed  in  only  one  case  17  years  after  treatment  with  ’ I.  Twelve  of  the 
females  treated  with  131I  have  given  birth  to  18  healthy  children.  One  female 
treated  with  ' I has  an  abnormal  reproductive  history7.  No  deaths  and  no 
evidence  of  cancer  or  leukemia  were  seen.  — Alberto  Hayek,  M.D. ; Earle  M. 
Chapman,  M.D. ; and  John  D.  Crawford,  M.D.;  Boston:  The  New  England 
Journal  of  Medicine,  283:949-953,  October  29,  1970. 
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QtdidV: 


Proceedings  of  The  Council . . . 

Minutes  of  December  12,  1970  Meeting 


A REGULAR  MEETING  of  the  Council  of 
the  Ohio  State  Medical  Association  was  held 
Saturday,  December  12,  1970,  at  the  headquarters 
office,  17  South  High  Street,  Columbus,  Ohio. 

Those  present  were  all  members  of  the 
Council  except  Dr.  David  Fishman,  Cleveland, 
j Councilor  of  the  Fifth  District.  Also  attending  the 
i meeting  were  the  following:  Mr.  Wayne  E.  Stich- 
I ter,  Toledo,  OSMA  legal  counsel;  Mr.  James  S. 
Imboden,  Columbus,  AMA  Field  Representative; 
Dr.  John  H.  Budd,  Cleveland,  a member  of  the 
AMA  Board  of  Trustees;  Dr.  Philip  B.  Flardymon, 
i Columbus,  chairman  of  the  Ohio  delegation  to 
! the  American  Medical  Association;  Dr.  Robert 
E.  Howard,  Cincinnati,  chairman  of  the  OSMA 
Ad  Hoc  Committee  on  Delivery  of  Health  Care 
Systems,  present  by  invitation;  and  Messrs.  Page, 

: Edgar,  Gillen,  Campbell,  Clinger  and  Moore  of 
the  OSMA  staff. 

Minutes  Approved 

Minutes  of  the  meeting  held  November  15 
and  16,  1970,  were  approved  by  official  action. 

Reports  by  Councilors 

The  Councilors  reported  on  organizational 
activities  in  their  respective  districts. 

Attorney  General’s  Opinion  No.  70-153 

With  regard  to  a communication  from  the 
Columbus  Academy  of  Medicine  regarding  Ohio 
Attorney  General’s  Opinion  No.  70-153,  which 
concerns  the  services  and  treatment  rendered  by 
county  hospitals,  the  Council  was  advised  that 


the  Attorney  General’s  office  did  consult  with 
the  office  of  the  Ohio  State  Medical  Association 
before  issuing  the  opinion. 

Donor  Cards 

A communication  from  the  Columbus  Acad- 
emy of  Medicine  and  the  Ohio  Life  Underwriters, 
with  regard  to  a program  of  the  life  insurance 
underwriters  involving  donor  cards  for  the  gift 
of  bodies  and  body  parts  to  medicine  and  medical 
research,  was  referred  to  the  Committee  on  Lab- 
oratory Medicine  for  study. 

Emergency  Room  Problem 

With  regard  to  a problem  concerning  a 
county  medical  society  furnishing  an  emergency 
room  roster,  the  Council  recommended  that  the 
county  medical  society  remove  itself  from  the 
practice  of  furnishing  emergency  room  rosters, 
being  of  the  opinion  that  this  is  the  responsibility 
of  the  respective  staffs  of  the  hospitals. 

Membership 

Statistics 

Membership  statistics  were  reported  by  the 
Executive  Director  as  follows:  Membership  as 
of  December  11,  1970,  10,196,  compared  with  a 
total  membership  of  10,225  on  December  11,  1969. 
Of  the  10,196  OSMA  members,  8,659  were  af- 
filiated with  the  American  Medical  Association. 

Financial  Report 

The  Council  recessed  and  reconvened  in 
executive  session  for  the  presentation  of  the  annual 
budget  for  1971  by  Dr.  William  R.  Schultz, 
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Wooster,  chairman  of  the  Auditing  and  Appropria- 
tions Committee. 

The  report  of  the  committee,  including  a 
budget  for  1971.  was  approved  by  official  action: 

1971  Budget 


The  Ohio  State  Medical  Journal  $ 45,900.00 

Executive  Salaries  110,850.00 

Executive  Staff  Expenses  16,250.00 

Secretarial,  Administrative,  Clerical,  Military 

Advisory  Chairman,  Salaries  85,800.00 

President : 

Expense  $6,000;  Honorarium  $4,000  . . 10,000.00 

President-Elect : 

Expense  $3,600;  Honorarium  $2,000  ..  5,600.00 

Council  Expense  16,500.00 

AMA  Delegates- Alternates  Expense 

(Per  diem  $35;  ground  travel  $20)  ....  14,000.00 

Committees: 

Auditing  and  Appropriations  2,500.00 

Cancer  350.00 

Disaster  Medical  Care  500.00 

Education  (Commission  on  Education)  3,000.00 
Environmental  and  Public  Health  ....  1,600.00 

Eye  Care  300.00 

Governmental  Medical  Care  Programs 

(Comprehensive  Health  Planning)  1,500.00 

Hospital  Relations  1,500.00 

Insurance  500.00 

Judicial  and  Professional  Relations  ....  500.00 

Laboratory  Medicine 550.00 

Maternal  Health  2,400.00 

Medicine  and  Religion  250.00 

Membership  and  Planning  7,000.00 

Mental  Health  (Drug  Abuse)  3,250.00 

Nursing  400.00 

Private  Practice  1,500.00 

Public  Relations 400.00 

Rehabilitation  300.00 

Rural  Health  1,500.00 

School  Health  (Jt.  Advisory  Com.  on 
Special  Education,  Sports  Medicine, 

Drug  Abuse)  4,000.00 

Scientific  Work  500.00 

Workmen’s  Compensation 250.00 

Annual  Meeting 65,000.00 

Car  Lease  for  Officers  and  Staff  Use 5,724.00 

Conference  of  County  Society  Officers 2,500.00 

Councilor  District  Conferences  (Pre-Annual 

Meeting  caucus;  Fall  conference)  ....  5,000.00 

Department  of  Economic  Research  (Materials 

and  Projects)  2,500.00 

Emergency  Fund  2,500.00 

Equipment  Rental:  Xerox  7,500.00 

P'amily  Practice  Scholarships  4,000.00 

Insurance  and  Bonding  (Blue  Cross-Blue 
Shield;  Staff  Disability;  Auto  Liability; 

Umbrella  Coverage,  etc.)  9,000.00 

Lectures  for  Medical  Students 4,500.00 

Legal  Expense  25,000.00 

Library  (Subscriptions  and  books  for  general 

use)  400.00 

OSMAgram  7,500.00 

Postage  (Meter  deposit  for  all  mailings)  ...  12,000.00 

Professional  Relations  Activities  7,000.00 

Public  Relations  Department  (Information 

materials)  2,500.00 

Public  Relations  Department  (Miscellaneous 

activities)  5,000.00 

Rent  28,620.00 

Stationery,  Printing,  Supplies  8,500.00 


Taxes:  Payroll  9,000.00 

Telephone  and  Telegraph  8,500.00 

Depreciation  3,500.00 

Furniture  and  Equipment  3,000.00 


TOT  A I $568,194.00 


By  official  action,  the  minutes  of  the  Decem- 
ber 11,  1970  meeting  of  the  Auditing  and  Ap- 
propriations Committee  were  approved,  as  were 
each  of  the  recommendations  contained  therein. 
The  1971  budget  was  approved. 

The  Council  instructed  the  Auditing  and 
Appropriations  Committee  to  analyze  the  opera- 
tion of  the  Association  for  the  purpose  of  effecting 
economies. 

The  executive  session  was  adjourned  and  the 
Council  reconvened  in  regular  session. 

American  Medical  Association 

Dr.  Philip  B.  Hardymon,  Columbus,  chair- 
man of  the  Ohio  delegation  to  the  American 
Medical  Association,  reported  to  the  Council  on 
the  mid-winter  meeting  of  the  American  Medical 
.Association  held  in  Boston,  November  29-Decem- 
ber  2,  1970. 

Dr.  Hardymon  reported  that  Dr.  Richard 
L.  Meiling,  Columbus,  had  been  elected  vice 
chairman  of  the  Council  on  Long  Range  Planning 
and  Development  of  the  American  Medical  As- 
sociation. 

He  also  told  the  Council  that  Ohio  Resolution 
No.  43,  originally  from  the  Columbus  Academy  of 
Medicine  and  calling  for  an  American  Medical 
Association  Truth  Force,  had  been  referred  by  the 
House  of  Delegates  to  the  Board  of  Trustees. 

Carroll  County'  Constitution  and  Bylaws 

The  adoption  of  the  model  amendments  by 
the  Carroll  County  Medical  Society  was  reported. 
The  legal  counsel  was  asked  to  draft  suggested 
resolutions  necessary'  to  effect  the  modifications. 

Committee  Reports 

Cancer 

Minutes  of  a meeting  of  the  Cancer  Co- 
ordinating Committee  held  November  18,  1970, 
were  presented  by  Mr.  Clinger  and  were  approved. 

Clinical  Clerkship  (Rural  Health) 

Minutes  of  a meeting  of  the  Clinical  Clerk- 
ship Program  Subcommittee  of  the  Committee  on 
Rural  Health,  held  November  19,  1970,  were 
presented  by  Mr.  Clinger  and  were  approved. 

Health  Care  Delivery  Systems 

Dr.  Robert  E.  Howard,  Cincinnati,  chairman, 
presented  the  November  19  report  of  the  Ad  Hoc 
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Committee  on  Delivery  of  Health  Care  Systems. 
The  Council  instructed  Dr.  Howard  to  proceed 
with  the  drafting  of  a foundation  structure  proto- 
type. 

Special  Education 

The  minutes  of  a meeting  of  the  Joint  Ad- 
visory Committee  on  Special  Education  held 
December  9,  1970,  were  presented  by  Mr.  Clinger 
and  were  accepted  as  presented. 

Fee  Review 

Dr.  Paul  N.  Ivins,  Hamilton,  presented  the 
minutes  of  a meeting  of  the  Council  Committee 
on  Fee  Review  held  on  December  11,  1970. 

The  committee  recommended,  and  the  Coun- 
cil approved,  the  following  actions: 

Case  No.  1 — This  case  was  not  reviewed 
because  copies  of  the  items  submitted  were  not 
legible  and  is  to  be  returned  to  the  Department  of 
Welfare. 

Case  No.  2 — It  was  the  opinion  of  the  com- 
mittee that  the  fees  involved  in  this  case  were 
reasonable. 

Case  No.  3 — It  was  the  opinion  of  the  com- 
mittee that  a reasonable  payment  from  the  third 
party  in  this  case  would  be  $600. 

Case  No.  4 — It  was  the  opinion  of  the  com- 
mittee that  the  fees  in  this  case  were  reasonable. 

Case  No.  5(a)  — It  was  the  opinion  of  the 
committee  that  a reasonable  fee  in  this  case  would 
be  $650. 

Case  No.  5(b)  — It  was  the  opinion  of  the 
committee  that  a reasonable  fee  in  this  case  would 
be  $600. 

Joint  Meeting  with  Pharmacists,  Osteopathic 
Physicians  and  Surgeons,  and  Nurses 

Dr.  Lieber  reported  on  a joint  meeting  of  the 
Ohio  Nurses  Association,  Ohio  Osteopathic  As- 
sociation of  Physicians  and  Surgeons,  Ohio  State 
Pharmaceutical  Association  and  the  Ohio  State 
Medical  Association  held  November  25,  1970. 
Various  recommendations  concerning  projects  in 
the  area  of  drug  abuse  prevention  and  venereal 
disease  prevention  education  were  recommended 
by  the  joint  committee.  The  report  was  accepted 
by  the  Council. 

Legislation 

Federal 

Mr.  Edgar  distributed  copies  of  the  AMA 
analysis  of  the  Bennett  Amendment  and  gave  an 
informal  report  on  pending  Federal  legislation. 


State 

Mr.  Page  reported  on  state  legislative  de- 
velopments. 

Physical  Therapy  — He  presented  to  the 
Council  a bill  drafted  by  the  Ohio  Chapter  of 
the  American  Physical  Therapy  Association.  The 
Council  referred  the  bill  to  the  Ohio  State  Medi- 
cal Association  Committee  on  Rehabilitation  for 
study,  with  a request  for  an  opinion  from  the 
committee. 

Ohio  Medical  Practice  Act  — A final  draft 
of  the  proposed  amendments  to  the  Ohio  Medical 
Practice  Act  for  1971  was  presented  to  the  Coun- 
cil and  was  approved.  The  Council  reaffirmed  its 
support  of  the  section  of  the  bill  which  would 
permit  noncitizens  who  have  filed  a declaration  of 
intent  to  be  licensed  but  would  automatically  re- 
voke the  license  if  citizenship  is  not  acquired  with- 
in six  years. 

Informed  Consent  Bill  — A final  draft  of  the 
informed  consent  bill  to  be  sponsored  by  the  Ohio 
State  Medical  Association  received  final  approval. 

Ohio  Medical  Indemnity,  Inc. 

Dr.  Smith  presented  a report  of  the  Liaison 
Committee  and  a preliminary  report  of  the  nom- 
inating committee,  which  is  scheduled  to  nominate 
members  for  the  OMI  Board  of  Directors  prior 
to  April  1,  1971. 

Workmen's  Compensation 

Fee  review  progress  charts  for  the  Bureau  of 
Workmen’s  Compensation  were  presented  by  Mr. 
Campbell.  He  announced  that  at  this  time  there 
are  no  cases  pending. 

Grievance  Cases 

A summary  of  grievance  cases  being  in- 
vestigated by  the  Councilors  was  reviewed. 

Welfare  Cases 

Cases  reviewed  for  the  Department  of  Public 
Welfare  were  presented  for  the  information  of  the 
Council. 

Charges  for  Obstetrical  Delivery 

With  regard  to  a request  for  an  opinion  as  to 
whether  it  is  proper  for  a physician,  who  makes  an 
obstetrical  delivery7  on  behalf  of  a physician  who  is 
absent  to  charge  the  physician  whose  patient  he 
delivered  for  this  service,  it  was  the  consensus  of 
the  Council  that  such  a charge  is  proper  and 
acceptable. 

There  being  no  further  business,  the  Council 
adjourned. 

ATTEST:  Hart  F.  Page, 

Executive  Director 
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Lacerated  finger  is  treated  by  Albert  C.  Howell,  M.D., 
general  practitioner  from  Tipp  City,  during  office  visit 
as  Preceptee  Terry  Hankey  observes.  The  preceptorship 
program  is  a feature  of  the  Miami  County  Medical  So- 
ciety as  an  “Experience  in  Community  Medicine.” 


Terry  takes  medical  history  in  a typical  “office  visit’ 
situation. 
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EXPERIENCE  IN  COMMUNITY  MEDICINE 
PROVIDES  VALUABLE  TRAINING  DURING 


Terry  Hankey’s  Summer 
On  Medicine’s  ‘Front  Line’ 


Introduction 

By  A.  Robert  Davies,  M.D. 

ECOM  Project  Director 

Miami  County  Medical  Society 

T r IS  \\  IDELY  ACCEPTED  that  two  facets  of 
the  current  crisis  in  medical  care  in  the  United 
States  are  paucity  of  primary  care  physicians  and 
maldistribution  of  primary  care  physicians  in  our 
nonsystem  of  medical  care  delivery.  As  these 
problems  became  more  apparent  in  rural  Ohio 
in  1969,  a task  group  was  created  from  the  Miami 
County  Medical  Society  upon  the  urging  of  Dr. 
Jerry  Hammon,  delegate  of  Miami  County  to 
OSMA.  This  task  group  elected  to  approach  the 
solution  to  these  problems  by  an  experiment  in 
teaching  community  medicine  at  a local  level 
rather  than  a university  level.  Experience  in  Com- 
munity Medicine  (ECOM)  was  designated  to 
serve  this  end. 

The  program  was  designed  to  accommodate 
a medical  student  who  had  completed  his  pre- 
clinical  training.  A rotating  preceptorship,  ten 
weeks  in  duration,  was  funded  by  the  society  with 
the  cooperation  and  support  of  Dettmer  General 
Hospital,  Troy,  Ohio.  Rotating  preceptorship  was 
chosen  to  provide  the  preceptee  with  experience 
in  meeting  community  medical  needs  from  the 
vantage  points  of  group,  solo,  and  partnership, 
family  practice,  as  well  as  hospital  based  and  non- 
hospital based  specialty  practice.  The  preceptors 
were  urged  to  include  the  preceptee  in  the  total 
sphere  of  his  community  activity,  both  professional 
and  extraprofessional.  Our  expressed  aims  were: 

1.  To  introduce  medical  students  to  com- 
munity medicine  as  it  is  practiced  in  both 
private  offices  and  community  hospitals  in  a 
rural  and  semi-rural  setting. 

2.  To  involve  medical  students  in  the 
problems  of  health  care  delivery  at  a com- 
munity level. 

3.  To  generate  more  sustained  interest 
on  the  part  of  medical  student  preceptees  in 
family  practice. 

4.  To  provide  medical  students  an  oppor- 
tunity to  test  preclinical  concepts  and  newly 
developed  clinical  skills  in  the  practical  arena 
of  day  to  day  patient  care  under  the  super- 
vision and  guidance  of  a well  qualified  medi- 
cal preceptor. 


5.  To  further  develop  our  own  educa- 
tional resources  and  potentirl  under  the  chal- 
lenge of  preceptor /preceptee  dialogue. 

6.  To  evaluate  the  teaching  potential  of 
small  community  hospitals  as  they  relate  to 
the  over-all  scheme  of  medical  education. 
The  following  is  an  account  of  our  first  pre- 

ceptee’s  Experience  in  Community  Medicine.  In- 
cluded in  this  report  are  our  preceptee’s  assess- 
ments of  why  there  are  shortages  of  family 
practitioners  and  why  he  elected  to  participate 
in  this  preceptorship.  Mr.  Hankey’s  enthusiasm 
for  this  program  must  be  tempered  somewhat  by 
the  realization  that  this  is  one  of  his  first  ex- 
posures to  medical  practice.  His  comments  and 
generalizations  do  deserve  our  attention  however 
because  they  represent  attitudes  being  formed  by 
our  medical  students  in  undergraduate  schools 
and  medical  colleges.  An  understanding  of  these 
attitudes  and  factors  influencing  them  is  impera- 
tive as  we  plan  and  prepare  for  the  health  needs 
of  our  nation  during  this  decade. 

A Preceptee’s  Experience 
in  Communitv  Medicine 

J 

By  Terry  Hankey 

HE  AMERICAN  SYSTEM  of  health  care 
delivery  has  in  recent  months  come  under 
criticism  from  all  quarters.  It  has  become  apparent 
that  many  of  those  people  who  need  it  most  find 
adequate  health  care  to  be  either  inaccessible  or 
too  exorbitantly  priced  to  be  afforded.  The 
“doctor  shortage”  is  a very  real  and  important 
concern  to  our  nation  and  although  it  is  the  result 
of  many  causes,  the  most  salient  among  these  are 
( 1 ) an  irrational  lopsidedness  of  our  system  re- 
sulting from  an  increasing  trend  toward  specializa- 
tion, (2)  the  aggregation  of  doctors  about  large 
population  centers,  and  (3)  the  sequestration  of 
physicians  within  teaching  hospitals  and  research 
institutions. 

One  factor  contributing  either  directly  or  in- 
directly to  each  of  these  main  problems  is  the 
“misinformation”  which  is  propagated  within  the 
medical  profession  and  its  teaching  institutions, 
and  which  confronts  every  medical  student  from 
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Terry  Hankey  accompanies  Jerry  L.  Hammon,  M.D.,  on  house  call  in  West  Milton. 


the  time  he  enters  medical  school,  if  not  before. 
The  type  of  misinformation  of  which  I speak  is 
exemplified  by  the  following  statement  of  Dr. 
Donald  S.  Thom,  quoted  in  The  Washington 
Daily  News,  July  7,  1970: 

I can’t  see  any  reason  why  I should 
take  myself  and  my  family  into  the 
middle  of  nowhere,  where  I would  have 
to  work  80  hours  per  week,  use  obsolete 
medical  facilities  and  inadequate  equip- 
ment, and,  I might  add,  force  my  kids 
to  go  to  second-rate  schools.  What  could 
anyone  possibly  put  in  the  boondocks  that 
could  possibly  attract  me  or  thousands  of 
other  doctors  like  me? 

These  arguments,  which  largely  go  unchal- 
lenged within  the  academic  medical  centers,  leave 
most  students  with  the  impression  that  unless  they 
specialize,  and  unless  they  decide  to  practice  in 
a large  metropolis,  they  will  be  condemning  them- 
selves to  hopeless  working  conditions,  inadequate 
facilities,  a sterile  cultural  environment,  meager 
financial  rewards,  and  social  oblivion.  These  argu- 
ments are  offered  as  advice  to  students,  either 
implicitly  or  explicitly,  by  teachers  in  medical 
schools,  most  of  whom  have  never  engaged  in 
the  practice  of  medicine  outside  the  confines  of 
a large  medical  center.  These  arguments  become 
self-perpetuating  because  the  men  in  positions  to 
promote  such  ideas  are  . the  men  who  were  most 


swayed  by  them  during  their  own  training — to 
question  them  would  be  to  challenge  the  basic 
premises  upon  which  their  own  life  styles  were 
selected. 

This  cycle  of  events  provides  the  backdrop 
for  the  setting  in  which  many  of  us  as  medical 
students  find  ourselves.  We  are  being  forced  to 
make  earlier  career  choices  based  on  information 
which  is  totally  one-sided.  Courses  dealing  with 
the  practical  aspects  of  community  medicine  are 
omitted  from  our  curricula.  The  “LMD”  is  con- 
stantly portrayed  as  the  boob  who  bungled  the 
job  and  in  desperation  referred  the  patient  to 
the  medical  center.  The  GP  is  regarded  as  a 
“dropout”  from  medical  education,  because  only 
specialists  inhabit  the  medical  center. 

The  Lure  of  “Medicine” 

It’s  no  wonder  that  many  a classmate  of 
mine  has  decided  after  two  years  of  medical 
school  that  “I  want  to  specialize,  but  I don’t  know 
yet  in  what.”  The  logic  of  this  cart-before-the- 
horse  method  of  decision-making  eludes  me,  but 
the  present  biases  in  medical  education  make  it 
unavoidable. 

There  are  however  some  few  of  us  w'ho,  after 
completing  our  clinical  rotations,  aren’t  attracted 
toward  any  one  specialty — we  enjoyed  each  spe- 
cialty so  much  that  we  wouldn’t  want  to  choose 
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one  at  the  expense  of  giving  up  the  others.  We 
are  attracted  toward  general  practice.  We  recog- 
nize a need  in  our  society  for  more  and  better 
primary  physicians.  We  are  encouraged  by  the 
fact  that  Family  Practice  has  become  a board 
certified  discipline.  We  may  even  prefer  to  raise 
our  families  in  a small  community.  Where  do  we 
seek  to  find  support  for  our  decision  and  con- 
firmation of  our  point  of  view?  Certainly  not  in 
the  medical  schools! 

In  my  own  experience,  I have  been  discour- 
aged from  this  decision  to  the  extent  that  I found 
it  nearly  impossible  to  select  electives  which  will 
provide  a rounded  education  from  several  depart- 
ments. It  is  for  this  reason  that  I sought  an 
opportunity  to  gain  first-hand  experience  in  com- 
munity medicine  outside  the  medical  school 
setting. 

It  was  my  good  fortune  to  hear  of  a pro- 
gram, at  that  time  still  in  the  planning  stages, 
being  sponsored  by  the  Miami  County  Medical 
Society  in  Miami  County,  Ohio:  ECOM,  Experi- 
ence in  Community  Medicine.  I applied  and  was 
accepted  as  the  first  participant  in  this  preceptor- 
ship  program. 

Getting  the  Feel  of  It 

The  program  consisted  of  ten  weeks  of  practi- 
cal experience.  For  the  first  six,  I was  assigned 
each  week  to  the  office  of  a different  general 
practitioner  or  a group  of  general  practitioners. 
For  my  last  four  weeks  I was  permitted  to  elect 
to  spend  each  week  in  the  office  of  a specialist 
or  to  spend  additional  weeks  with  general  practi- 
tioners. The  various  specialties  from  which  I had 
to  choose  were  internal  medicine,  general  surgery, 
OB-Gyn,  pediatrics,  ophthalmology,  anesthesiolo- 
gy, psychiatry,  pathology,  otolaryngology,  and  radi- 
ology. 

During  my  stay  with  each  office  I accom- 
panied one  of  the  practitioners  throughout  the 
day.  This  involved  hospital  rounds,  office  appoint- 
ments, house  calls,  emergency  room  visits,  obstetri- 
cal deliveries,  and  surgery.  It  also  included  many 
“extra”  activities  such  as  hospital  staff  meetings, 
business  conferences,  community  service  projects, 
and  public  health  projects,  as  well  as  social  gath- 
erings. My  “duties”  consisted  mainly  of  observation 
and  discussion,  but  I was  also  permitted  to  partici- 
pate in  examination  and  treatment  to  the  extent 
that  the  generosity  of  the  practitioners,  the  limits 
of  the  law,  and  the  personality  of  the  patient 
would  allow.  At  times,  this  was  considerable,  even 
though  I was  dealing  with  private  patients  in  an 
environment  quite  unlike  a university  medical 
center. 

In  describing  the  general  outline  of  the  pro- 
gram, I should  point  out  that  in  addition  to  the 
excellent  opportunities  mentioned  above,  I was 


also  provided  with  a very  reasonable  stipend,  and 
room,  meals,  and  laundry  service  at  one  of  the 
private  hospitals  in  the  county. 

This  particular  program  was  unique  in  sev- 
eral respects.  First,  it  allowed  the  preceptee  to 
visit  a different  office  each  week.  Secondly,  it 
permitted  a mixture  of  general  practice  and  spe- 
cialty training.  Thirdly,  and  perhaps  most  signifi- 
cantly, it  is  to  my  knowledge  the  first  instance 
in  which  an  entire  county  medical  society  has 
pooled  its  resources  in  order  to  offer  this  training 
independent  of  the  supervision  and  control  of 
medical  schools. 

“What  Medicine’s  All  About” 

Having  completed  my  preceptorship  now,  it 
is  my  pleasant  task  to  try  to  outline  the  tremen- 
dous effect  of  such  an  experience — not  only  on 
myself,  but  also  on  my  wife  and  the  County  So- 
ciety which  sponsored  it. 

The  program  provided  means  of  extending 
my  general  medical  knowledge.  I was  exposed  to 
a wide  variety  of  diseases  which  I hadn’t  encoun- 
tered in  the  medical  center.  This  was  an  excellent 
opportunity  to  further  my  understanding  of  many 
diseases  and  treatments.  I bring  this  point  up  first 
mainly  to  prevent  the  false  notion  that  this  was 
a primary  goal,  either  for  myself  or  for  the  spon- 
sors of  the  program.  I am  confident  that  my 
medical  school  is  capable  of  teaching  me  the 
scientific  aspects  of  medicine.  The  knowledge  that 
benefitted  me  most  from  the  preceptorship  is  much 
more  subtle  and  difficult  to  define.  It  is  a collec- 
tion of  impressions  and  generalizations  based  on 
first  hand  experience — and  the  feeling  that  inside 
I know  a little  of  what  medicine  is  really  all 
about. 

A major  benefit  of  the  preceptorship  was 
that  it  allowed  me  to  establish  a more  realistic 


One  of  Terry’s  preceptors  during  his  visit  to  Piqua 
Memorial  Hospital  was  E.  R.  Torrence,  M.D., 
right,  radiologist. 
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set  ot  values  for  medical  practice.  A large  referral 
center  tends  to  accumulate  a large  collection  of 
patients  with  rare,  exotic  and  complicated  dis- 
eases. This  provides  a good  basis  for  learning,  but 
it  certainly  doesn't  provide  a representative  sam- 
pling of  the  medical  problems  one  faces  in  com- 
munity practice.  For  example,  in  my  experience 
in  pediatrics  at  school,  I saw  three  generalized 
rashes,  two  of  which  were  Rocky  Mountain 
Spotted  Fever.  This  hardly  reflects  the  wide  vari- 
ety of  common  skin  reactions  I saw'  this  summer. 

The  “View”  Ahead 

My  experience  this  summer  enabled  me  to 
establish  priorities  upon  which  I will  plan  my 
future  practice.  I know,  for  example,  that  I prefer 
a group  practice  to  a solo  practice.  Also,  however, 
I know  that  1 could  be  happy  in  a solo  practice, 
and  would  indeed  prefer  that  to  practicing  with 
an  “incompatible”  partner.  I know'  that  geo- 
graphic region  is  important  in  selecting  a site  to 
practice,  but  for  me  a more  important  considera- 
tion is  finding  a suitable  place  to  raise  a family. 
This  process  of  ordering  priorities  is  one  everyone 
must  encounter,  but  having  experienced  in  this 
small  way  several  of  my  alternatives  I feel  that  I 
have  a much  greater  chance  than  others  of  being 
right  in  my  selections. 

My  experience  this  summer  was  an  oppor- 
tunity to  contrast  and  compare  many  aspects  of 
medical  practice.  1 observed  solo  practices,  group 


Rhythm  strip  EKG  in  coronary  unit  at  Stouder 
Hospital  is  shown  Terry  by  A.  Robert  Davies, 
M.D.,  of  Troy.  Dr.  Davies  is  codirector  of  the 
Miami  County  Experience  in  Community  Medicine 
Program  along  with  Jerry  L.  Hammon,  M.D.,  of 
West  Milton. 


practices,  partnerships,  incorporations,  and  associa- 
tions. 1 saw  many  methods  of  office  organization 
and  management  from  completely  computerized 
operations,  to  simple  “peg-board”  methods,  to 
very  casual,  self-devised  methods.  I observed  the 
operations  of  three  medium  sized  community  hos- 
pitals (and  a fourth  smaller  one  in  a neighboring 
county)  to  find  what  is  available,  necessary,  or 
lacking  in  a small  hospital.  I w'as  able  to  compare 
these  hospitals  to  a large  medical-school  referral 
center  and  to  contrast  community  medicine  to 
“ivory  tower”  medicine.  Perhaps  most  importantly, 
I was  able  to  compare  individual  practitioners  to 
see  how  very  different  personalities  have  been  able 
to  mold  their  practices  to  fit  themselves  and  to 
use  their  unique  traits  to  best  advantage  in  deal- 
ing with  patients.  Whereas  one  man  might  deal 
with  a situation  with  frank  earnestness,  another 
might  make  things  seem  brighter  with  his  warm 
humor,  and  a third  might  put  the  patient  at  ease 
with  his  comforting,  understanding,  and  compas- 
sionate nature.  I found  out  that  there  is  no  one, 
right  way  to  practice  medicine,  but  that  when 
each  person  does  his  best  job  with  his  unique 
talents  the  patient  receives  the  best  care. 

The  “practical  side”  of  medicine  which  is  so 
often  ignored  in  medical  school  occupied  a large 
portion  of  my  experience  in  community  medicine, 
and  I didn’t  learn  it  all  from  the  doctor — the 
nurses  and  secretaries  were  most  helpful  in  this 
regard.  For  example,  how  to  handle  collections 
is  a problem  these  people  face  more  directly  than 
the  doctors.  Scheduling  appointments,  ordering 
supplies,  dispensing  drugs,  planning  office  floor 
plans,  dealing  with  drug  detail  men,  acquiring 
legal  aid,  and  utilizing  professional  management 
services  were  all  aspects  of  medicine  which  I 
might  not  have  considered  until  the  day  I set  up 
my  own  practice,  had  I not  had  this  experience. 

Much  of  what  I learned  this  summer  will  be 
stored  away  to  be  used  at  a much  later  date  when 
after  training  I finally  return  to  community  medi- 
cine. Of  much  more  immediate  importance  to  me 
was  the  opportunity  I had  to  correct  many  of  the 
false  impressions  which  had  been  thrust  upon  me 
at  medical  school  and  elsewhere.  This  summer  has 
confirmed  many  of  my  hopes  regarding  com- 
munity practice  and  has  made  me  confident  that 
I am  moving  itt  the  right  direction  after  all.  I 
would  like  to  present  the  opinions  I have  formed 
and  the  impressions  I have  collected  as  answers 
to  the  arguments  regarding  small  community- 
practice,  general  practice  and  specialty  practice, 
which  I,  and  other  students  who  share  my  in- 
terests, have  faced — previously  “unarmed.” 

Regarding  Community  Medicine:  “Practice 
out  in  the  sticks?  What  if  you  need  a lab  test?" 
I have  been  much  impressed  by  the  ability  of 
small  hospitals  to  share  facilities  and  provide  a 
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Chatting  during  break  in  the  physician’s  lounge  at  Piqua 
Memorial  Hospital,  from  left,  are  William  T.  Wilkins, 
M.D.,  William  W.  Trostel,  M.D.,  Terry,  and  Hugh  Well- 
mier,  M.D.  The  three  physicians  are  from  Piqua. 


pert  P.  Ulrich,  M.D.,  Troy  radiologist,  discusses  x-rays 

ji  Terry. 


Terry,  second  from  left,  observes  angiogram  during  his 
experience  at  Stauder  Hospital  in  Troy.  At  right  is  Chin 
Woo  Imm,  M.D.,  Dayton  cardiologist. 
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rry  is  followed  from  surgery  at  Piqua  Memorial 
ispital  by  William  W.  Weis,  M.D.,  Piqua  gen- 
tl  surgeon. 


wide  range  of  diagnostic  and  therapeutic  facilities. 
I had  no  idea  that  isotope  scanning  procedures, 
angiography,  complete  physical  therapy  units, 
modern  psychiatric  facilities,  and  fully  monitored 
cardiac  care  units,  for  example,  could  be  offered 
at  a small  hospital.  Most  chemistries  can  also  be 
performed  and  those  that  can't  are  sent  to  nearby 
laboratories  and  results  are  available  often  sooner 
than  I have  experienced  at  congested  medical  cen- 
ter labs.  Since  state  approval  requires  a pathologist 
and  radiologist  to  be  on  the  staff,  these  services 
are  readily  available.  Of  course,  I didn’t  encounter 
hospitals  smaller  than  90  beds.  Such  hospitals  do 
exist  and  certainly  have  greater  problems  with 
facilities,  but  by  sharing  facilities  and  making  full 
use  of  what  they  have,  even  these  provide  good 
health  care. 

In  addition  to  facilities,  personnel  is  an  often 
cited  and  much  exaggerated  problem.  I found 
the  nursing  staffs  and  technicians  at  all  three  hos- 
pitals to  be  remarkably  capable.  By  necessity,  they 
perform  more  jobs  with  greater  competence  than 
their  counterparts  in  larger  centers.  The  physi- 
cians are  able  to  rely  on  them  more  and  thus  to 
make  better  use  of  these  auxiliary  personnel  than 
the  larger  medical  centers,  where  students  and 
interns  are  called  upon  for  most  routine  tasks. 

“How  could  you  stand  to  be  stuck  in  a 
dumpy  little  place  like  that?” 

Having  been  raised  in  a city  of  greater  than 
500,000  persons,  I was  much  impressed  by  life  in 
the  small  town.  I have  found  my  relationships 
with  people  to  be  much  more  personal  than  in  a 
large  city.  There  is  a community  spirit  and  a sense 
of  involvement  which  is  lacking  in  a large  city. 
There  is  a special  amity  among  people  in  a small 
community.  In  their  daily  encounters  they  know 
and  greet  each  other  instead  of  passing  as  name- 
less strangers. 

The  physician’s  role  is  correspondingly  dif- 
ferent in  a small  community.  He  is  known  and 
respected  for  his  education  and  ability.  He  finds 
opportunities  for  community  service  readily  avail- 
able. They  might  be  professional  such  as  high 
school  athletic  physicals,  or  political  such  as  serv- 
ing on  a board  of  education  or  spearheading  a 
water-fluoridation  campaign.  In  the  smaller  com- 
munity, the  physician  finds  greater  opportunity 
for  personal  fulfillment  by  making  social  contribu- 
tions beyond  his  professional  duties. 

As  a practitioner  in  a small  community  hos- 
pital, the  physician  exerts  much  more  influence 
in  the  management  of  hospital  affairs.  He  is  likely 
to  be  called  upon  to  be  chairman  of  a department 
for  a year,  or  to  serve  on  the  executive  committee 
of  the  hospital  staff.  He  must  also  be  willing  to 
take  his  turn  on  emergency  room  call.  He  knows 
that  the  quality  of  care  provided  depends  to  a 
large  extent  on  his  personal  efforts. 


Terry  assists  in  delivery  room  at  Stouder  Hospital 
in  Troy.  Dr.  Hammon  is  at  left. 


Regarding  General  Practice:  “I  could 

never  stand  to  see  just  one  runny  nose  after 
another.” 

In  contrast  to  what  is  implied  here,  I found 
variety  to  be  the  substance  of  general  practice.  In 
the  office,  the  general  practitioner  doesn’t  know 
whether  the  next  patient  will  be  a senile  gentleman 
with  cerebrovascular  disease  or  a well  baby  for 
immunization,  a child  with  a URI  or  a man  with 
an  industrial  injury  of  the  back,  an  overworked 
housewife  complaining  of  tiredness  or  a young 
woman  with  myesthenia  gravis.  In  the  hospital, 
each  ward  is  his  sphere  of  action.  His  rounds  reach 
all  parts  of  the  hospital  from  x-ray  to  a check  on 
the  upper  GI  series  of  a possible  ulcer  patient,  to 
OB  where  he  instructs  a new  mother  on  feeding 
schedules,  to  the  emergency  room  to  reduce  and 
cast  a fractured  fibula,  to  the  medical  ward  where 
he  adjusts  the  insulin  dosage  in  a brittle  diabetic. 
His  days  are  seldom  “the  same  old  routine”  for  he 
may  be  called  upon  at  any  time  to  make  an  emer- 
gency call  or  to  deliver  a baby.  His  practice  is  also 
made  more  interesting  if  he  has  extra  training  or 
experience  and  knows  he  is  competent  to  treat  a 
wider  variety  of  illnesses. 

“One  man  can’t  possibly  keep  up  and  know 
everything  in  all  fields!” 

The  fallacy  of  this  argument  is  one  of  omis- 
sion. What  is  left  unsaid  is  that  to  give  good  medi- 
cal care,  a practitioner  doesn’t  need  to  know 
everything — provided  he  realizes  his  limitations. 
Most  medical  problems  do  not  require  the  skills  of 
a specialist.  The  problem  cases  soon  make  them- 
selves apparent,  and  at  this  point  the  generalist 
will  refer  the  patient  to  the  proper  specialist.  There 
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are  very  few  situations  in  which  the  life  of  the 
patient  requires  the  immediate  diagnostic  skills  of 
a specialist,  and  in  those  which  do,  the  likelihood 
of  the  patient  seeking  the  aid  of  the  proper  spe- 
cialist without  the  primary  referral  being  made  by 
the  generalist  is  slight. 

The  general  practitioner  has  competence  in 
many  fields.  He  treats  diabetes  better  than  the 
surgeon,  he  sutures  a laceration  with  more  skill 
than  the  internist,  he  delivers  a baby  with  greater 
ease  than  the  ophthalmologist,  and  he  treats  a 
myocardial  infarct  more  capably  than  the  gynecol- 
ogist. He  is  a specialist  in  versatility.  He  could 
attain  the  specialized  knowledge  of  one  field  only 
at  the  expense  of  his  competence  in  another,  so  the 
goal  of  his  continuing  education  must  be  to  keep 
current  in  use  of  diagnostic  techniques,  and  in 
management  of  those  problems  he  sees  most  fre- 
quently. 

“I’m  going  to  be  a specialist — they’re  the  ones 
who  make  the  money.” 

I was  pleased  to  find  that  most  of  the  phy- 
sicians I met  this  summer  didn’t  appear  to  be 
overly  concerned  about  “making  money.”  They 
aren’t  (as  the  public  believes)  trying  to  squeeze 
every  cent  from  the  patient,  and  they  work  just  as 
hard  for  patients  who  they  know  will  never  be  able 
to  pay.  Many  have  only  a vague  idea  of  what 
they  do  earn — they  leave  money  matters  to  secre- 
taries and  concentrate  on  practicing  medicine.  And 
I found  none  of  these  to  be  starving  from  lack  of 
funds. 

I was  told  candidly  by  a representative  of  a 
financial  management  firm  that  most  generalists 
in  the  area  are  making  about  $40,000  per  year- 
ranging  from  $25,000  to  $125,000  depending  upon 
how  hard  the  individual  is  willing  to  push  himself. 
The  upper  limit  is  set  by  the  practitioner  himself, 
the  work  is  there  to  be  done  if  he  wants  it.  Usually, 
however,  the  decision  is  made  from  other  more 
important  considerations — a compromise  between 
wanting  to  be  available  to  patients  and  an  urge  to 
spend  time  in  relaxation  with  his  family — rather 
than  upon  how  much  he  desires  to  earn.  As  I 
have  been  told  by  several  practitioners,  “Don't 
worry  about  money,  it  will  come.” 

“I  can’t  consider  general  practice — I want  to 
spend  some  time  with  my  family.” 

I have  found  that  most  physicians,  in  spite  of 
busy  practices,  arrange  to  have  time  for  relaxation. 
This  is  accomplished  by  partnership  arrangements, 
mutual  coverage,  or  reserving  time  with  no  office 
hours  scheduled.  Even  the  solo  men  find  leisure 
hours  to  enjoy.  Patients,  for  the  most  part,  under- 
stand this  arrangement  and  try  to  show  the  phy- 
sician due  consideration.  As  a result,  most  of  the 
physicians  I met  seem  to  have  very  happy,  active 
family  lives. 


Emergency  room  work  performed  at  Detmer  Hos- 
pital by  Marcus  Miller,  M.D.,  at  right,  general 
practitioner  from  Covington,  is  observed  by  Terry. 


“A  GP.’  Man,  don’t  you  realize  that  in  20 
years  there  won’t  be  any  GP’s?” 

This  argument  is  used  mainly  by  those  who 
are  convinced  that  the  trend  toward  specialization 
and  group  specialty  clinics  is  the  only  answer  to 
health  care  needs.  After  speaking  with  many  non- 
medical people  about  their  desires,  however,  I am 
convinced  that  the  population  at  large  want  and 
need  “family  doctors.”  More  and  more  they  are 
becoming  dissatisfied  with  being  shuttled  back  and 
forth  between  expensive  specialists.  They  want 
family  practitioners  and  will  demand  a resurgence 
of  family  practice,  either  by  public  opinion  or  by 
legislative  action.  As  one  preceptor  put  it,  “Some- 
body’s got  to  take  care  of  the  people.” 

“What  can  a GP  do  that  a specialty  group 
can’t  do  better?” 

In  the  first  place,  there  is  the  matter  of  ge- 
ography. There  just  aren’t  enough  physicians 
available  to  place  a group  of  specialists  in  every 
community  so  that  patients  have  access  to  health 
care. 

Secondly,  the  primary  physician  is  needed  as 
a diagnostician.  Patients  simply  aren’t  always  ca- 
pable of  knowing  from  what  organ  system  a symp- 
tom arises,  or  whether  their  complaint  needs  spe- 
cialty care.  Specialists  aren’t  always  broad  enough 
to  include  diseases  grouped  under  other  specialties 
in  their  differential  diagnosis.  The  general  prac- 
titioner who  is  “tuned  in”  to  all  specialties  and 
who  is  capable  of  treating  most  problems  without 
consulting  a specialist  is  the  logical  first  person  for 
a patient  to  seek  when  ill. 

Thirdly,  the  family  practitioner  is  capable  of 
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delivering  continuing  care.  He  follows  his  patients 
and  their  problems  over  a long  period  of  time.  He 
knows  them  in  a way  that  a specialist  can't.  He 
has  knowledge  of  the  environment,  family  prob- 
lems, and  personality  traits,  which  are  often  es- 
sential for  correct  diagnosis. 

Lastly,  there  is  an  increasing  emphasis,  a 
preventive  medicine,  which  is  another  task  of  the 
primary  physician.  As  specialists  have  tended  to 
become  more  crisis  oriented,  the  role  of  the  pri- 
mary physician  as  the  overseer  of  the  family’s 
health  care  has  increased. 

“General  practice  is  all  right.  I mean,  I 
don’t  see  anything  wrong  with  cutting  a few 
years  off  your  training,  but  . . . 

The  prevailing  attitude  among  many  in  the 
health  profession  is  that  the  general  practitioner  is 
a dropout  from  medical  education  and  that  you 
only  become  a general  practitioner  if  you’re  not 
“good  enough”  to  do  anything  else.  Bright  stu- 
dents are  especially  discouraged  by  their  teachers 
from  becoming  general  practitioners. 

My  experience  this  summer  has  shown  this 
to  be  a false  generalization.  Most  of  the  GP’s  I 
worked  with  were  good  students — some,  members 
of  medical  honor  societies.  Many  had  residency 
training  beyond  a rotating  internship.  Some  were 
board  certified  in  a specialty,  but  continued  gen- 
eral practice  as  their  main  interest. 

In  recent  years  as  rotating  internships  have 
declined  in  number  to  give  way  to  straight  spe- 
cialty internships,  it  has  become  increasingly  diffi- 
cult for  a doctor  to  get  “general  medical  training” 
beyond  medical  school.  The  advent  of  the  family 
practice  residency  now  makes  this  training  avail- 
able once  more  to  those  who  seek  it. 

I might  say  also  that  just  as  general  practice 
isn’t  chosen  as  last  choice  by  those  who  can’t  do 
better,  neither  is  the  small  community  chosen  by 
those  who  can't  compete  in  the  city.  The  specialists 
I worked  with  were  excellent  in  their  fields  and 
had  likewise  been  outstanding  students,  class  presi- 
dents, etc. 

“I  couldn’t  stand  all  those  crocks.” 

This  statement,  in  my  opinion,  separates  the 
“good”  doctors  from  the  “just”  doctor.  There  are 
a few  who  lumped  all  patients  without  obvious 
physical  diagnosis  into  the  dead-end  category  of 
“crock,”  “hypochondriac,”  “turkey,”  or  “pests.” 
Others  made  each  of  these  cases  interesting  by 
trying  to  understand  the  interpersonal  dynamics 
of  the  situation.  They  understood  their  role  in 
“supportive  therapy.”  As  one  preceptor  said,  “A 
patient  wouldn’t  come  to  you  if  he  didn’t  need 
help  of  some  kind.” 

I recall  one  incident  in  which  my  preceptor 
and  I stepped  into  the  examining  room  to  see  a 


four-year-old  girl  whose  mother  had  brought  her 
in  for  some  ridiculously  minor  complaint.  Both 
were  obese.  The  child  was  adopted  after  the  moth- 
er had  spent  ten  years  trying  to  have  a baby.  The 
child  sat  in  her  mother’s  lap  and  released  the  most 
hideous  and  voluminous  screams  whenever  we 
approached.  These  were  silenced  only  when  the 
mother  coaxed  her  to  recite  her  nursery  rhymes  for 
us.  As  we  left  and  I found  myself  at  the  end  of 
my  patience,  my  preceptor  turned  to  me  and  said 
with  enthusiasm  and  sincerity,  “Wasn't  that  an 
interesting  example  of  a warped  mother-child  re- 
lationship!' and  proceeded  to  give  his  interpreta- 
tion of  the  psychodynamics  involved.  I was  im- 
pressed. 

From  another  point  of  view,  one  shouldn’t  be 
led  to  believe  that  by  becoming  a specialist  one 
escapes  from  dull,  routine  cases  and  sees  fewer 
neurotic  complaints.  This  happens  only  in  the 
medical  center.  In  private  practice,  specialists  too 
see  their  share.  After  all,  it’s  usually  the  neurotic 
patient  who  becomes  dissatisfied  with  the  GP  and 
demands  to  be  referred  and  to  be  followed  over 
the  years  by  a specialist. 

Regarding  Specialty  Practice  in  the 
Small  Community:  “A  specialist  couldn’t  survive 
in  a small  community,  he’s  got  to  be  in  a large 
population  center.” 

This  of  course  depends  on  the  specialty — if 
a physician  chooses  to  limit  his  practice  to  one  of 
the  new  microsubspecialties,  this  may  be  true.  For 
most  specialists,  however,  there  is  no  reason  why 
they  can’t  enjoy  the  advantages  of  a small  com- 
munity and  have  practices  which  will  probably  be 
busier  than  they  prefer.  There  is  a crying  need 
for  specialists  in  internal  medicine,  OB-Gyn,  sur- 
gery, orthopedics,  ophthalmology,  otolaryngology, 
dermatology,  anesthesiology,  radiology,  pathology 
and  many  others. 

Also  many  specialists  prefer  to  keep  a “family 
practice”  orientation  in  the  small  community.  I 
worked  with  some  excellent  specialists  this  summer 
who  maintained  combined  general  and  specialty 
practices. 

As  I mentioned  earlier,  this  was  also  a pre- 
ceptorship  for  my  wife,  and  having  had  contact 
with  the  wives  of  many  practicing  physicians,  she 
is  better  able  to  respond  to  the  question,  “A  doc- 
tor’s wife?  Oh,  you  poor  thing!  How  do  you  stand 
it?”  She  was  reassured  by  the  fact  that  most  of 
the  wives  feel  they  have  happy  family  lives.  They 
feel  generally  proud  to  be  doctors’  wives,  and  share 
the  “prestige”  of  their  husbands  in  the  community. 
They  readily  accept  the  fact  that  their  husbands 
will  be  called  out  at  unusual  times  and  will  keep 
long  hours.  As  one  wife  said,  “It’s  comforting  to 
know  that  sometime  during  every  day  we’ll  be 
together,  and  I always  know  where  he  is  and  what 
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lie's  doing.  We’re  better  off  than  a lot  of  wives 
whose  husbands  are  on  the  road  all  week.” 

Finally,  I would  like  to  say  that  for  the  Mi- 
ami County  Medical  Society,  this  summer  has 
proved  to  be  a useful  experiment.  The  success  of 
its  long  range  goals  is  only  partially  apparent  at 
this  time.  Certainly  it  has  helped  me,  the  pre- 
ceptee,  to  evaluate  the  possibilities  in  community 
medicine,  to  reaffirm  my  career  choice,  and  to 
gain  insight  which  will  help  me  when  I set  up 
practice.  Certainly,  too,  they  have  shown  that  it  is 
not  only  feasible,  but  practical,  to  utilize  the  pre- 
ceptorship  method  in  the  training  of  medical 
students.  Indeed,  this  is  the  only  way  a student 
can  really  understand  what  he  is  preparing  himself 
lor.  The  success  of  the  third  goal,  that  of  attracting 
doctors  into  Miami  County,  won’t  be  apparent  for 
a few  years.  I’m  certainly  convinced  that  I want 
to  find  a place  like  Miami  County  and  that  Miami 
County,  for  me,  will  continue  to  be  one  of  my 
possible  choices,  but  it’s  much  too  early  to  commit 
myself.  If  my  feelings  are  typical  of  other  students. 
I’m  certain  that  some  will  return.  Who  knows 
how  many — one  or  two  out  of  ten?  At  that  rate 
if  four  students  were  taken  through  the  program 
each  year,  there  eventually  would  be  two  to  four 
new  doctors  in  the  county  as  a result  of  the 
program  every  five  years.  That’s  not  bad.  Further- 
more, if  more  small  communities  would  take  it 
upon  themselves  to  institute  this  sort  of  training 
program  to  interest  young  physicians  into  the 
small  community,  there  would  be  no  need  to  worry 
whether  preceptees  would  return  to  their  particu- 
lar areas.  There  would  be  more  starting  physicians 
interested  in  smaller  communities  and  the  needs  of 
the  small  community  would  be  provided  for. 

The  program.  Experience  in  Community 
Medicine,  provided  me  with  one  of  the  most 
purely  enjoyable  summers  of  my  life.  My  wife  and 
I met  many  wonderful  people  and  became  a part 
of  a medical  community.  In  addition,  in  terms  of 
my  career,  the  program  provided  insight  into  many 


Apartment  at  Dettmer  Hospital,  midway  between 
Piqua  and  Troy,  was  home  during  the  summer 
for  Terry  and  his  attractive  wife  Kris.  While 
Terry  gained  his  experience  in  community  medi- 
cine, Kris  worked  as  a secretary  for  the  Tri-county 
mental  health  center  located  in  Dettmer. 


important  aspects  of  medical  practice — insights 
which  will  eventually  make  my  life  as  a physician 
more  rewarding.  I am  thankful  for  having  been 
chosen  as  the  first  preceptee  in  the  program.  I 
thank  each  physician  in  Miami  County  who  made 
this  possible.  I wish  the  Miami  County  Medical 
Society  the  best  success  in  the  future  of  the 
ECOM  program,  and  urge  other  groups  of  phy- 
sicians to  follow  their  example. 
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State  Medical  Board  Appoints  Attorney 
as  Its  New  Administrator 


The  State  Medical  Board  of  Ohio  recently 
appointed  William  J.  Lee,  Columbus  attorney, 
administrator  of  the  board.  He  succeeds  Mervin 
F.  Steves  who  resigned  as  executive  secretary  to 
accept  appointment  as  medical  director  of  the 
Cincinnati  Gas  & Electric  Company. 

Mr.  Lee  has  extensive  experience  in  Medical 
Board  activities.  As  an  assistant  attorney  general 
in  the  office  of  the  Ohio  attorney  general,  one  of 
his  responsibilities  was  to  advise  the  Medical  Board 
in  regard  to  legal  matters. 

Mr.  Lee  has  been  associated  with  the  At- 
torney General’s  office  since  1966.  He  attended 
Akron  University  and  Denison  University  and 
then  engaged  in  graduate  studies  at  Harvard 
University.  He  received  his  law  degree  from  Ohio 
State  University  Law  School  and  was  admitted 
to  the  Bar  in  1948.  While  at  Ohio  State,  he  was 
research  assistant  in  the  Law  School,  and  later 
served  on  the  editorial  board  of  the  Ohio  State 
Law  Journal. 

From  1951  to  1957,  Mr.  Lee  successively 
filled  several  appointments  with  the  Ohio  Depart- 
ment of  Liquor  Control,  culminating  with  the 
post  of  Ohio  assistant  state  liquor  control  director 
and  chief  of  liquor  purchases. 

Mr.  Lee  has  been  in  private  legal  practice 
both  in  Ohio  and  in  Florida.  Before  accepting 
the  appointment  as  an  assistant  attorney  general 
in  Ohio,  he  practiced  in  Fort  Lauderdale  and 
served  as  special  counsel  in  the  city  attorney’s 
office  there. 

Mr.  Lee  has  been  admitted  to  practice  before 
Federal  United  States  District  Court  for  the 
Northern  District  and  the  Southern  District  of 
Ohio. 

He  is  a member  of  Pi  Kappa  Delta  Honorary 
Forensic  Fraternity,  and  Delta  Theta  Phi  Legal 
Fraternity.  He  has  served  with  the  U.  S.  Air  Force 
and  is  a member  of  the  American  Legion.  He  is 
married  and  has  two  children. 

The  State  Medical  Board  is  the  state  agency 
charged  with  the  responsibility  of  licensing  physi- 
cians and  other  practitioners  of  the  healing  arts 


William  J.  Lee,  Columbus  attorney,  assumes  his 
new  duties  as  administrator  for  the  State  Medical 
Board  of  Ohio,  in  the  board’s  headquarters  office 
in  downtown  Columbus. 

in  Ohio  and  enforcing  the  law  as  it  applies  to  the 
healing  arts. 

Members  of  the  State  Medical  Board  are 
Ralph  K.  Ramsayer,  M.D.,  Canton;  Henry  A. 
Crawford,  M.D.,  Cleveland;  Peter  Lancione, 
M.D.,  Bellaire;  John  D.  Brumbaugh,  M.D.,  Ak- 
ron; Frederick  T.  Merchant,  M.D.,  Marion;  An- 
thony Ruppersberg,  Jr.,  M.D.,  Columbus;  Henry 
G.  Cramblett,  M.D.,  Columbus;  and  James  O. 
Watson,  D.O.,  Columbus. 
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SPONSORED  BY 


"Coronary  Care  in  Community  Hospitals" 

MONTEGO  BAY  — JAMAICA 
APRIL  17-25,  1971 


MADISON  COUNTY  HOSPITAL  — DEPARTMENT  OF  CONTINUING  EDUCATION  — LONDON,  OHIO 

COURSE  AGENDA 


ALL  A.M.  Sessions  8:30-11:30 
Ample  Time  Each  Day  for  <?  and  A 

MONDAY 

A.  CCU  IN  COMMUNITY  HOSPITALS 

CCU  — How  and  Why 
Nursing  Problems  and  Solutions 
Hospital  Administration  and  the  CCU 

TUESDAY 

A.  MYOCARDIAL  INFARCTION  — DIAGNOSIS 

EKG  Diagnosis 

LAB  and  Bedside  Aids  in  D* 

Complications  of  Infarction 


A.  CORONARY  ARTERY  DISEASE 

Risk  Factors  in  CAD 
Medical  Rx  of  CAD 
Surgical  Rx  of  CAD 

THURSDAY 

A.  DRUGS  . . . WHAT  AND  WHY  ...  NEW  AND  OLD 

Digitalis  and  Pronestyl 
Inderal  and  its  role 
Lidocaine,  Dilantin,  Vasopressors 


This  Program  Is  Acceptable  for  13  Prescribed  Hours 
by  the  American  Academy  of  General  Practice 

— April  19 

B.  ARRHYTHMIAS 

Clinical  Dx  of  Arrhythmias 
Rx  of  Arrhythmias  — Part  I 
Rx  of  Arrhythmias  — Part  II 

— April  20 

B.  MYOCARDIAL  INFARCTION  — TREATMENT 

Treatment  — General 
CHF  and  Pulmonary  Edema 
Pacemakers  and  Their  Role 


— April  22 

B.  REHABILITATION  OF  THE  CARDIAC  PATIENT 

Rehabilitation  in  Hospital 
Emotional  Rehabilitation 
Exercise  Program  for  the  Patient 


WEDNESDAY  — April  21 

B.  CARDIAC  PATIENT  AND  OTHER  DISEASES 

Diabetes  and  the  Cardiac  Patient 
Hyperlipidemia  and  Rx 
The  Physician  AS  the  Patient 
Thrombophlebitis  and  Embolism 


FRIDAY  — April  23 

A.  OTHER  ASPECTS  OF  A COMMUNITY  HOSPITAL  CCU 

Medical  Care  in  Jamaica  Nurses  Role  in  CCU 


Medical-Legal  Aspects 


B.  PANEL  CONFERENCE  ON  COMMUNITY  HOSPITAL  CCU 


Teaching  Staff:  Dr.  Ludlow  Burke,  of  the  Western  Association  of  Medicine  in  Jamaica,  will  be  a guest 
lecturer.  Other  noted  speakers  include:  Mason  Sones,  Jr.  (Cleveland  Clinic)  — Arnold  Weissler  (OSU  Col. 
of  Med.)  — Sylvan  Weinberg  (Dir.  CCU  Good  Sam.  Hosp.,  Dayton)  — Nannette  Wenger  (Emory  U.  Sch. 
of  Med.)  — Alexander  Pollack  (Prof,  of  Med.  OSU)  — Robert  Kleiger  (Dir.  CCU,  Jewish  Hosp.,  St.  Louis) 
— H.  M.  Maistelman  (Dir.  Health  & Phys.  Ed.,  Jewish  Com.  Cent.,  Cleveland)  — B.  Lindig,  R.N.,  (Dir. 
Contin.  Ed.  Dept.,  London)  — John  C.  Starr  (Prog.  Dir.  Madison  Co.  Hosp.,  London)  — John  F.  Briggs 
(U.  of  Minn.  Med.  Sch.). 


9 DAYS  AND  8 NIGHTS  $390  per  person  (From  Columbus,  Ohio) 

REGISTRATION  FEE:  $125  for  each  physician,  only 

Name 

Address 

City State_ Zip_ 

Specially  (GP) (Internist) (Other) 

Wife’s  Name 

I am  enclosing  a check  in  amount  of  $. ($100  deposit  per  person)  for reservations. 

Make  checks  payable  to:  London  International  Travel,  Inc. 

Send  to:  9 Park  Avenue 

London,  Ohio  43140 
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New  Ohio  Welfare  Director 
Takes  Over  Duties 

New  director  of  the  Ohio  Department  of 
Public  Welfare  under  the  incoming  administration 
is  John  E.  Hansan,  of  Cincinnati,  who  was  named 
to  the  appointive  position  formerly  held  by  Denver 
L.  White.  Governor  John  J.  Gilligan  announced 
the  appointment  of  Mr.  Hansan  late  in  December. 

Mr.  Hansan  is  a career  social  worker.  A 
native  of  Kansas  City,  Mo.,  he  graduated  from 
DeLaSalle  Military  Academy  in  1947  and  re- 
ceived his  bachelor’s  degree  from  Rockhurst  Col- 
lege in  Kansas  City  in  1951.  He  earned  a master’s 
degree  from  the  University  of  Pennsylvania  school 
of  social  work  in  1956,  after  serving  two  years  on 
active  duty  with  the  U.S.  Navy. 

Mr.  Hansan  was  program  director  of  the 
Neighborhood  House  Association  in  Peoria,  Illi- 
nois, from  1956-59.  He  came  to  Ohio  in  1959  as 
executive  director  of  the  Seven  Hills  Neighbor- 
hood House  in  Cincinnati.  In  1965,  he  was  named 
executive  director  of  the  Community  Action 
Commission  of  the  Cincinnati  Area,  the  anti- 
poverty agency  for  a five-county  area  in  South- 
western Ohio  and  Northern  Kentucky.  Mr.  Han- 
san continued  his  administration  of  Cincinnati 
area  anti-poverty  programs  until  January  of  1968, 
when  he  resigned  to  direct  Mr.  Gilligan’s  cam- 
paign for  the  U.S.  Senate.  In  1969,  he  entered 
Brandeis  University’s  Florence  Heller  School  of 
Advanced  Studies  in  Social  Welfare  at  Waltham, 
Mass.,  to  complete  work  on  his  doctoral  degree. 

Mr.  Hansan  is  a member  of  the  National 
Association  of  Social  Workers  and  served  as 
chairman  of  its  Ohio  Valley  Chapter  from  1963 
until  1965.  He  was  a member  of  its  National  Social 
Action  Commission  in  1967-68.  He  was  a member 
of  the  board  of  National  Federation  of  Settlements 
and  Neighborhood  Centers  from  1961-63  and  is 
a former  member  of  the  Day  Care  Advisory  Com- 
mittee of  the  Cincinnati  Center  School  of  Social 
Work,  a branch  of  the  Ohio  State  University. 

Cincinnati  City  Council  honored  him  with  a 
special  resolution  for  his  work  with  the  Com- 
munity Action  Commission  in  December,  1967. 
In  March,  1968,  Mr.  Hansan  received  a com- 
mendation for  outstanding  work  from  the  Ohio 
Valley  chapter  of  the  National  Association  of 
Social  Workers.  He  is  the  author  of  numerous 
articles  on  Social  Work  and  Social  services. 
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Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain. 
Impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin* 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with. 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salutensin 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 


KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


February 

Facial  Fractures  — Repair  and  Plastic  Sur- 
gery7 — Sponsored  by  the  University  of  Cincin- 
nati College  of  Medicine  and  CONMED  at  the 
Shriners  Burns  Institute  Auditorium  and  Cincin- 
nati General  Hospital,  February  15-19. 

Ear,  Nose  and  Throat  Conference  — OSU 
College  of  Medicine;  at  the  OSU  Center  for 
Tomorrow7,  2400  Olentangy  River  Road,  Colum- 
bus, February  18. 

Granulomatous  and  Nongranulomatous  Col- 
itis (Gastroenterology  Series)  — Youngstown 

Hospital  Association,  February  22. 

Physiologic  Bases  of  Assisted  Ventilation  — 
Applied  Respiratory  Mechanisms  — Trumbull 
Memorial  Hospital,  Warren;  luncheon  program, 
February  23;  John  J.  Picken,  M.D.,  instructor  in 
medicine,  Case  Western  Reserve  University. 

Electromyography7  — OSU  College  of  Medi- 
an; in  Dodd  Hall  in  the  OSU  Medical  Center; 
February  23-25. 

Orthopaedic  Problems  — OSU  College  of 
Medicine,  at  the  OSU  Center  for  Tomorrow, 
2400  Olentangy  River  Road,  Columbus;  Febru- 
ary 24. 

Review  of  the  Connective  Tissue  Diseases  by 
Systems.  Manifestations  and  Management  — 
Cleveland  Clinic  Educational  Foundation,  2020 
East  93rd  Street,  Cleveland  44106;  February  24-25. 

March 

Ophthalmology  Conference  — Ohio  State 
University  College  of  Medicine,  at  the  OSU  Cen- 
ter for  Tomorrow,  2400  Olentangy  River  Road, 
Columbus;  March  1-2. 

Selected  Basic  Science  Applications  to  the 
Modem  Clinical  Laboratory  — At  Christ  Hos- 
pital, Cincinnati;  March  4;  sponsored  by  CON- 
MED and  the  University  of  Cincinnati  College 
of  Medicine. 

Lederle  Symposium  — Cosponsored  by  the 
Ohio  Academy  of  General  Practice,  at  the  Shera- 
ton-Columbus  Motor  Hotel,  downtown  Columbus, 
March  7. 

Drug-Induced  Thrombocytopenia  and  Hemo- 
lytic Anemia  (Hematologic  Series)  — Youngs- 
town Hospital  Association,  March  8. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Aldosterone,  Hypertension  and  Edema:  A 
Clinical  Overview  — Fort  Steuben  Academy  of 
Medicine;  Fort  Steuben  Motor  Hotel,  Steuben- 
ville, 8:15  p.m.,  March  9;  lecturer,  David  Paul 
Lauler,  M.D.,  Boston. 

Pediatric  Clinic  Day  — At  Children’s  Hos- 
pital, 561  S.  17th  Avenue,  Columbus;  sponsored 
by  the  Ohio  State  University  College  of  Medi- 
cine; March  10. 

Advances  in  Urology  — Cleveland  Clinic  Ed- 
ucational Foundation,  2020  East  93rd  Street, 
Cleveland  44106;  March  10-11. 

Lederle  Symposium  — Cosponsored  by  Ohio 
State  University  College  of  Medicine,  at  the 
Sheraton-Columbus  Motor  Hotel  in  downtown 
Columbus,  March  14. 

Internal  Medicine  — Sponsored  by  Ohio 
State  University  College  of  Medicine,  at  the  OSU 
Center  for  Tomorrow,  2400  Olentangy  River 
Road,  Columbus,  March  17. 

Shriners  Bums  Institute  Symposium  on 
Thermal  Injuries  — at  the  Shriners  Burns  In- 
stitute, March  18-19;  sponsored  by  CONMED 
and  the  University  of  Cincinnati  College  of 
Medicine. 

The  Pathogenesis  and  Surgical  Treatment 
of  Duodenal  Ulcer,  lecture  at  Mount  Sinai  Hos- 
pital of  Cleveland,  11:00  a.m.  on  Friday,  March 
19,  by  Lester  R.  Dragstedt,  M.D.,  professor  and 
chairman,  Department  of  Surgery,  University  of 
Florida.  Also  The  Pathogenesis  and  Surgical 
Treatment  of  Gastric  Ulcer,  lecture  at  8:30  a.m. 
on  Saturday,  March  20.  Contact  Charles  Marks, 
M.D.,  at  the  hospital  for  additional  information. 

The  Examination  of  Bone  Marrow  (Hema- 
tologic Series)  — Youngstown  Hospital  Associa- 
tion, March  22. 
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Yes,  Kolantyll 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl 1 (dicyclomine  hydrochloride)  too. 


(jMerrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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Educational  Opportunities  in  Ohio — Continued 


Clinical  and  Radiological  Aspects  of  Chronic 
Obstructive  Pulmonary  Disease  — Trumbull  Me- 
morial Hospital,  Warren;  luncheon  program, 
March  23;  Gerald  L.  Baum,  M.D.,  head  Pul- 
monary Section  B,  Veterans  Administration  Hos- 
pital, Cleveland,  and  associate  professor  of  medi- 
cine, Case  Western  Reserve  University. 

International  Conference  on  Non-Ionizing 
Radiation  Safety  — at  the  Sheraton-Gibson  Hotel, 
Cincinnati,  March  29-31;  under  combined  aus- 
pices of  the  U.S.  Public  Health  Service,  Bureau  of 
Radiological  Health,  and  the  Laser  Laboratory  of 
the  Medical  Center,  University  of  Cincinnati; 
contact:  Laser  Laboratory,  Children’s  Hospital 
Research  Foundation,  Elland  Avenue  and  Bethes- 
da  Avenue,  Cincinnati  45229;  (Followed  by 
course  on  The  Applications  of  the  Laser  in  Biology’, 
Medicine  and  Dentistry’,  April  1-3  — See  under 
April.) 

Practical  Management  of  Infectious  Diseases 

— 1971  Conference;  sponsored  by  OSU  College 
of  Medicine,  at  the  OSU  Center  for  Tomorrow, 
2400  Olentangy  River  Road,  Columbus.  Date 
changed  to  March  24. 


Lipdating  Neurology  — Cleveland  Clinic 
Educational  Institute,  2020  East  93rd  Street, 
Cleveland  44106;  March  31  - April  1;  for  spe- 
cialists and  nonspecialists. 

April 

The  Applications  of  the  Laser  in  Biology, 
Medicine  and  Dentistry’,  at  the  University  of 
Cincinnati  Medical  Center,  April  1-3;  contact 
Leon  Goldman,  M.D.,  Laser  Laboratory,  Chil- 
dren’s Hospital  Research  Foundation,  Cincinnati 
45229;  or  phone  513-281-6156  — Ext.  4 05.  (This 
course  follows  the  International  Conference  on 
Non-Ionizing  Radiation  Safety  — See  under 
March.) 

Second  Annual  Sports  Medicine  Symposium 
— Cleveland  Clinic  Educational  Foundation,  2020 
East  93rd  Street,  Cleveland  44106;  April  5-6. 

Fourth  Annual  Cancer  Symposium  — Spon- 
sored by  Ohio  State  University  College  of  Medi- 
cine, at  the  OSU  Center  for  Tomorrow,  2400 
Olentangy  River  Road,  Columbus;  April  7. 


COMPLETE  PROTECTION  FOR  YOU  and  YOUR  FAMILY 


with  the  OSMA  SPONSORED 


EXTRA  CASH  HOSPITAL  PLAN  pays  YOU  up  to  $40  a day  when  you 
or  a member  of  your  family  is  hospitalized. 

COMPREHENSIVE  MAJOR  MEDICAL  Insurance  covers  up  to  $20,000 
in  medical  expenses  for  you  and  each  member  of  your  family  for  EACH  injury  or 
illness.  Special  student  rates  available  on  request. 


ALSO  AVAILABLE  TO  OHIO  PHYSICIANS 


■ Up  to  $100,000  Accidental  Death,  Dismemberment  and  Disability  Insurance. 

■ Up  to  $800  a month  tax-free  Disability  Income  Protection  Insurance  paid  to  you 
whenever  you  are  sick  or  injured  and  can’t  work. 

■ Up  to  $1000  a month  Practice  Overhead  Expense  Insurance  to  pay  your  office 
expenses  while  you're  disabled  due  to  accident  or  illness. 

High  value  insurance  protection  at  low  group  rates  . . . another  membership  advantage 
available  only  through  the  Ohio  State  Medical  Association. 


For  information,  telephone  collect  or  write 

Spencer  W . Cunningham,  President 

DANIELS-HEAD  & ASSOCIATES,  INC. 

Daniels-Head  Building  • Portsmouth,  Ohio  45662 
Telephone  614/354-4561 
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Fast.  Jong-lasting 
relief  of  aches 
and  pains  4 

of  colds  and  flu  ^ 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


"BREON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Educational  Opportunities  in  Ohio — Continued 


The  Hemostatic  Process  (Hematologic  Series) 
— Youngstown  Hospital  Association,  April  11. 

Special  Problems  in  Children’s  Fractures  - — 

Fort  Steuben  Academy  of  Medicine,  Fort  Steuben 
Motor  Hotel,  Steubenville;  8:15  p.m.,  April  13; 
guest  lecturer,  Paul  FI.  Curtiss,  Jr.,  M.D.,  Co- 
lumbus. 

Symposium  on  Anesthesiology  — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  April  14-15. 

Association  of  Physicians  of  the  State  of 
Ohio,  quarterly  meeting,  Fairfield  School  for  Boys, 
Lancaster,  April  16;  contact  Dr.  Virginia  S.  Ed- 
wards, Secretary-Treasurer,  347  Lexington  Ave., 
Mansfield  44907. 

Anesthesia  Conference  — OSU  College  of 
Medicine,  in  Upham  Hall  in  the  OSU  Medical 
Center,  April  16. 

Diagnosis  and  Treatment  of  Tumors  of  the 

Face  — OSU  College  of  Medicine,  at  the  OSU 
Center  for  Tomorrow,  2400  Olentangy  River 
Road,  Columbus;  April  23. 

Management  of  Graves  Disease  (Metabolic 
Series) — Youngstown  Hospital  Association,  April 
26. 

Respiratory  Failure  — Trumbull  Memorial 
Hospital,  Warren;  April  27. 


May 

Lipoprotein  Abnormalities  and  Coronary 
Atherosclerosis  (Metabolic  Series)  — Youngstown 
Flospital  Association,  May  10. 

Ohio  State  Medical  Association,  1971  An- 
nual Meeting,  Columbus,  May  10-14. 

Practical  Dermatology'  — Cleveland  Clinic 
Educational  Foundation,  May  12-13. 

Therapeutic  Ablation  of  Adrenal  or  Pituitary 
Gland  for  Malignancy  (Metabolic  Series)  — 

Youngstown  Hospital  Association,  May  24. 

Ambulatory  Care  of  the  Chronic  Respiratory7 
Disease  Patient  — Trumbull  Memorial  Hospital, 
Warren;  luncheon  program,  May  25;  Charles 
Payne,  M.D.,  clinical  instructor  of  medicine,  Case 
Western  Reserve  University. 


June 

Thirteenth  annual  Refresher  Course  in  Di- 
agnostic Roentgenology  sponsored  by  the  Radiol- 
ogy Department,  University  of  Cincinnati  College 
of  Medicine,  under  direction  of  Dr.  Benjamin 
Felson,  June  5;  contact  Dr.  Harold  B.  Spitz,  De- 
partment of  Radiology,  Cincinnati  General  Hos- 
pital, Cincinnati  45229. 

American  College  of  Physicians  Course  in  In- 
ternal Medicine  — Shriners  Burns  Institute,  Cin- 
cinnati, June  7;  cosponsored  by  the  University  of 
Cincinnati  College  of  Medicine  and  CONMED. 

Hypertension  in  Primary7  Renal  Disease 
(Renal  Series)  — Youngstown  Hospital  Associa- 
tion, June  14. 

Mid-West  Association  of  Professors  of  Psy- 
chiatry7 — Hosted  by  OSU  College  of  Medicine; 
in  the  OSU  Center  for  Tomorrow,  2400  Olentangy 
River  Road,  Columbus;  June  24-26. 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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“Welcome  back,  Ann’ 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trrpim  100.000  NT  Units.  Chymotrypsin:  8,000  N.F.  Units; 
equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tab/etq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

| PHILADELPHIA,  PENNSYLVANIA  19144 

TRADEMARK  SITASS  U S.  PATENT  NO  3.004.893  9/70  0-009A  161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vo 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


vindications:  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'Stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treotment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nolly  once  or  twice  daily. 

Supplied:  Creom  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  Y-149 

“1  THE  NATIONAL  DRUG  COMPANY 

M DIVISION  OF  RICHARDSON  MERRELL  INC 

HI  PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


OSMA  Staff  Member  Honored  upon  Retirement 


Officers  of  the  Ohio  State  Medical  Associa- 
tion, members  of  the  staff,  and  invited  guests  met 
for  a special  occasion  on  December  31.  The  in- 
formal get-together  and  luncheon  honored  Miss 
Florence  Okert  and  marked  the  culmination  of 
her  35-year  career  as  a member  of  the  OSMA 
headquarters  personnel  group  and  her  retirement. 

Miss  Okert  joined  the  staff  of  the  Association 
on  January  1,  1936  when  the  headquarters  office 
was  small  and  the  OSMA  membership  was  little 
more  than  half  of  what  it  is  today.  As  might  be 
expected  on  a small  staff,  she  has  performed  every 
kind  of  duty  appropriate  to  organization  work, 
including  a period  as  editorial  assistant  on  The 
Journal. 

As  the  organization's  activides  increased,  her 
responsibilities  have  been  concentrated  on  keeping 
the  financial  records  of  the  Association  and  serving 
as  membership  secretary. 

Presiding  at  informal  festivides,  Dr.  Richard 
L.  Fulton,  OSMA  President,  commended  Miss 
Okert  for  her  devoted  service  to  the  Association 
and  presented  her  with  a gift  of  appreciation  on 
behalf  of  The  Council. 

Other  physicians  present  to  pay  honor  to 
Miss  Okert  were  Dr.  James  L.  Henry,  OSMA 
Treasurer;  Dr.  Philip  B.  Hardymon,  former  Trea- 
surer and  now  an  Ohio  Delegate  to  the  AM  A; 
and  Dr.  Perry  R.  Ayres,  Editor  of  The  Journal. 
Dr.  William  R.  Schultz,  of  Wooster,  Eleventh  Dis- 
trict Councilor  and  chairman  of  the  OSMA  Com- 
mittee on  Auditing  and  Appropriations,  was  un- 
able to  attend  the  luncheon,  sent  Miss  Okert  a 
bouquet  of  roses  and  a note  of  commendation  and 
well  wishes. 

Hart  F.  Page,  OSMA  Executive  Director,  re- 
called dedicated  service  Miss  Okert  has  given  to 
the  Association  and  presented  her  with  a gift  from 
members  of  the  staff. 

W.  “Bill”  Webb,  Executive  Secretary  of  the 
Academy  of  Medicine  of  Columbus  and  Franklin 
County,  spoke  in  behalf  of  County  Medical  So- 
ciety executives  and  commended  Miss  Okert  for 
the  excellent  liaison  which  exists  between  the 
OSMA  membership  department  and  county  so- 
cieties. 

James  S.  Imboden,  field  representative  for 
the  American  Medical  Association  in  this  area, 
was  among  those  present  to  pay  respect  to  Miss 
Okert.  There  is  close  liaison  between  the  OSMA 
headquarters  staff  and  the  AMA  in  regard  to 
membership  records  as  well  as  in  respect  to  other 
matters. 

Charles  S.  Nelson  and  George  H.  “Scottie” 
Saville,  both  former  Executive  Secretaries  of  the 
Association  now  retired,  reminisced  on  experiences 


Miss  Florence  Okert  unwraps  a gift  at  the  luncheon 
and  get-together  honoring  her  upon  her  retirement 
after  35  years  of  service  on  the  OSMA  headquar- 
ters staff.  Looking  on  are  Hart  F.  Page,  OSMA 
Executive  Director,  and  Mrs.  Vera  Kimble,  re- 
ceptionist in  the  headquarters  office. 

of  the  past  in  the  headquarters  office  and  com- 
mended Miss  Okert  for  her  many  contributions 
to  the  good  of  the  organization  and  her  devotion 
to  her  responsibilities. 

* # * 

Successor  to  Miss  Okert  in  the  OSMA  head- 
quarters is  Mrs.  Katherine  Wisse  who  is  member- 
ship secretary^  and  whose  duties  include  keeping 
the  financial  records  of  the  Association. 

Mrs.  Wisse  has  been  working  full-time  in  the 
office  since  November  and  had  previously  worked 
on  a part-time  basis  for  the  OSMA  office  since 
January  1963  as  a bookkeeping  assistant  to  Miss 
Okert. 

She  was  trained  in  accounting  work  at  Junior 
College  in  Grand  Rapids,  Michigan  and  has  had 
accounting  experience  in  several  different  types  of 
businesses  through  her  association  with  The  Bran- 
son Accounting  Service  in  Grand  Rapids. 
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SUNRISE  SEMINARS 

WEDNESDAY,  MAY  12,  1971 

7:30  A.M. 

SHERATON-COLUMBUS  HOTEL 

Something  new  has  been  added  to  the  scene  of  the  1971  OSMA  Annual  Meeting.  Three 
seminars  will  be  run  simultaneously  headed  up  by  experts  on  the  subjects.  Come  prepared 
for  an  informal  exchange  of  ideas.  Coffee  and  rolls  will  be  served.  The  early  morning  semi- 
nars will  be  adjourned  in  time  for  all  persons  to  attend  the  9:00  a.m.  sessions  at  Veter- 
ans Memorial  Building.  Please  clip  the  registration  blank  below  and  mail  to  the  Ohio 
State  Medical  Association,  17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215. 

The  discussant  leaders  and  subjects  are  as  follows: 

Philip  A.  Bromberg,  M.D.,  Associate  Professor  of  Medicine,  Ohio 
State  University  Hospitals,  Columbus. 

“ACUTE  RESPIRATORY  FAILURE” 

Judge  Richard  B.  Metcalf,  Franklin  County  Probate  Court, 

Columbus. 

“INCORPORATION  OF  MEDICAL  PRACTICE” 

Robert  J.  Atwell,  M.D.,  Director,  School  of  Allied  Medical  Profes- 
sions, Ohio  State  University,  Columbus. 

“THE  PHYSICIAN  S ASSISTANT” 


1971  SUNRISE  SEMINARS  REGISTRATION 

Please  register  me  for  one  of  the  Seminars  for  Wednesday,  May  12  at  7:30  A.M.,  in  the  order  of 
preference  indicated  below.  Each  Seminar  will  be  limited  to  the  first  30  persons  registered  in  order  to 
maintain  a small,  informal  exchange  of  ideas  and  questions  among  those  in  attendance.  If  I am  unable 
to  attend,  I will  notify  OSMA  Headquarters,  so  my  seat  may  be  assigned  to  someone  else. 

Indicate  Order  of  Choice  (1,  2,  3) 

(A)  ACUTE  RESPIRATORY  FAILURE 

(B)  INCORPORATION  OF  MEDICAL 
PRACTICE 

(C)  THE  PHYSICIANS  ASSISTANT 

NAME 

Please  Print 

ADDRESS 


Wednesday,  May  12,  1971  7:30  A.M. 

Harrison  Rooms,  Sheraton-Columbus 
□ Taft  Room,  Sheraton-Columbus 

Grant  Room,  Sheraton-Columbus 
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You  are  cordially  invited  to  hear  and  see  three  of  our 
outstanding  Annual  Meeting  Speakers  . . . 


WED.,  MAY  12,  1971 

00  P.M.,  Assembly  Hall 
sterans  Memorial  Building 

PREMIER 

W.  ROSS  THATCHER 
ovince  of  Saskatchewan 
(Canada) 

Thatcher,  ninth  Premier  of  Sas 
chewan  is  looked  upon  by  many 
a rather  unusual  politician- re- 
shingly  unusual.  Mr.  Thatcher  is 
ted  for  many  things,  but  probably 
st  of  all  for  being  a man  who 
?aks  his  mind,  and  who  wastes 
/ words  while  doing  it.  There  is 
ler  the  slightest  doubt  about 
ere  he  stands  on  any  issue  — and 
? place  where  he  never  stands  is 

1 the  fence." 

Thatcher  graduated  from  Queen's 
iversity  at  Kingston,  Ontario,  with 
Bachelor  of  Commerce  degree 
!en  he  was  18  years  old.  In  1945, 
became  one  of  the  Canadian  Par- 
rient’s  youngest  members,  win- 
ig  a seat  at  the  age  of  28. 

I Thatcher’s  government  is  dedi- 
i ed  to  the  promotion  of  Saskatch- 
an's  development  through  respon- 
se private  enterprise  methods 


TUESDAY,  MAY  11,  1971 
9:00  A.M.,  Assembly  Hall 
Veterans  Memorial  Building 

CRAWFORD  MORRIS,  LL.B. 
Cleveland,  Ohio 

"Modern  Trends  in 
Medical  Malpractice" 


Mr.  Morris  has  Medical  Malpractice 
Expertise.  He  is  one  of  the  senior 
trial  lawyers  of  Arter  & Hadden  of 
Cleveland,  Ohio,  a firm  of  72  law- 
yers. He  has  had  26  years  experi- 
ence in  the  courtroom  defending 
doctors,  hospitals,  drug  companies, 
etc.,  either  for  their  insurance  com- 
panies or  else  directly  for  them.  He 
has  been  a Member  and  Past  Chair- 
man of  the  Malpractice  and  Profes- 
sional Liability  Committee;  and-  he 
is  presently  the  Vice-Chairman  of 
the  Subcommittee  on  Doctors  and 
Hospitals,  International  Association 
of  Insurance  Counsel.  He  is  a recog- 
nized lecturer  and  author. 


THURSDAY,  MAY  13,  1971 
2:00  P.M.,  Main  Auditorium 
Veterans  Memorial  Building 

ARCHBISHOP 
FULTON  J.  SHEEN 
New  York,  N.  Y. 

Archbishop  Sheen  is  a “most  out- 
standing” person  devoted  to  the  wel- 
fare of  mankind.  He  is  an  Educator, 
Preacher,  Editor,  Columnist,  and  Au- 
thor to  mention  just  a few  of  his 
many  accomplishments.  Bishop 
Sheen  has  reached  millions  of  per- 
sons through  his  writing,  and  TV 
programs. 

In  1952,  he  received  the  Tau  Kappa 
Alpha  Award,  the  Forensic  Honor 
Society  with  headquarters  at  Purdue 
University  for  “outstanding  speaker 
in  the  field  of  religion.” 

In  1964  he  was  presented  The  Order 
of  Lafayette  Freedom  Award  for 
distinguished  leadership  in  combat- 
ing Communism.  He  has  a number 
of  degrees:  J.C.B.,  Catholic  Univer- 
sity of  America,  1920;  Ph.D.,  Lou- 
vain, Belgium,  1923;  S.T.D.,  Rome, 
1924;  Agrege  enphilosophie,  Lou- 
vain, 1925;  and  a number  of  honor- 
ary degrees. 


The  Programs  are  in  conjunction  with  the 
Ohio  State  Medical  Association 

Annual  Meeting,  May  10-14,  1971 
COLUMBUS,  OHIO 


1 


Don't  Hone  AROUNDh 


Set  On  The  Right  TRACK!! 


OSMA  ANNUAL  MEETING 

MAY  10  - 14,  1971 
COLUMBUS,  OHIO 

PRE-REGISTRATION 

arsons  pre-registered  may  pick  up  their  badge,  pro- 
gram and  tickets  for  luncheons  and  "Scioto  Downs" 
party  at  the  pre-registration  desk  in  your  name.  Clip 
the  coupon,  fill  out  the  information  requested  along  with 
your  check  in  the  proper  amount  so  that  we  may  reserve 
tickets  for  you.  This  one  step  now  will  save  you  time 
later. 

"OSMA's  NIGHT  AT  SCIOTO  DOWNS  - 
Wednesday  evening,  May  12  — 6:30  P.M. 

NOW  there's  a new  meaning  for  "Exciting  Entertain- 
ment"! ! That's  right,  it  is  Scioto  Downs  . . . Ohio's 
Showplace  of  Racing.  A delightful  buffet  dinner  will  be 
served  at  the  Club  House.  You'll  have  a thrilling  view 
of  the  lightning  fast,  all-weather,  mile  track  . . . and 
of  watching  some  of  the  nation's  finest  trotters  and 
pacers  in  action!  Don't  fret  the  transportation  problem 
— bus  service  will  be  provided  to  and  from  Scioto  Downs 
to  the  headquarters  hotel. 


ANNUAL  MEETING  PRE-REGISTRATION 

AND  TICKET  FORM 

SOCIAL  FUNCTION  TICKETS  RESERVATIONS 

Note: 

(No 

tickets  reserved  without  money) 

M Make  checks  payable  to:  Ohio 

State 

Medical  Association 

Mail  this  form  to:  Ohio  State  Medical 

Association,  17  South  High 

Street,  Suite  500,  Columbus,  Ohio  43215 

V 

Tuesday,  May  11,  12:00  Noon 

Wednesday,  May  12,  11:30  A.M. 

Wednesday,  May  12,  7:00  P.M. 

"Doctors  Day  Luncheon" 

“0MPAC  Luncheon” 

"OSMA’s  Night  at  Scioto  Oowns" 

Sponsored  by  the  Woman’s  Auxiliary  to  the 

Sheraton-Columbus  Hotel 

Scioto  Downs 

Ohio  State  Medical  Association 

$5.00  per  person 

6000  South  High  St. 

Sheraton-Columbus  Hotel 

$11.00  per  person 

$5.00  per  person 

Number 

(Special  Price  to  Exhibitors  of  $800  per  person) 

1 Number 

Number 

Name 

i 

(Please  Print) 

' ■ 

S Address 

(Number  and  Street) 

(City) 

(State) 

1 am: 

Do  You 

Belong  to  OMPAC?  Q Q] 

1 1 OSMA  Member 

YES  NO 

O Non-Member  Physiciun 

Please  prepare  guest 

n Medical  Student 

badge  for  my  spouse 

[~1  Guest 

Other 

(fill  in) 

(Please  print  name) 

ON  THE  OMPAC  FRONT 

OMPAC's  Purpose  and 
Functions  Defined 

A considerable  number  of  Ohio  physicians 
have  the  mistaken  idea  that  the  Ohio  Medical 
Political  Action  Committee  was  organized  to  take 
over  all  the  political  activities  of  the  Ohio  State 
Medical  Association  and  its  component  county 
medical  societies,  and  should  do  so. 

Nothing  could  be  farther  from  the  truth. 
OMPAC  was  not  organized  for  that  purpose.  It 
hasn’t  the  organization  to  do  such  a multitudinous 
job.  It  has  no  desire  to  “take  over.”  There  is  no 
good  reason  why  it  should  do  so. 

OMPAC  was  organized  to  engage  in  those 
political  activities  which  can  not  be  undertaken  by 
the  Ohio  State  Medical  Association  and  its  county 
medical  societies  because  of  legal  restrictions. 

Because  medical  organizations  can  engage 
in  most  political  activities  within  the  law,  the 
major  activity  of  the  Ohio  Medical  Political 
Action  Committee  has  been  to  raise  money  and 
make  financial  contributions  to  the  campaigns  of 
deserving  candidates  for  public  office — an  activity, 
the  law  says,  in  which  the  Ohio  State  Medical 
Association  and  its  component  societies  can  not 
engage. 

OMPAC  has  done  a good  job  in  shoring  up 
a fundamental  weakness  in  the  medical  profes- 
sion’s efforts  to  elect  to  office  qualified  candidates 
having  the  endorsement  of  physicians  in  general. 
Namely,  it  has  provided  a means  for  the  doctors 
of  Ohio  to  engage  in  organized  giving  to  the  cam- 
paigns of  worthy  candidates.  It  has  been  a success 
in  areas  where  physicians  in  general  understand 
its  purposes  and  activities  and  where  it  has  had 
the  vigorous  support  of  the  medical  leaders  of 
county  medical  societies.  (See  January  issue  of 
The  Journal.) 

In  areas  where  medical  society  leaders  have 
not  given  such  backing,  OMPAC  has  been  a dis- 
appointment. Other  communities  have  made  fine 
showings  because  there  has  been  leadership  and 
active  support. 

Obviously,  raising  and  contributing  funds  for 
candidate  support  committees  is  only  one  facet  of 
the  political  activities  in  which  the  medical  pro- 
fession of  Ohio  should  undertake  year-in  and 
year-out,  even  though  a very  important  phase  in 
political  action. 

Medical  organization  in  Ohio  has  the  know- 
how to  carry  on  a political  action  program  even 
more  potent  than  the  one  it  has  been  carrying 
on  for  many  years  to  complement  the  work  of 


Deadline  for  Submission 
of  Resolutions  to 
OSMA  Office  is  March  1 1 

Delegates  to  the  Ohio  State  Medical  As- 
sociation and  County  Medical  Societies  plan- 
ning to  have  resolutions  submitted  for  con- 
sideration by  the  House  of  Delegates  at  the 
1971  Annual  Meeting  should  be  guided  by  the 
following  requirements  of  the  Bylaws: 

Resolutions,  regardless  of  whether  they 
have  been  submitted  in  advance  must  be  in- 
troduced at  the  first  session  of  the  House  of 
Delegates,  Monday  evening.  May  10,  at  the 
Columbus-Sheraton  Hotel,  Columbus. 

To  be  eligible  for  presentation,  a reso- 
lution must  be  filed  with  the  Executive  Di- 
rector of  the  Ohio  State  Medical  Association, 
Columbus,  at  least  60  days  prior  to  the  first 
session  of  the  House  of  Delegates,  namely,  not 
later  than  March  11.  This  requirement  may  be 
waived  by  a two-thirds  majority  of  the  House 
of  Delegates. 

Copies  of  resolutions  will  be  distributed 
to  members  of  the  House  of  Delegates  to  give 
them  an  opportunity  to  discuss  issues  with  their 
constituents  and  possibly  receive  voting  in- 
structions from  their  County  Medical  Societies. 


OMPAC.  Of  course,  it  too  must  have  the  support 
of  all  physicians  and  keen  leadership  in  order  to 
operate  at  full  steam. 

What  are  some  of  the  activities  in  which  the 
OSMA  and  its  county  societies  can  undertake  in 
the  political  arena? 

These  will  be  discussed  in  a later  article. 

— Ohio  Medical  Political  Action  Committee 


Dr.  Jack  E.  Klinge,  Massillon,  was  elected 
vice-president  of  the  American  College  of  Medical 
Hypnotists  at  a recent  meeting  in  Las  Vegas. 
Earlier  he  was  elected  president  of  the  Interna- 
tional Society  to  Advance  Ethical  Hypnosis  at  a 
convention  in  New  York  City. 

Dr.  Edward  A.  Gall,  director  of  the  Depart- 
ment of  Pathology  at  the  University  of  Cincinnati 
College  of  Medicine,  has  been  named  president- 
elect of  the  American  Association  for  Cancer  Edu- 
cation. 
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Exhibits 

Wanted 


1971  Annual  Meeting,  Ohio  State  Medical  Association 

J^O  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  is  just  the  place  to  display  it.  We  are 
now  accepting  applications  for  the  1971  OSMA  Annual  Meeting.  Those  eligible  to  apply 
are  as  follows:  ( 1 ) Exhibits  by  Ohio  physicians,  Ohio  medical  schools,  hospitals  or  similar 
organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies  on  invitation;  (3)  Vol- 
untary health  organizations. 

Exhibits  will  be  set  up  and  viewed  at  the  Veterans  Memorial  Building,  300  West 
Broad  Street,  Columbus.  EXHIBIT  DAYS  will  be  May  11,  12  and  13. 

Mail  application  to  the  Ohio  State  Medical  Association.  17  South  High  Street, 
Suite  500,  Columbus,  Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 

1971  Annual  Meeting,  Ohio  State  Medical  Association 

Veterans  Memorial  Building,  Columbus,  Ohio,  May  1 0-1 4 

1.  Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor(s): 

Institution  (if  desired): 

City_ 

3.  Do  you  have  a built-in  exhibit? 

4.  Booth  Requirements:  Back  wall  All  sidewalls  are  6'  deep 

(indicate  footage) 

5.  Description  of  Exhibit:  (Attach  200  word  description  to  this  blank) 

Deadline  For  Filing  Applications,  February  15,  1971 
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Obituaries 


State  Association  Past  President  Dies 


Ernest  Osborne  Swartz,  M.D.,  Cincinnati; 
practicing  physician  and  surgeon  of  long  standing 
and  Past  President  of  the  Ohio  State  Medical 
Association,  died  on  December  14  at  the  age  of  90. 

Dr.  Swartz  was  born  in  Loudonville.  He  re- 
ceived his  medical  degree  from  the  Medical  Col- 
lege of  Ohio — now  the  University  of  Cincinnati 
College  of  Medicine — in  1905.  After  serving  his 
internship  and  taking  residency  training  in  Cin- 
cinnati General  Hospital,  he  entered  general 
practice  in  Cincinnati.  In 
1917  he  began  graduate 
studies  at  Johns  Hopkins 
Medical  College  and  the 
Brady  Urological  Clinic  of 
Johns  Hopkins  Hospital. 

During  his  stay  there,  un- 
der a grant  from  the  U.  S. 

Department  of  the  Inte- 
rior Hygiene  Board,  he 
collaborated  in  the  pro- 
duction and  release  to 
the  medical  profession  of 
Mercurochrome. 

In  1921  he  returned  to  practice  in  Cincin- 
nati, specializing  in  urological  surgery.  As  well  as 
his  affiliation  with  the  OSMA  and  the  AMA,  he 
was  a member  of  the  American  Urological  Asso- 
ciation, a Fellow  of  the  American  College  of 
Surgeons,  and  a diplomate  of  the  American 
Board  of  Urology. 

After  serving  the  Academy  of  Medicine  of 
Cincinnati  in  several  capacities,  he  was  named 
to  the  presidency  and  filled  that  office  during 
1939  and  1940.  He  was  first  elected  an  alternate 
delegate  to  the  AMA  in  1941,  and  1943  began 
his  first  term  on  The  Council  of  OSMA  as 
Councilor  of  the  First  District.  He  was  named 
President-Elect  in  1949  and  served  as  President 
in  1950  and  1951.  For  a number  of  years  he  was 
on  the  faculty  of  the  University  of  Cincinnati 
College  of  Medicine  in  the  Department  of  Urolo- 
gy. His  widow  and  a son,  Dr.  William  T.  Swartz, 
of  Lexington,  Ky.,  survive. 


Dr.  E.  O.  Swartz 


John  Joseph  Folin,  M.D.,  Cleveland;  Ohio 
State  University  College  of  Medicine,  1930;  aged 
66;  died  December  12;  member  OSMA;  physician 


and  surgeon  in  Cleveland  for  many  years;  veteran 
of  WW  II. 

Hugh  Mason  Foster,  Sr.,  M.D.,  Toledo; 
Vanderbilt  University  School  of  Medicine,  1926; 
aged  68;  died  December  25;  member  OSMA, 
AMA,  American  Academy  of  Pediatrics;  diplo- 
mate American  Board  of  Pediatrics;  practitioner 
in  Toledo  for  approximately  40  years,  specializing 
in  pediatrics.  A son,  Dr.  Hugh  M.  Foster,  Jr., 
of  Perrysburg,  is  among  survivors. 

Raymond  Winter  Frankmann,  M.D.,  Massil- 
lon; University  of  Louisville  School  of  Medicine, 
1927;  aged  69;  died  December  5;  member  OSMA 
and  AMA;  practicing  physician  in  Massillon  for 
39  years,  specializing  in  obstetrics  and  gynecology; 
recently  Stark  County  health  commissioner;  vet- 
eran of  WW  II.  A son,  Dr.  Donald  B.  Frank- 
mann, of  Cleveland,  is  among  survivors. 

John  Joseph  Grady,  M.D.,  Lakewood;  West- 
ern Reserve  University  School  of  Medicine,  1938; 
aged  57;  died  December  9;  member  of  OSMA. 
American  Society  of  Internal  Medicine;  Fellow 
American  College  of  Physicians;  diplomate  Amer- 
ican Board  of  Internal  Medicine;  practitioner  in 
Lakewood  area  for  30  years;  past  president  Ohio 
Society  of  Internal  Medicine. 

Myron  Clarence  Hanysh,  M.D.,  Youngstown; 
Hahnemann  Medical  College  of  Philadelphia, 
1943;  aged  54;  died  December  4;  member  of 
OSMA  and  AMA;  practitioner  in  Youngstown 
for  25  years;  former  city  police  physician;  veteran 
of  WW  II. 

Robert  Carl  Haubrich,  M.D.,  Pataskala; 
Ohio  State  University  College  of  Medicine,  1937; 
aged  60;  died  December  11;  member  OSMA, 
AMA,  and  American  Academy  of  General  Prac- 
tice; practitioner  in  the  Pataskala  area  since 
1938;  veteran  of  WW  II. 

Michael  John  Hunyadi,  M.D.,  Canton;  Ohio 
State  University  College  of  Medicine,  1942;  aged 
53;  died  December  8 following  collapse  at  meet- 
ing of  Stark  Medical  Society  at  which  time  he 
was  honored  for  25  years  service  on  the  staff  of 
Aultman  Hospital ; member  OSMA  and  AMA ; 


184  I The  Ohio  State  Medical  Journal 


This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by  Jerry  Quarry 


Norgesic 


provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established 
Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Hiker  Laboratories,  Inc. 

NORTHRlDGE  CALIFORNIA  91324 


3m 


NORGESIC 

(orphenadrine  citrate,  25  mg  , aspirin,  225  mg  . phenacetin,  160  mg.,  caffeine,  30  mg.) 


the  versatile  analgesic 


practitioner  in  Canton  for  most  of  his  professional 
career,  specializing  in  anesthesiology. 

George  M.  McKelvey,  M.D.,  Youngstown; 
Harvard  Medical  School,  1933;  aged  63;  died 
December  23:  member  OSMA,  AM  A;  Fellow 
American  College  of  Surgeons  and  International 
College  of  Surgeons;  diplomate  American  Board 
of  Surgery;  past  president  Mahoning  County 
Medical  Society;  retired  in  recent  years  after 
practicing  surgery  in  Youngstown  since  1936. 

Edward  Troxel  Meacham,  M.D.,  Kent;  Rush 
Medical  College,  1937;  aged  64;  died  December 
9;  member  OSMA,  AMA,  and  American  Acad- 
emy of  General  Practice;  private  practitioner  in 
Kent  from  1938  to  1967  and  recently  physician  at 
the  Kent  State  Universtiy  Health  Center.  A 
brother,  Dr.  Ralph  Meacham,  of  Warren,  is 
among  survivors. 

Raphael  Wolf  Miller,  M.D.,  Cincinnati; 
Medical  College  of  Ohio,  Cincinnati,  1896;  aged 
95;  died  November  19;  former  member  of  OSMA; 
formerly  practiced  in  Cincinnati,  and  later  in 
Chicago. 

Earl  Austin  Mussleman,  M.D.,  Alliance;  Uni- 
versity of  Wooster  Medical  Department,  Cleve- 
land, 1911;  aged  87;  died  November  25;  member 
OSMA  and  AMA;  general  practitioner  of  long 
standing  in  Alliance,  also  city  health  commission 
and  physician  for  city  schools. 

Edward  Patrick  Neary,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 


1912;  aged  83;  died  December  14;  member  of 
OSMA  and  AMA;  Fellow  of  American  College 
of  Surgeons;  practicing  surgeon  of  long  standing 
in  Cleveland;  veteran  of  WWs  I and  II. 

John  Louis  Roberts,  M.D.,  Toledo;  Univer- 
sity of  Iowa  College  of  Medicine,  1928;  aged  69: 
died  December  21;  member  of  OSMA,  AMA. 
American  Academy  of  Ophthalmology;  Fellow 
American  College  of  Surgeons;  diplomate  Ameri- 
can Board  of  Ophthalmology;  practitioner  for 
more  than  35  years  in  Toledo,  specializing  in 
ophthalmology;  veteran  of  WW  II. 

Sanford  Edward  Rosen,  M.D.,  Cleveland; 
Ohio  State  University  College  of  Homeopathic 
Medicine,  1918;  aged  77;  died  December  7;  mem- 
ber OSMA,  AMA,  and  American  Physicians 
Fellowship:  practitioner  in  Cleveland  for  some  52 
years,  specializing  in  pediatrics. 

Brent  Alphonso  Welch,  M.D.,  Sidney;  Uni- 
versity of  Michigan  Medical  School,  1925;  aged 
73;  died  December  12;  member  of  OSMA  and 
AMA;  native  of  Sidney  and  practitioner  of  long 
standing  there;  veteran  of  WWs  I and  II.  A son, 
Dr.  Brent  A.  Welch  II,  of  Santa  Rosa,  Calif.,  is 
among  survivors. 

Samuel  David  Zuker,  M.D.,  Toledo;  Uni- 
versity of  Illinois  College  of  Medicine,  1929:  aged 
66;  died  December  14:  member  of  OSMA,  AMA, 
American  Geriatrics  Society;  Fellow  of  the  Amer- 
can  College  of  Surgeons  and  the  American  Col- 
lege of  Obstetrics  and  Gynecology;  physician  and 
surgeon  in  Toledo  for  some  40  years. 
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Woman’s  Auxiliary  Highlights . . . 

Mrs.  Robert  E.  Krone,  State  Publicity  Chairman 
4755  Miami  Road,  Cincinnati,  Ohio  45243 


SPECIAL  MESSAGE  to  our  doctor-hus- 
bands: As  your  wife  scurries  off  to  auxiliary 
or  committee  meetings,  do  you  wonder  why  she 
is  such  a staunch  auxiliary  worker?  Or  is  your 
wife  one  of  the  less  fortunate  who  is  not  interested 
or  involved  in  this  vital  organization?  In  either 
event,  do  you  think  maybe  we  gals  have  overdone 
this  activity  bit  just  to  keep  busy? 

Our  national  auxiliary  has  provided  a very 
meaningful  list  of  reasons  for  membership  which 
I would  like  to  share  with  all  of  you. 

Ten  Reasons  for  Joining 
The  AM  A Woman’s  Auxiliary 

1.  The  AMA  Woman’s  Auxiliary  is  the  only 
organization  in  which  the  doctor’s  wife  can  join 
forces  with  90,000  other  doctors’  wives  to  assist 
the  medical  profession  in  its  program  for  the 
advancement  of  medicine  and  the  betterment  of 
public  health. 

2.  Only  through  the  auxiliary  can  doctors’ 
wives  work  together  to  create  a better  image  of 
American  medicine  and  help  foster  favorable  pub- 
lic sentiment. 

3.  Only  through  the  auxiliary  can  doctors’ 
wives  work  with  the  approval  and  cooperation 
of  medical  men  to  solve  health  problems  in  their 
communities. 

4.  The  auxiliary  is  a strong,  purposeful,  well- 
recognized  organization  through  which  doctors’ 


wives  can  have  a collective  voice  affecting  public 
policies  related  to  health. 

5.  Auxiliary  membership  declares  to  the  pub- 
lic that  the  doctor’s  wife  is  proud  to  be  associated 
with  her  husband’s  professional  group  and  ap- 
proves of  its  goals. 

6.  Auxiliary  membership  proclaims  the  pride 
of  the  doctor’s  wife  in  her  husband  and  in  all  he 
does  and  stands  for. 

7.  Auxiliary  membership  demonstrates  to  the 
public  that  the  doctor’s  wife  is  anxious  to  serve  her 
community. 

8.  Only  in  the  medical  auxiliary  can  the 
doctor’s  wife  meet  together  with  other  women  who 
have  common  interests  and  common  problems. 

9.  The  auxiliary  is  an  exclusive  group — only 
for  the  doctor’s  wife — no  others  can  belong.  This 
is  a responsibility  and  a privilege. 

10.  Auxiliary  membership  demonstrates  that 
the  doctor’s  wife  is  accepted  and  welcomed  by  the 
medical  profession  as  a full  partner  in  the  cause 
of  better  health  for  all  people. 

A Few  Statistics 

One  more  note  about  membership — year-end 
figures  for  the  state  of  Ohio  (June  30,  1970)  re- 
vealed that  while  OSMA’s  total  was  7,558,  the 
state  auxiliary  numbered  only  5,282.  We’re  missing 
a few  wives!  Is  one  of  them  yours?  Regi'ettably, 
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Ohio’s  auxiliary  showed  a loss  of  168  members 
from  the  previous  year.  Let’s  all  work  on  improv- 
ing our  totals  for  the  1970-71  year.  Let's  boost 
total  membership  and  total  involvement  in  this 
most  worthwhile  organization,  The  Woman’s  Aux- 
iliary to  the  Ohio  State  Medical  Association. 

Action  on  the  County  Level 

Here  are  a few  additional  details  from  the 
Ninth  District  meeting  which  was  held  in  Ports- 
mouth late  in  October.  Auxiliary  members  from 
Lancaster,  Greenfield,  Chillicothe,  Peebles  and 
Waverly  attended.  And  since  it  was  also  the 
thirtieth  anniversary  of  Scioto  County,  the  occa- 
sion was  highlighted  by  a birthday  celebration  with 
Mrs.  S.  L.  Meltzer  introducing  charter  members 
of  that  auxiliary'. 

Guest  speaker  for  the  November  meeting  of 
the  Scioto  County  meeting  was  Mrs.  Beverly 
Weant,  technologist  for  the  Tri-State  Red  Cross 
Center  at  Huntington,  West  Virginia.  Mrs.  Weant 
talked  on  the  history  of  human  knowledge  about 
the  blood  and  blood  transfusion  and  told  how  the 
different  types  of  blood  and  components  are  used 
for  individual  cases. 

Serving  on  the  hostess  committee  for  the 
luncheon  were  Mrs.  Annin  A.  Melior,  Mrs.  Wil- 
liam B.  Miller,  Mrs.  Alden  B.  Oakes,  Mrs.  James 
F.  Scott  and  Mrs.  C.  W.  Wendelken. 

Honored  as  Woman  of  the  Year 

Mrs.  A.  M.  Simpson,  East  Palestine,  regis- 
tered nurse  and  past  president  of  the  Woman’s 
Auxiliary  to  the  Columbiana  County  Medical  So- 
ciety, was  honored  as  “Woman  of  the  Year”  by 
the  Business  and  Professional  Women’s  Club  of 
East  Palestine.  A dinner  meeting  was  held  in  her 
honor  with  her  family  as  special  guests. 

Each  year  the  annual  Christmas  Party  for 
Columbiana  County’s  auxiliary  is  especially  in- 
teresting because  it  is  a home  talent  production. 
“Calendar  Capers”  for  an  old-fashioned  Christmas 
was  the  theme  of  the  program  arranged  by  Mrs. 
William  J.  Horger  and  Mrs.  Charles  A.  Gerace. 
Participating  in  the  twelve  monthly  scenes  of  by- 
gone years  were:  Dr.  and  Mrs.  J.  Fraser  Jackson, 
Dr.  and  Mrs.  Richard  Bonistalli,  Dr.  and  Mrs. 
K.  W.  Turner,  Dr.  and  Mrs.  Stephen  Sinclair,  Dr. 
and  Mrs.  Janis  Lauva,  Dr.  and  Mrs.  W.  S.  Ban- 
field,  Mrs.  V.  H.  McEldowney,  Dr.  H.  F.  Ban- 
field,  Dr.  Allen  O’Brien,  Dr.  Francisco  Avellana, 
and  the  two  chairmen  and  their  husbands.  Mrs. 


Howard  Crossley,  guest  pianist,  provided  music 
symbolic  of  each  setting. 

January  Calendars  Were  Full 

The  January  meeting  of  the  Stark  County 
Medical  Auxiliary  was  held  at  Topp’s  Chalet 
Restaurant.  Dan  Blazier,  Marriage  Counselor,  dis- 
cussed the  topic  “Marriage  is  not  a Reform 
School.”  Hope  we  can  have  a few  details  of  his 
talk  at  a later  date. 

Hamilton  County  auxilians  are  scheduled  for 
an  interesting  talk  on  tomorrow’s  homes  and  home 
life  by  Walter  I.  Farmer,  AID.  The  meeting  is  to 
be  held  aboard  the  Mike  Fink  Restaurant  at  Cov- 
ington, Kentucky.  Here  again  my  early  deadline 
precludes  detailed  reporting. 

Members  of  the  Lucas  County  auxiliary  en- 
joyed a luncheon  featuring  Indian  cuisine  for  their 
January  gathering.  Chairmen  and  hostesses  for  the 
day  were  Mrs.  Burton  Nelson,  Mrs.  John  Jones, 
Mrs.  Gregor  Sido,  Mrs.  Spencer  Northup,  Mrs. 
Richard  Inglis  and  Mrs.  Thomas  Geracioti.  Mrs. 
Charles  Cobau  presented  an  illustrated  discussion 
of  contemporary  art.  Mrs.  Cobau,  a member  of 
the  Board  of  the  Toledo  Modern  Art  Group  and 
the  Board  of  the  Docent  Program  at  the  Toledo 
Museum  of  Art,  lectures  regularly  to  school  chil- 
dren visiting  the  museum  and  conducts  adult  tours. 
She  is  an  auxilian. 

Mrs.  A.  J.  Kuehn  announced  plans  for  four 
delightful  Morning  Coffee  Concerts  for  mid-Jan- 
uary for  the  benefit  of  Citizens’  Day  Care  for 
School  Children.  Three  of  the  concerts  were 
scheduled  in  Ottawa  Hills  homes  and  the  fourth 
in  the  new  Belmont  Country  Club  home  area. 

A MXSSAGX  FROM  OUR  PRXSIDXNT 

Xvxn  though  my  typxwritxr  is  an  old  modxl, 
it  works  quitx  wxll  xxcxpt  for  onx  of  its  kxys.  I 
havx  wishxd  many  timxs  that  it  workxd  pxrfxctly. 

It  is  trux  that  thxrx  arx  forty-six  kxys  that 
function  wxll  xnough  . . . but  it  is  just  that  onx 
kxy  not  working  that  makxs  thx  diffxrxncx. 

An  Auxiliary  likx  ours  is  likx  my  typxwritxr. 
It  takxs  xvxryonx  working  pxrfxctly  to  comx  up 
with  good  rxsults.  Now  you  may  say  to  yoursxlf, 
“Wxll,  I am  just  onx  pxrson.  What  I do  or  don’t 
do  won’t  makx  much  diffxrxncx  to  my  county  or 
statx  auxiliary.”  Whxn  this  happxns  just  rxmxm- 
bxr  my  typxwritxr  and  say  to  yoursxlf,  “I  AM  A 
KXY  PXRSON  IN  AUXILIARY  ....  AND 
I AM  NXXDXD  VXRY  MUCH!! 
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month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


IMMEDIATE  OPENING:  INTERNIST  or  Gen- 
eral Practitioner  to  join  six  man  multi-specialty  group  in 
northeastern  Wisconsin.  Excellent  professional  opportuni- 
ty to  practice  in  a friendly  community,  only  two  actively 
practicing  physicians  (General  Practitioners)  in  the 
community  outside  of  our  clinic.  Salary  commensurate 
with  training  and  experience  first  year  and  then  full 
partnership.  Ideal,  safe  small  city  living  for  the  family 
on  scenic  Lake  Michigan  with  excellent  fishing,  boating 
and  hunting.  All  this  and  still  only  IJ/2  hours  drive  to 
Milwaukee  or  45  minutes  to  Green  Bay  or  lovely  Door 
County.  For  complete  details  contact  Robert  E.  Myers, 
M.D.,  Garfield  at  23rd.,  Two  Rivers.  Wisconsin  54241. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.G.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi,  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 
13,000  students,  modern  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590.  c/o  The  Ohio  State  Medical  Journal. 


PSYCHIATRIC  RESIDENCY  — modern  120  bed 
hospital  in  Akron  suburb,  40  mins,  from  Cleveland; 
comprehensive  3 yr.  approved  program.  Area  growing; 
high  demand  for  psychiatrists.  M.  Menassa,  M.D.,  DME, 
Failsview  Mental  Health  Center,  Cuyahoga  Falls,  Ohio 
44222  (216)  929-8301. 


RESIDENCY  P.M.  & R.:  Newly  approved  Physical 
Medicine  & Rehabilitation  residency  in  1500  bed  Uni- 
versity of  Cincinnati  Medical  Center.  Training  includes 
P.M.  & R.  bed  service,  clinics,  consultations,  and  EMC 
under  four  full-time  physiatrists.  Emphasis  on  compre- 
hensive patient  care.  Individual  training  programs  may 
start  at  anytime.  For  further  information  contact:  Robert 
H.  Jebsen,  M.D.,  Professor  & Director,  Department  of 
Physical  Medicine  & Rehabilitation,  University  of  Cin- 
cinnati Medical  Center,  Cincinnati  General  Hospital, 
234  Goodman  Street,  S2-15,  Cincinnati,  Ohio  45229. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller, 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St..  Cin- 
cinnati, Ohio  45210,  Phone  (513)  651-2470. 


OB-GYN  AND  INTERNIST:  Board  eligible  or  certi- 
fied physicians  sought  to  join  an  eight  doctor  multi- 
specialty group.  High  starting  salary  with  liberal  fringe 
benefits.  Partnership  opportunity  after  one  year.  New 
facilities,  additional  space  planned.  One  excellent  500 
bed  hospital  in  community  with  privileges.  No.  Ridge- 
ville  (pop.  15,000)  neighboring  Elyria  (pop.  60,000) 
Located  20  miles  west  of  Cleveland.  Call  (216)  365- 
7311  for  more  information. 


CENTRALLY  AIR  CONDITIONED  FULL  SER- 
VICE OFFICE:  Prime  University  Heights,  Cleveland 
Heights,  South  Euclid  intersection.  Excellent  for  In- 
ternist, General  Practitioner,  Ophthalmologist,  or  other 
specialist.  Opposite  May’s  on  the  Heights.  Doctors  Cen- 
ter Bldg  14077  Cedar  Road,  Cleveland.  Ohio  44118. 
Phone  216-321-5060. 
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CLASSIFIED  A I)  VERTISEMENTS 

( Continued  from  Previous  Page ) 


OPENING  SOON! 

Announcing  second  new  professional 
building  opening.  Prime  location  at  Route 
161  and  Tamarack  Blvd.,  Columbus,  Ohio. 
Excellent  for  General  Practitioner,  Intern- 
ist or  other  specialists.  Contact:  Metzger 

Management  Company,  1901  E.  Dublin- 
Granville  Rd.  (Route  161),  Columbus, 
43229  or  call  (614)  885-9800. 


EXECUTIVE  DIRECTOR  — Comprehensive 
Community  Mental  Health  Center  serving  200,000 
catchment  area.  Position  available  for  person  of  imagina- 
tion and  experience  in  developing  and  expanding  a 
multi-disciplinary  program.  Academic  credentials  and 
professional  experience  must  be  in  psychiatry,  psychol- 
ogy, social  work,  or  allied  fields.  Salary  open,  depending 
on  training  and  experience.  STAFF  VACANCIES  — 
Positions  available  in  social  service,  psychology  education, 
vocational,  and  community  services.  Applications  will  be 
accepted  and  reviewed  while  agency  is  in  its  present  or- 
ganizational state.  Contact:  Child  and  Adult  Mental 

Health  Center,  1009  Realty  Building,  Youngstown,  Ohio 
44503,  Atten:  Mrs.  Margot  Wegner.  A.C.S.W. 


ASSOCIATE — desired  for  developing  a group  with 
actively  established  G.P.  in  50,000  pop.  central  Ohio 
town  with  four  year  old  hospital  with  excellent  facilities. 
Salary  open — leading  to  partnership  with  incorporated 
practice  with  pension  and  retirement  fund.  Position 
available  immediately.  Reply  Box  618,  OSMA  Journal. 


OB  GYN  practitioner  to  take  over  an  active  prac- 
tice in  southern  Ohio.  I plan  to  retire  about  July  1,  1971, 
but  will  keep  practice  active.  Nothing  to  sell.  Will  rent 
completely  furnished  office;  records  of  some  200  patients 
who  are  now  receiving  prenatal  care.  My  Gyn  practice 
has  been  primarily  office,  but  major  hospital  practice 
could  be  quickly  built  up.  Write  or  call  J.  P.  McAfee, 
M.D.,  1004  24th  St.,  Portsmouth,  Ohio  45662  — Home 
phone  (614)  353-2609.  Office  353-6220. 


PHYSICIAN'S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio.  Phone  271-0291. 


EMERGENCY  CENTER  PHYSICIANS  — two 
full-time  physicians  for  Emergency  Center,  Lake  County 
Hospitals,  Painesville  and  Willoughby,  Ohio.  Hourly 
rate,  approximating  $22,000.  annually.  Call  or  write 
William  E.  Fletcher,  M.D.,  89  E.  High  St.,  Painesville. 
Ohio  Phone  (216)  354-3100. 


FAMILY  PRACTICE — Excellent  opportunity  for 
family  practice  in  pleasant,  progressive  town  near  Co- 
lumbus, Ohio.  No  OB;  well  equipped  medical  center 
includes  12  examining  rooms,  small  surgery,  own  labora- 
tory and  x-ray;  2 GP’s  already  in  practice;  part-time 
coverage  of  college  health  service;  modern  well  equipped 
350  bed  community  hospital  with  active  consulting  ser- 
vice and  ER  group  4 miles  from  office;  excellent  local 
schools.  Salary  plus  percentage  first  year,  leading  to 
partnership.  Write  to  Granville  Medical  Center,  Gran- 
ville, Ohio  43023. 


PSYCHIATRIC  RESIDENCIES:  Excellent,  ap- 

proved psychiatric  training;  both  demanding  and  clini- 
cally rich  in  a stimulating,  well-organized  program.  The 
setting  is  a culturally  satisfying  community;  the  serene, 
scenic,  Grand  Traverse  Bay  area.  Present  salaries;  3 
year  plan  ($11,359 — $11.922 — $12,925);  5 year  plan 
( $ 1 2,945—$  1 4,950—$  1 7,393— $23, 1 98— $24,409 ) . Con- 
tact Dr.  Paul  E.  Kauffman,  Director  of  Psychiatric 
Training,  Room  167,  Traverse  City  State  Hospital, 
Traverse  City,  Michigan  49684.  An  equal  opportunity 
employer. 


EMERGENCY  ROOM  PHYSICIAN— Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunt- 
ington, West  Virginia;  excellent  income  and  working 
conditions;  contact  Assistant  Administrator,  Cabell  Hunt- 
ington Hospital,  1340  Sixteenth  St.,  Huntington,  West 
Virginia  25701  or  call  collect  (304)  696-6590. 


PHYSICIAN— M.D.  or  M.D.,  Ph.D.  A physician 
with  advanced  training  is  needed  to  participate  in  inter- 
disciplinary team  efforts  investigating  potential  pharma- 
cological agents  in  diseases  of  bone  and  skin.  His 
primary  responsibility  would  be  in  studying  the  effects 
of  these  compounds  in  man,  but  he  is  also  expected  to 
participate  in  the  planning  and  interpretation  of  animal 
and  in  vitro  studies.  This  career  position  offers  oppor- 
tunity for  both  professional  and  intra-company  growth, 
and  the  salary  is  open.  No  prior  industrial  experience  is 
required.  The  laboratories  are  in  a picturesque  rural 
setting  about  twenty  miles  northwest  of  downtown  Cin- 
cinnati. For  further  information,  contact  Karl  E. 
Lemmerman,  Ph.D.,  The  Procter  & Gamble  Company, 
Miami  Valley  Laboratories,  P.O.  Box  39175.  Cincin- 
nati. Ohio  45239.  or  call  (513)  738-1111  or  521-2648. 


PRISON  PHYSICIAN  17:  To  fill  immediate  va- 
cancy at  the  State  Prison  of  Southern  Michigan.  Jack- 
son.  Salary  range  $23,469  to  $28,731  annually.  All 
Michigan  civil  service  benefits.  Must  possess  a license 
to  practice  medicine  or  osteopathic  medicine  and  surgery 
in  Michigan,  plus  five  years  of  such  experience.  Send 
resume  to  Mr.  Richard  D.  Crable,  Chief,  Recruitment 
and  Placement,  Michigan  Department  of  Civil  Service, 
Lansing,  Michigan  48913.  An  equal  opportunity  em- 
ployer. 
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Provisions  in  the  OSMA  Bylaws 
Pertaining  to  Nomination 
of  President-Elect 

Attention  is  called  to  provisions  in  the 
Bylaws  of  the  Ohio  State  Medical  Association 
pertaining  to  the  nomination  and  election  of 
the  President-Elect  at  the  OSMA  Annual  Meet- 
ing. The  President-Elect  and  other  officers  are 
elected  by  the  Mouse  of  Delegates,  meetings  of 
which  will  be  held  during  the  Annual  Meeting 
in  Columbus,  May  10-14. 

Nominations  of  the  President-Elect  are  to 
be  made  60  days  in  advance  of  the  meeting  at 
which  election  takes  place  and  information 
on  nominations  published  in  The  Journal, 
unless  these  provisions  are  waived  by  a two- 
thirds  vote  of  the  House  of  Delegates.  The 
60-day  deadline  is  March  1 1. 

The  part  of  the  OSMA  Bylaws  pertaining 
to  this  procedure  is  Chapter  5,  Section  3,  en- 
titled “Nomination  of  President-Elect.” 


Medical  College  at  Toledo 
and  Hospital  Sign  Agreement 

After  more  than  a year  of  exploration  and 
negotiations,  officers  of  the  Medical  College  of 
Ohio,  the  Lucas  County  Commissioners  and  Trust- 
ees of  Maumee  Valley  Hospital  signed  an  agree- 
ment December  3 giving  the  College  a 20-year 
lease  on  the  hospital,  with  an  option  to  purchase 
the  buildings  and  lands. 

The  lease  specifics  that  the  Medical  College 
will  “continue  without  interruption  the  operation 
of  the  facilities”  as  a nonprofit  hospital  open  to 
the  general  public. 

The  Medical  College  of  Ohio  accepted  its 
first  class  of  32  students  in  the  fall  of  1969.  That 
same  year  Maumee  Valley  Hospital  observed  its 
one  hundredth  anniversary  serving  Lucas  County. 
It  includes  a 258-bed  general  hospital,  a 398-bed 
long-term  care  unit,  an  active  Emergency  Suite, 
Outpatient  Clinics,  and  the  brand  new  Douglass 
Building  which  accepted  its  first  patients  this  year. 

The  concept  of  merging  the  two  institutions 
arose  when  the  Medical  College  sought  means  of 
providing  the  clinical  resources  necessary  to  build 
its  medical  education  programs  for  northwest 
Ohio.  Advanced  medical  students,  physicians  tak- 
ing postgraduate  courses  and  interns  and  residents 
all  require  extensive  firsthand  contact  with  pa- 
tients and  their  illnesses. 


: 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN^  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl, . of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  it  the 
patient  is  forewarned  to  expect  the  reaction. 


REFER  TO 

PDR 


Write  lor  literature  and  samples... 

t THE  BROWN  PHARMACEUTICAL  CO. 

2500  W. 6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 

' The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


( .A 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 
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Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Android-K  Android-Plus 


' Each  ycllout  tablet  contains 
Methyl  Testosterone  . 2.5  mg. 
| Thyroid  Eit.  (1/6  gr.)  . 10  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCI  10  mg 

Dose:  1 tablet  3 times  daily 
j Available : 

Bottles  of  100.  500,  1000 

REFER  TO 

PDR 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily 
Available: 

Bottles  ot  100.  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Eit.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available : 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (V«  gr.)  15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyridoxine  HCL  5 mg 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B- 12  2.5  meg 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 
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Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  shin  eruptions,  loss  of  libido  in  males,  dysuna.  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males 

Precautions  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Reactions  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  watei,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected 

References  1 Montesano.  P . and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence.  Clin  Med  12  69.  1966  2 Dublin.  M F Treatment  ot  impotence  with  methyltestosterone 
thyroid  compound  West  Med  5 67,  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25  6.  1962  4 Heilman,  L , Bradlow.  H l , Zumoff,  B , Fukushima,  D K.,and  Gallagher,  T F 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19  936, 
1959  5 Farris.  E J.,  and  Colton,  S W Effects  of  l thyroxine  and  liothyronme  on  spermatogenesis 
J Urol  79  863,  1958  6 Osol,  A , and  Farrar,  G E United  States  Dispensatory  led  25)  Lippincott,  Phi  la 
delphia.  1955,  p 1432  7.  Wershub,  L P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp  79-99 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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IF  MORE  MEN  CRIEI 


At  least  seventy-five  out  of 
one  hundred  adults  with 


duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 


a purpose?  During  man’s  jungle  period  of 


evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot  ”3 


Big  boys  don't  cry.  If  more  men  cr 
maybe  fewer  would  wind  up  with  duodi 
ulcers.  But  men  will  be  men— the  sum  tots 
their  genes  and  what  t 
are  taught.  Schottst; 

observes  that  wh< 
mother  admonishes 
son  who  has  hurt  him 
that  big  boys  don’t  cry,| 
is  teaching  L, 
stoicism.4  Crying  is  I 
negation  of  everytl 
society  thinks  of  as  ma 
A boy  starts  defending 
manhood  at  an  early  ; 


Take  away  str 
you  can  take  away  symptc 
There  is  no  question  that  stress  pi  a; 
role  in  the  etiology  of  duodenal  ul 
Alvarez5  observes  that  many  a man  wit! 
ulcer  loses  his  symptoms  the  day  he  shut: 
the  office  and  starts  out  on  a vacation, 
problem  is,  the  type  of  man  likely  to  hav< 
ulcer  is  the  type  least  likely  to  take  1 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  actioi 
Librax.®  For  most  patients,  the  rest  cur 
as  unrealistic  as  it  is  desirable.  Still, 
stress  factor  must  be  dealt  with.  And  1 
is  where  the  dual  action  of  adjunctive  Lib 
can  help.  Librax  is  the  only  drug  that  c 


Keferenees:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  5 
ct  ul.  (eds.):  Harrison’s  Principles  of  Internal  Meclicin 
G,  New  York,  McGraw-Hill  Book  Company,  1970,  p. 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  11 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Chari 
Thomas,  1968,  pp.  G8-G9.  3.  Ibid.,  p.  257.  4.  Schottst 
W.  W.:  Psycho  physiologic  Approach  in  Medical  Pra 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  \ 
Saunders  Company,  1951,  p.  384. 


1 Ht  r KAlxV. 

library  c 


bines  the  tranquilizing 
iaction  of  Librium® 
(chlordiazepoxide 
'HCl)  with  the  potent 
((anticholinergic 
•action  of  Quarzan : 
(clidinium  Br). 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
hypersecretion. 

I 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
lust  to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature, 
i But  it  can  usually  make  it  easier  for  men  to 
hope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax : Rx  #60  1 cap.  ax.  and  2 h.s. 


J 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
#i  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

HygrotonI * * * 5  chlorthalidone  usp 

Makes  water,  not  waves. 


Uctrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
arse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

I 'groton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

1,'persensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
Duld  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 

'rforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 

opiements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
rsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
ildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
I tiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
'duce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
jiermination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
balance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
tassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
tients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
orexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
potension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
ombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ncreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
mpounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
y.How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
• the  complete  prescribing  information. 

JIGY  Pharmaceuticals,  Division  of  C1BA-GEIGY  Corporation,  Ardsley,  New  York  10502  Hr, 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe- 
cial base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1 or  2 tablets  night  or  morning.  Children  (up  to  age 
10):  Vs  tablet.  A citrus  drink  taken  with  tablet  will  stimu- 
late action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Former  Columbus  Resident 
Joins  Dooley  Service  in  Laos 

Gene  Griffith  was  14  when  lie  first  came  in 
contact  with  the  humanitarian  work  of  Dr.  Tom 
Dooley,  a pioneer  in  tending  the  sick  and  needy 
of  Southeast  Asia.  Now  he  is  following  Dr.  Dooley’s 
example  in  Laos  under  sponsorship  of  the  Thomas 
A.  Dooley  Foundation. 

With  a medical  degree  from  the  University 
of  Texas,  Larry  G.  Griffith,  M.D.,  practiced  out- 


Stationed  at  a small  Laotian  hospital,  Dr.  Griffith 
finds  the  native  people  eager  and  grateful  for 
any  medical  help  they  can  get. 


post  medicine  in  Uganda,  Africa,  for  nine  months 
and  then  took  an  internship  at  Grant  Hospital, 
Columbus.  Upon  completion  of  his  internship 
in  June  1970,  he  joined  the  Thomas  A.  Dooley 
Foundation  and  was  assigned  to  Champassak,  a 
province  in  southern  Laos.  Before  his  coming, 
the  20-bed  jungle  hospital  to  which  he  was  assign- 
ed sometimes  treated  as  few  as  18  patients  a week. 
At  latest  report  there  were  36  beds  in  the  hospital 
and  the  team  was  treating  some  1200  patients  per 
week. 

Typical  patients  of  the  area  suffer  such  di- 
seases as  plague,  typhoid,  cholera,  berri-berri  and 
yaws.  Predominant  illnesses  are  malaria  and 
worms.  The  main  goal  of  the  service,  a foundation 
spokesman  said,  is  to  train  the  Lao  to  help  them- 
selves. “We  do  not  come  as  a permanent  fixture. 
We  train  them  to  take  over  the  program  we  set 
up.  When  they  are  sufficiently  skilled,  then  we 
move  on  to  areas  of  greater  need,"  the  spokesman 
said.  Since  arriving  in  Champassak  last  July,  Dr. 
Griffith  has  trained  one  Lao  student  in  basic 
medical  care. 

Each  week  Dr.  Griffith  and  his  staff  of  nurses, 
medical  and  x-ray  technologists,  and  Lao  medics 


Dr.  Griffith  and  his  team  ride  the  Mekong  River 
on  this  American  houseboat  converted  into  a 
hospital  clinic  and  bring  medical  treatment  to 
outpost  Laotian  villages. 

board  Showboat,  an  American  houseboat  con- 
verted into  a hospital  clinic,  and  travel  the  Mekong 
River  to  remote  villages.  Usually  the  team  is 
preceded  by  native  medics  who  reassure  their  coun- 
trymen in  regard  to  the  newcomers  and  their 
mission. 

The  Dooley  Foundation  is  based  at  442 
Post  Street,  San  Francisco,  and  has  teams  in 
Vietnam,  Laos,  India  and  Nepal. 


“QUOTE” 


Professor  Minimizes 
Campus  “Freak-Out”  Reports 

“In  summary,  if  it  is  true  that  parents  and 
other  adults  prefer  that  students  refrain  from 
marijuana  consumption,  then  the  results  of  this 
research  may  distress  them.  Certainly,  some  stu- 
dents have  been,  and  are,  smoking  marijuana. 
However,  and  in  so  far  as  this  research  is  valid, 
the  number  doing  so  would  appear  to  be  a good 
deal  smaller  than  rumor  suggests.  With  this  in 
mind,  it  is  more  likely  that  student  behavior  with 
reference  to  marijuana  use  is  similar  to  their  be- 
havior wiih  reference  to  sex;  there  may  be  much 
more  talk  than  there  is  action.  Thus,  the  prevalent 
belief  which  can  be  easily  derived  from  popular 
magazine  articles  that  ‘everyone  is  doing  it  may 
be  a highly  inaccurate  reflection  of  reality."  — Pro- 
fessor Robert  C.  Sherwin  in  the  Miami  Alumnus , 
Miami  (Ohio)  University,  reprinted  in  the  Cin- 
cinnati journal  of  Medicine 


fectively.  A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . , . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


It’s  available  because  of  Medicentei*.! 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Vlice  Place  to  § et  Well 


Medicenter  of  America  / Akron  • Cincinnati  • Columbus,  Ohio 


SOME  REFLECTIONS  ON 


The  Committee  on  Private  Practice 

Bv  Robert  E.  Tschantz,  M.D. 


HE  AVERAGE  PRACTICING  PHYSICIAN 
much  like  the  average  citizen  is  constantly 
besieged  by  an  array  of  crises,  and  much  like  the 
average  citizen  his  impressions  are  often  formed 
by  fleeting  glimpses  like  those  flashing  across  a 
TV  screen : he  is  bombarded  with  a vast  number 
of  articles  by  politicians,  labor  leaders,  medical 
educators,  hospital  administrators,  social  workers, 
insurance  executives,  organized  medicine,  etc  . . .. 
such  that  he  is  often  left  with  the  basic  impres- 
sion that  American  medicine  is  truly  in  a chaotic 
state. 

Taking  part  in  a meeting  such  as  this  which 
explores  in  some  depth  many  of  those  pressing 
problems  to  physicians  in  private  practice  is  a 
real  pleasure.  Ohio  has,  indeed,  been  honored 
to  have  been  selected  as  the  meeting  place  for 
this  forum,  and  Cincinnati  with  its  excellent 
facilities  serves  as  a perfect  back-drop  for  this 
annual  meeting  of  the  Congress  of  County  Medi- 
cal Societies. 

AMA  Committee 

My  part  on  this  program  will  deal  with  the 
formation  of  the  AMA’s  Committee  on  Private 
Practice  — the  goals  of  this  committee  and  a 
project  that  a group  of  medical  societies  in  north- 
eastern Ohio  launched  and  is  carrying  forward  in 
line  with  the  basic  goals  of  the  Committee. 

My  entire  professional  life  has  been  devoted 
to  working  within  the  system  of  organized  medi- 
cine at  the  County,  State  and  National  levels, 
so  I am  well  aware  of  the  many  forces  in  or- 
ganized medicine  at  work  to  improve  the  private 
practice  of  medicine.  My  close  association  with 
organized  medicine  has  also  made  me  acutely 
aware  of  the  divisive  forces  at  work  within  the 
system  which  could  eventually  destroy  private 
practice.  I feel  that  American  medicine  must 
somehow  pull  all  those  forces  working  for  the 


This  article  is  the  text  of  a presentation  before 
the  Congress  of  County  Medical  Societies  meet- 
ing in  Cincinnati,  November  6-8,  1970.  Dr. 

Tschantz,  a practicing  physician  in  Canton,  is 
a Past  President  of  the  Ohio  State  Medical  As- 
sociation and  an  Ohio  Delegate  to  the  AMA. 
He  is  a member  of  the  OSMA  Committee  on 
Private  Practice ; was  vice-chairman  and  recently 
named  chairman  of  the  AMA  Committee  on 
Private  Practice,  a standing  committee  of  the 
AMA  Council  on  Medical  Service. 


improvement  of  private  practice  into  a single 
council  so  that  private  practicing  physicians  can 
better  withstand  the  storm  that  is  about  to 
descend  upon  us. 

Crass  Roots  Start 

It  was  basically  these  considerations  that 
caused  me  to  present  to  my  own  Stark  County 
Medical  Society  a resolution  calling  for  the  for- 
mation of  a State  and  National  Council  on  pri- 
vate practice  with  the  following  objectives: 

1 . To  encourage  and  promote  the  pri- 
vate practice  of  medicine. 

2.  To  develop  new  methods  for  pro- 
moting the  private  practice  of  medicine 
throughout  medical  school,  graduate  and 
post  graduate  training. 

3.  To  assist  the  private  practitioner  in 
improving  his  methods  of  providing  con- 
tinuous medical  care,  including  good  busi- 
ness practices  and  the  efficient  utilization 
of  allied  health  personnel. 

4.  To  publicize  to  patients  and  the 
general  public  the  merits  of  private  practice. 

5.  To  encourage  and  assist  the  develop- 
ment of  similar  committees  by  State  and 
County  Medical  Societies. 

6.  To  maintain  constant  liaison  with 
other  committees  and  councils  of  the  AMA 
in  order  to  achieve  these  objectives. 

This  resolution  was  passed  by  the  Stark 
County  Medical  Society  in  March  1969.  It  was 
passed  by  the  House  of  Delegates  of  the  Ohio 
State  Medical  Association  in  May  1969.  It  was 
then  presented  to  the  AMA’s  House  of  Delegates 
in  June  1969,  and,  despite  the  best  efforts  of  the 
Ohio  delegation,  the  Reference  Committee  re- 
jected the  proposal  and  recommended  that  the 
House  of  Delegates  not  approve  the  formation 
of  such  a council.  However,  after  open  debate  on 
the  floor,  the  House  of  Delegates  approved  the 
formation  of  a special  ad  hoc  committee  to  study 
this  problem  and  report  back  to  the  next  interim 
meeting  of  the  AMA. 

Thanks  to  help  we  received  from  your  own 
Dr.  Francis  Davis,  publisher  of  Private  Practice, 
and  Dr.  Bill  West,  past  president  of  the  Penn- 
sylvania Medical  Society,  this  ad  hoc  committee 
reported  out  favorably  calling  for  the  formation 
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of  a new  council  on  private  practice.  The  House 
of  Delegates  meeting  in  Denver,  1969,  after 
efforts  by  some  on  both  the  Council  on  Medical 
Education  and  Council  on  Medical  Services  to 
defeat  this  new  council,  gave  final  approval  to 
the  formation  of  a Committee  on  Private  Practice 
under  the  Council  on  Medical  Services. 

Private  Practice  Defined 

Thus  from  germination  to  the  birth  ol  this 
new  committee  for  private  practice  it  had  a 
rather  stormy  nine  months  gestation  period  and 
was  delivered  breech  in  Denver  less  than  a year 
ago  into  a rather  hostile  environment.  Since  de- 
livery the  committee  has  been  appointed  by  its 
rather  reluctant  parent,  the  Council  on  Medical 
Services;  and  I am  pleased  to  serve  on  it  as  vice- 
chairman.  The  progress  of  this  committee  to  date 
has  been  slow,  but  this  is  not  too  surprising  con- 
sidering the  lack  of  parental  enthusiasm.  One  of 
its  most  important  contributions  has  been  a defini- 
tion of  private  practice. 

This  committee  voted  to  adopt,  for  its  own 
purposes,  the  following  definition: 

The  private  practice  of  medicine  is  the 
provision  of  personalized  medical  care  on  a 
fee-for-service  basis.  It  is  characterized  by 
optimal  freedom  of  choice  both  for  the 
patient  in  choosing  his  physician  and  the 
physician  in  choosing  his  patients.  It  is  rec- 
ognized that  on  any  one  day  a physician 
may  be  alternatively  in  private  practice  or 
not  in  private  practice.  It  is  further  rec- 
ognized that  private  practice  is  not  limited 
to  the  solo  physician,  but  may  be  engaged  in 
by  groups  of  physicians  however  organized 
so  long  as  the  initial  disposition  of  the  fee 
is  under  the  direct  control  of  the  physician  or 
physicians  providing  the  service. 

The  committee  is  attempting  to  arrange 
liaisons  with  other  AMA  Committees  and  Coun- 
cils. We  have  received  several  replies  to  our  first 
questionnaire  sent  to  all  the  state  societies  asking 
whether  they  have  Committees  on  Private  Prac- 
tice. 

Ohio  Pioneers 

It  may  be  of  interest  to  many  here  that  Ohio 
is  the  only  state  having  a Committee  on  Private 
Practice.  This,  of  course,  should  not  be  surprising 
since  many  states  have  other  committees  with 
similar  objectives.  It  may  also  be  of  interest  to 
you  to  know  that  some  state  societies  feel  their 
Council  on  Education  serves  this  purpose;  others 
view  this  to  be  an  assignment  of  their  Committees 
on  Legislation.  In  at  least  one  state  in  the  Union 
there  is  no  Committee  on  Private  Practice  because 
those  who  have  this  responsibility  do  not  feel  that 
private  practice  is  the  best  method  of  delivering 


medical  care.  Well,  it  is  not  my  purpose  to  bore 
you  with  further  details,  nor  to  spread  a feeling 
of  gloom  about  the  future  of  private  practice,  nor 
to  intimate  that  a large  segment  of  the  AMA 
opposes  private  practice. 

Crises  and  Dangers 

I believe  that  some  men  honestly  feel  that 
this  “Committee  on  Private  Practice”  is  an  un- 
necessary duplication  of  other  AMA  councils 
or  committees.  It  is  my  sincere  belief,  however, 
that  the  number  one  health  crisis  in  America 
today  is  the  shortage  of  practicing  physicians  and 
the  number  one  danger  to  quality  medicine  in 
America  would  be  the  potential  destruction  of 
private  practice.  I believe  that  the  AMA  must 
meet  this  crisis  with  everything  at  its  command 
at  once,  and  a committee  such  as  this  can  go  a 
long  way  in  putting  many  loose  ends  together 
so  that  we  can  more  effectively  meet  this  very 
real  challenge. 

Other  men  on  this  program  will  point  out 
the  many  problems  confronting  medicine  which 
makes  the  work  of  this  committee  so  necessary. 
As  I said  earlier,  to  date  the  accomplishments  of 
this  committee  are  few.  To  be  truly  successful, 
it  needs  the  lull  support  of  all  segments  within 
the  AMA,  and,  more  importantly,  it  needs  the 
support  and  help  of  every  private  practicing  physi- 
cian in  America.  It  is  they,  of  course,  who  repre- 
sent the  real  bulwark  of  membership  in  the  AMA 
itself. 

One  of  the  primary  objectives  of  this  new 
committee  is  to  develop  new  methods  that  will 
promote  the  private  practice  of  medicine  through- 
out medical  schools,  graduate  and  post-graduate 
education.  Almost  all  authorities  in  medicine  rec- 
ognize that  the  number  one  problem  facing 
American  medicine  is  the  shortage  of  practicing 
physicians,  especially  family  physicians.  Dr.  Borne- 
meier,  in  his  inaugural  address  as  President  of 
AMA,  called  for  new  innovative  approaches  to 
be  made  by  medical  schools  to  shorten  the  time 
of  formal  education  and  expose  students  to  sick 
people  early  in  their  training. 

Dr.  Bill  Willard,  recent  chairman  of  the 
AMA’s  Council  on  Medical  Education,  in  his 
testimony  before  the  Senate,  supported  a bill 
for  the  training  of  more  family  physicians.  Dr. 
Roger  Egeberg.  Assistant  Secretary  of  Health, 
Education,  and  Welfare,  stated  that  any  new 
health  legislation  passed  before  actually  training 
many  more  practicing  physicians  would  be  a 
“cruel  hoax  on  the  American  people.” 

Shortage  Where  It  Hurts 

Every  practicing  physician,  no  matter  where 
he  practices,  realizes  that  there  is  a very  real  short- 
age of  front  line  physicians;  patients  looking  for 
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a physician  and  new  writers  looking  for  a story 
recognize  this  problem.  As  a matter  of  fact,  it  is 
this  very  shortage  that  is  causing  many  patients 
to  join  prepaid  per  capita  group  practice  or  to 
seek  out  osteopaths.  In  many  cases  patients  turn 
to  pure  quackery  for  care. 

Figures  distributed  a few  years  ago  by  the 
AMA  suggested  that  only  about  one-half  of  the 
physicians  in  America  are  in  the  active  practice 
of  medicine  and  only  about  one-third  could  be 
considered  family  physicians.  The  entrance  of 
most  patients  into  our  health  care  system  today 
is  through  the  primary  physicians.  This  makes 
the  shortage  all  the  more  critical. 

My  alloted  time  is  too  brief  for  me  to  con- 
sider all  of  the  reasons  for  this  shortage.  Certain- 
ly, the  over  emphasis  on  research  and  specializa- 
tion in  our  medical  schools  must  be  regarded  as 
an  important  factor.  In  thinking  of  the  causes  of 
this  problem  six  or  seven  years  ago,  I was  re- 
minded by  a medical  school  dean  of  what  Sir 
William  Osier  once  said  concerning  the  training 
of  young  physicians.  I later  found  this  cjuote  in 
Dr.  Davison’s  “Memories  of  Sir  William  Osier.” 
“The  statement  which  I have  heard 
Sir  William  Osier  make  many  times  while  I 
was  a medical  student  at  Oxford  — namely 
that  full-time  appointments  would  lead  to 
clinical  training  being  supplanted  by  re- 
search — has  been  thoroughly  substantiated 
in  almost  every  American  medical  school, 
when  the  deluge  of  research  grants  by  NIF1 
started  after  the  second  World  War  in  1946. 
This  flood  shifted  the  minds  of  many  of  the 
faculty  from  teaching  students  and  creative 
thinking  to  grant  chasing,  empire  building, 
supervising  hoards  of  Ph.D.  graduate  stu- 
dents, and  other  technicians,  and  persuaded 
many  young  physicians,  so  greatly  needed  in 
community  hospitals,  as  well  as  in  medical 


practice,  to  remain  in  the  ivory  towered 
medical  schools.” 

Osier  believed  that  a man  did  not  have  to  be  a 
research  person  in  order  to  teach;  in  fact,  he 
put  it  more  strongly  — a research  man  often  was 
not  well  equipped  to  teach  medical  students. 

New  Medical  School  in  Planning 

At  any  rate,  about  four  years  ago  a small 
group  of  county  medical  societies  in  northeastern 
Ohio,  including  my  own,  in  recognition  of  this 
shortage  of  practicing  physicians,  decided  to  do 
something  about  it  and  formed  a committee  to 
consider  a new  medical  school  whose  primary 
thrust  would  be  the  training  of  practicing  physi- 
cians, especially  family  physicians.  I must  tell  you 
that  these  counties  south  of  Cleveland  lay  in  a 
heavily  populated  and  highly  industrialized  area 
that  has  no  medical  school.  We  have  there  many 
fine  modern  community  hospitals,  representing 
five  to  six  thousand  beds,  and  all  are  having 
similar  problems  — that  is  the  capabilities  of  fine 
training  programs  for  interns  and  residents,  but 
few  takers. 

We  also  have  several  fine  universities.  One  of 
our  first  objectives  was  to  interest  one  ol  these 
universities  in  combining  in  a proposed  medical 
school  their  basic  science  capabilities  with  our 
community  hospitals  and  the  practicing  physicians’ 
capabilities  to  teach.  Through  this  exposure  of 
medical  students  to  the  active  practice  of  medicine 
in  every  part  of  their  training  we  hoped  to  once 
again  produce  a physician  whose  training  had 
truly  prepared  him  to  enter  the  active  practice  of 
medicine.  Hopefully,  many  of  these  men  would 
become  primary  physicians.  It  was  our  good 
fortune  that  this  proposal  was  accented  by  the 
Board  of  Trustees  at  Kent  State  University. 
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PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION 


Challenges  Product  List  Issued  by 
Food  and  Drug  Administration 


WO-THIRDS  OF  THE  PRODUCTS  made 
by  its  member  companies  that  were  included 
in  a recent  list  of  so-called  “ineffective  drugs” 
issued  by  the  U.S.  Food  and  Drug  Administration 
are  already  off  the  market,  the  Pharmaceutical 
Manufacturers  Association  announced  in  mid- 
January. 

President  C.  Joseph  Stetler  made  public  an 
analysis  of  the  list  of  359  products  distributed 
recently  by  the  FDA  to  federal  agencies  and  to 
the  mass  communications  media. 

The  list  contained  prescription  and  nonpre- 
scription drugs  and  such  assorted  other  products 
as  tooth  pastes  and  mouth  washes,  all  deemed  by 
the  FDA  to  be  lacking  “substantial  evidence  of 
effectiveness”  or  having  “an  unfavorable  benefit 
to  risk  ratio.” 

Representing  regulatory  actions  published  by 
the  FDA  in  the  Federal  Register  for  the  period 
from  January  1968  to  the  end  of  1970,  the  list 
has  received  wide  publicity. 

“This  publicity  has  had  the  effect  of  giving 
the  public  the  erroneous  impression  that  a new, 
large-scale  action,  based  on  incontrovertible 
scientific  evidence,  is  being  taken  against  hundreds 
of  products  still  in  use,”  Stetler  said. 

The  FDA  list  was  based  on  an  evaluation  for 
effectiveness  of  drug  products  by  the  National 
Academy  of  Sciences-National  Research  Council. 
The  list  in  some  cases  represented  varied  dosage 
forms  and  package  sizes  for  the  same  drug,  which 
reduces  considerably  the  total  of  359  items,  the 
PMA  noted. 

The  PMA  analysis  showed  of  the  359  items 
listed,  292  were  manufactured  by  its  member 
companies.  Three  of  the  products  made  by  PMA 
members  were  never  marketed  in  the  United 
States.  Another  25  ceased  to  be  marketed  before 
January  1968,  some  as  long  as  20  years  ago. 

Eliminating  these  nonavailable  items,  a total 
of  172  products  on  the  FDA  list  were  removed 
from  the  market  over  the  past  three  years.  Ninety- 
two  remain  on  the  market. 

In  the  latter  category,  in  virtually  all  instances 
the  manufacturer  is  responding  to  FDA  requests 
to  make  available  more  data  to  demonstrate  ef- 


Editor’s  Note:  The  accompanying  article  was 
furnished  to  The  Journal  by  the  Pharmaceutical 
Manufacturers  Association,  an  organization  of 
leading  prescription  drug  manufacturers.  It  was 
prompted  by  releases  from  the  U.S.  Food  and 
Drug  Administration  which  received  wide  pub- 
licity through  the  public  news  media. 


fectiveness,  Stetler  said.  Some  labeling  and  formu- 
lation changes  have  been  and  are  being  made.  A 
few  products  have  become  the  subject  of  regula- 
tory or  judicial  redress. 

“We  are  confident  that  a great  many  of  these 
products,  which  have  been  used  successfully  by 
doctors  for  many  years,  will  remain  in  use." 
Stetler  said. 

The  analysis  showed  that  four  products  rated 
“effective”  by  the  NAS/NRC  showed  up  on  the 
FDA’s  ineffective  list.  Forty-three  products  rated 
“effective,  but,”  five  found  “probably  effective,” 
and  22  deemed  “possibly  effective”  were  placed 
by  the  FDA  in  the  same  category. 

Stetler  pointed  out  that  of  the  group  of  292 
PMA  company  products,  59  received  an  “ineffec- 
tive” rating  by  the  NAS/NRC  and  another  159 
involved  the  concept  of  “ineffective  as  a fixed 
combination.” 

A considerable  scientific  debate  is  underway 
over  the  entire  fixed  combination  question,  with 
expert  opinion  on  both  sides  of  the  issue. 

“The  way  the  FDA  has  translated  the  often 
qualified  NAS/NRC  findings  into  summary  reg- 
ulatory action  against  individual  products  remains 
the  most  controversial  aspect  of  the  review  pro- 
cess,” Stetler  declared. 

Many  contested  drugs  have  been  voluntarily 
withdrawn  from  the  market  by  manufacturers 
because  the  required  lengthy  clinical  trials  and 
studies  are  not  feasible,  in  part  because  of  a 
shortage  of  qualified  investigators. 

While  the  PMA  did  not  survey  non-PMA 
member  companies  producing  67  products  on  the 
FDA  list,  a breakdown  would  probably  be  similar 
to  that  for  PMA  companies,  it  was  pointed  out. 
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Fast.  ..long-lasting 
relief  of  aches 
and  pains 
of  colds  and  flu 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 

offers  a new  kind  of  control  for  your  patients  with  cold 

and  flu  discomforts.  In  each  10-grain  tablet  are  over 

6,000  microscopic  reservoirs  that  release  aspirin  at  a 

controlled  rate— some  right  away  and  some  later 

on.  This  means  fast  relief  of  symptoms, 

followed  by  hours  of  comfort.  Throughout 

the  day,  Measurin  gives  your  patients 

freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


Measurin 

TIMED-RELEASE  ASPIRIN 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


This  photograph  in  no  way  implies 
an  endorsement  of  Norgesic  by  Jerry  Quarry 


Norgesic... the  versatile  analgesic 
provides  effective  analgesia  and 
relief  of  associated  muscle  spasm 


offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief— overall  satisfactory 
response  in  approximately  80%  of  patients 


the  versatile  analgesic 


(orphenadrine  citrate,  25  mg.;  aspirin.  225  mg.;  phenacetin,  160  mg.;  caffeine,  30  mg.) 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in 
patients  with  glaucoma,  pyloric  or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the 
bladder  neck  Norgesic  is  also  contraindicated  in  patients  with  myasthenia  gravis  and  in  patients  known  to  be 
sensitive  to  aspirin,  phenacetin  or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  prop- 
oxyphene concurrently,  it  is  recommended  that  Norgesic  hot  be  given  in  combination  with  propoxyphene 
(Darvorf'). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in 
the  child-bearing  age  has  not  been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits 
of  the  drug  be  weighed  against  its  possible  hazard  to  the  mother  and  child 

USE  IN  CHILDREN  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established,  therefore,  the 
physician  must  weigh  the  benefits  against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity. 
Caution,  therefore,  should  be  exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should 
also  be  used  with  caution  in  patients  with  tachycardia 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild 
anticholinergic  agents  These  may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  drowsiness,  and  rarely  urticaria  and  other  dermatoses.  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion  Mild  central  excitation  and  occasional  hallucinations  may  be  ob- 
served These  mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported  No  causal  relationship  has  been  established 
Dosage  and  Administration:  Adults  — 1 to  2 tablets  3 to  4 times  daily 


Riker  Laboratories,  Inc. 

NORTH  RIDGE.  CALIFORNIA  91324  ■MCOfllPANY 


MDs  in  the  News 

Dr.  Clarence  L.  Huggins,  Cleveland,  has  been 
named  a member  of  the  American  Medical  Associ- 
ation's Committee  on  Health  Care  of  the  Poor. 
Dr.  Huggins  has  been  an  active  participant  in 
medical  organization  work.  He  is  on  the  Com- 
munity Health  Resources  Committee  of  the  Acad- 
emy of  Medicine  of  Cleveland,  and  is  a delegate 
of  that  Academy  to  the  OSU  College  of  Medicine. 
He  is  also  a member  of  the  OSMA  Committee  on 
Government  Medical  Care  Programs. 


Dr.  Samuel  Saslaw,  Columbus,  has  been  ap- 
pointed to  the  Frank  E.  and  Mary  II  . Pomerene 
Professorship  in  the  Department  of  Medicine, 
Ohio  State  University  College  of  Medicine.  He 
is  the  first  to  hold  the  professorship  established 
June  12,  1969.  Dr.  Saslaw,  a member  of  the  OSU 
faculty  since  1950,  has  been  professor  of  medicine 
and  microbiology  and  director  of  the  Infectious 
Disease  Division. 


Dr.  Edward  A.  Gall  has  been  named  vice- 
president  of  the  University  of  Cincinnati  and  di- 
rector of  the  Medical  Center.  He  has  served  as 
acting  vice-president  for  the  Medical  Center  since 
December,  1970.  Dr.  Gall,  since  joining  the  UC 
medical  faculty  in  1941,  has  received  numerous 
professional  honors.  For  a number  of  years  he 
served  as  director  of  the  Department  of  Pathology. 


Dr.  Robert  E.  Tschantz,  Canton,  recently  was 
named  chairman  of  the  AMA  Committee  on  Pri- 
vate Practice,  a standing  committee  of  the  AMA 
Council  on  Medical  Services.  He  is  a charter  mem- 
ber of  the  committee,  having  been  named  shortly 
after  its  creation  by  the  AMA  House  of  Delegates 
in  1969,  and  recently  was  its  vice-chairman.  A 
Past  President  of  OSMA,  Dr.  Tschantz  is  a mem- 
ber of  the  OSMA  Committee  on  Private  Practice. 


Dr.  Frank  H.  Mayfield,  clinical  professor  of 
neurosurgery  at  the  University  of  Cincinnati  Col- 
lege of  Medicine  and  director  of  the  Neurosurgical 
Training  Program  at  Good  Samaritan  and  The 
Christ  Hospitals.  Cincinnati,  has  recently  been 
awarded  the  Distinguished  Service  Award  of  the 
American  Board  of  Neurological  Surgery.  Dr. 
Mayfield  served  as  Chairman  of  this  Board  in 
1962-64.  He  has  also  been  elected  to  honorary 
membership  in  the  Society  of  British  Neurological 
Surgeons. 
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Brief  Summary  of  Prescribing  Information— 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin* 

hydroflumethiazide,  50  mg. /reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salutensin* 

hydroflumethiazide,  50  mg./  reserpine, 
0.125  ing.  protoveratrine  A,  0.2  mg. 


-V~'  r : 


Gone  with  the  wind 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times 3^:150  (Feb.)  1966. 


Announcing  the“Antgasid” 

Silain-Gel 


Tablets:  simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


vWPOBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


3 Gm.  per  10  cc. 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


ectssu 

Ucc  Vial  SUritt  Solution 

Llncocln* 

(iincomycln 
MfttMorMainjactiont 
U-to  JOdmi-pOfCC. 

BncornycJn 

1 i M 


l pjolin 


sterile  solution  (300  m«  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride,  Upjbhn) 


and  single-dose  2 
disposable  syringe 


1970  by  The  Upjohn  Company  JA70  9835  MED  B 4 S (KZL-5) 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  4 


iittpixin 

lompound  with  Codeine 
|hosphate  gr.  1/2  No.  3 

:h  tablet  contains: 

deine  Phosphate  gr.  1/2  (Warning— 
by  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
pirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

leeps  the  promise 
pain  relief 

v.  & Co.'  narcotic  products  are 
ss  "B",  and  as  such  are  available  on  oral 
pcription,  where  State  law  permits. 

> BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
i Tuckahoe,  N.Y. 


once-popular  treatment  for  back  pains 
as  to  have  the  seventh  son  of  a seventh  son 
md  or  walk  on  the  patient's  back. 


headache,  a sovereign  remedy  was 
a.snakeskin  round  one's  head. 


A realistic 
approach 
to  pain 
relief 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing  B6. 

Vitamin  B6  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


The  “incomplete” 
B-complex 


o 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B6)...and  helps  ensu 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamir 
preparation. 

Complete  Prescribing  Information: 


Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,) 15  m 

Riboflavin  (vitamin  B2) 15  m 

Niacinamide 100  m 

Calcium  pantothenate 20  m 

Cyanocobalamin  (vitamin  Bi2) 5 m 

Folic  acid 0.5  m 

Ascorbic  acid  (vitamin  C) 500  m 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson’s  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  B6)  which  has  been  reported1'2  to  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are  I 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in  I 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 1 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitamin  formula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  Bt  may  be  required  if  signs  I 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary  I 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid  | 
per  day  and  who  are  inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two  tablets  daily,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  etal .:  Trans.  Amer.  Neurol.  Assoc.,  94: 81, 
1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  210: 1255,  1969. 
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The  Anesthetic  Patch 

Studies  are  in  progress  to  investigate  all  pos- 
sible uses  of  the  first  topical  anesthetic  agent 
which  produces  abolition  of  pain  sensation  when 
applied  to  the  intact  skin.  The  fear  of  pain  from 
injection,  intradermal  allergen  skin  tests,  and  other 
procedures  associated  with  the  skin  surface  fre- 
quently offers  an  excuse  for  postponing  early 
investigation  of  disease.  Since  this  pain  factor  is  an 
obvious  hindrance,  its  elimination  would  be  most 
helpful.  Until  now,  the  obstacle  has  been  the  lack 
of  an  anesthetic  agent  which  could  penetrate  the 
intact  skin.  The  anesthetic  patch  accomplishes 
penetration  of  its  anesthetic  agent  after  topical 
application  to  the  intact  skin. 

The  anesthetic  patch  appears  to  have  qualities 
of  an  ideal  anesthetic  agent  such  as  ( 1 ) effective- 
ness on  topical  application  to  the  skin;  (2)  potency 
for  abolition  of  pain  sensation;  (3)  adequate 
duration  of  anesthesia;  (4)  inability  to  cause 
allergic  sensitization;  (5)  inability  to  diminish 
the  dermal  response  of  allergens;  (6)  freedom 
from  skin  irritation;  and  (7)  freedom  from  side 
effects.  The  anesthetic  patches  consist  of  gauze 
squares  of  size  varying  up  to  2 or  more  inches 
square.  These  patches  are  saturated  with  the 
30  percent  lidocaine  cream  anesthetic  agent  and 
are  applied  occlusively  to  the  skin  for  varying 
periods  of  time  up  to  two  or  three  hours.  Applica- 
tion for  one-half  hour  produces  anesthesia.  Ap- 
plication for  longer  periods  of  time  results  in  an 
anesthetic  effect  of  longer  duration. 

Thus  far  the  anesthetic  patch  has  been  utilized 
for  intradermal  allergen  skin  testing  in  the  form 
of  multiple  anesthetic  patches,  which  produce  rows 
of  five  skin  testing  areas  separated  by  one  inch. 


It  has  also  been  utilized  for  lumbar  punctures,  skin 
biopsies,  and  minor  surgical  procedures. 

Patients  express  a unanimity  of  opinion  that 
the  procedure  which  follows  application  of  the 
anesthetic  patch  is  painless.  In  children  the  most 
gratifying  results  have  been  observed.  Generally 
speaking,  the  elimination  of  the  pain  factor  makes 
most  medical  procedures  easier  to  perform.  The 
most  obvious  beneficial  effect  is  lessened  appre- 
hension and  anxiety  for  all  concerned.  The  atmo- 
sphere surrounding  a crying,  frightened  child  is  a 
tense  and  emotional  one,  hardly  compatible  with 
the  accurate  execution  of  medical  procedures. 

There  are  many  anticipated  areas  of  utiliza- 
tion of  the  anesthetic  patch  which  could  include 
virtually  any  painful  procedure  to  be  performed 
on  the  intact  skin  of  the  body.  Studies  are  being 
launched  on  utilization  of  the  anesthetic  patch  for 
smallpox  vaccinations,  immunization  injections, 
skin  biopsies,  minor  surgical  procedures  such  as 
removal  of  cysts,  moles,  skin  lesions,  derma- 
abrasion  for  scars,  needle  punctures,  etc. 

The  fear  of  pain  from  allergy  skin  testing  may 
be  the  motivating  factor  for  the  belief  that  “bron- 
chial asthma  and  other  allergic  diseases  are  out- 
grown.” Allergic  conditions  which  produce  in- 
validism in  many  ways,  frequently  have  their 
onset  during  childhood  and  should  be  treated  then. 
It  is  believed  that  many  painful  procedures  are 
delayed  either  temporarily  or  permanently  even 
though  they  might  be  of  great  diagnostic  or  thera- 
peutic usefulness.  Elimination  of  the  painful 
aspect  of  these  procedures  would  facilitate  their 
administration.  — Herman  M.  Lubens,  M.D., 
Dayton;  Robert  W.  Ausdenmoore,  M.D.,  Cin- 
cinnati; and  Alan  D.  Shafer,  M.D.,  Dayton. 
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*in  the  euthyroid  zon< 
of  the  new  Free 
Thyroxine  Index**  w 
full  replacement  dos 


uthroid  (liotrix)  yields  reliable,  easily  interpreted  test  values 

jcause  Euthroid  incorporates  both  active  fractions  of  endogenous  thyroid— T4  and  T 3 — it 
ercomes  the  need  for  special  interpretation  of  thyroid  function  test  values, 
oreover,  whatever  the  therapy  used,  ordinary  tests  can  be  thrown  off  by  such  factors  as 
I normal  thyroid-binding  protein  levels,  oral  contraceptive  use  and  pregnancy.  A new 
;thod  of  assessment— the  Free  Thyroxine  Index  (FTI)**— helps  eliminate  these  errors.  By 
ating  measurements  of  total  and  protein-bound  T„,  the  FTI  indicates  your  patient’s  status 
ecisely.  And  with  Euthroid,  the  precision  of  your  diagnosis  is  matched  by  the  precision 
your  therapy. 

losest  in  clinical  effect  to  human  endogenous  thyroid 

throid  provides  both  T4  and  T3  in  the  optimum  oral  ratio  of  4:1  by  weight  and  in  proper 
g amounts,  closely  simulating  endogenous  thyroid  in  clinical  effect.  Dose  response  can 
assessed  unequivocally  through  use  of  the  FTI  — and  because  we  want  you  to  put  Euthroid 
the  test  with  this  most  rigorous  of  tests,  we  offer  you  an  aid  to  easier  determination: 

ie  Euthroidex™  calculator— 

ir  the  “new  math”  of  thyroid  laboratory  tests 

longer  does  FTI  determination  require  you  to  perform  lengthy  mathematical  exercises, 
th  the  Euthroidex  calculator  — another  first  from  Warner-Chilcott— you  compute  it  easily 
accurately... almost  instantly.  Send  for  yours  now. 


\ 

\ 

\ 

\ To  request  your 
\ Euthroidex™  calculator 

\ (with  booklet  explaining 
\ its  use  and  rationale 
\ for  the  FTI),  just  write 
\ "Euthroidex”  on  your 
\ imprinted  card,  pre- 
\ scription  blank  or 
\ stationery,  and 
\ mail  to 
\ Warner-Chilcott, 

\ Morris  Plains, 

\ N.J.  07950. 

\ 

\ 

\ 

\ 

\ 

\ 

\ 

\ 

\ 

\ 


hyroid  therapy,  Euthroid  offers  you  the  calculated  success— and  the  calculators  go  with  it. 


the  first  synthetic  to  replace  both  active  fractions  of  endogenous  thyroid 

Euthroid  (liotrix) 


k,  F.,  and  Horn,  D.  B.:  Assessment  of  thyroid  function  by 
combined  use  of  the  serum  protein-bound  iodine  and  resin  uptake  of 
-triiodothyronine,  J.  Clin.  Endocrinol.  25:39  (Jan.)  1965. 


droid®  (liotrix) 

itlon:  Federal  law  prohibits  dispensing 
iout  prescription. 

nroid  is  synthetic  microcrystalline  sodium 
/thyroxine  (T*)  USP  and  synthetic  micro- 
italline  sodium  liothyronine  (Ta)  USP  corn- 
id  in  a constant  4:1  ratio. 


odium  levothyroxine  (/-thyroxine)  T« 


odium  liothyronine  (/-triiodothyronine)  Ts 

ons:  Euthroid  provides  replacement  ther- 
for  the  thyroactive  material  normally 
olied  by  the  human  thyroid.  The  normal 
oid  gland  produces  and  stores  thyro- 
iulin,  the  active  components  of  which  are 
metabolically  active  hormones:  /- thy- 
ie  and  liothyronine.  Euthroid  (liotrix)  pro- 
s a combination  of  these  hormones  in 
fied,  synthetic  form,  supplied  in  a con- 
t 4:1  ratio  in  order  to  simulate  as  closely 
tossible  the  physiologic  and  metabolic 
its  of  normal  endogenous  thyroid  secre- 

contrast  with  the  individual  synthetic, 
abolically  active  hormones,  Euthroid  will 
illy  produce  normal  results  for  PBI,  Ta, 
other  thyroid  function  tests— consistent 
clinical  progress— when  persons  with 
igenous  thyroid  deficiencies  are  made 
yroid.  Sodium  liothyronine  (Ta)  acts  more 
dly  and  for  a shorter  period  of  time  than 
larations  of  biological  origin.  Custom- 
, its  use  as  a single  agent  produces  in- 
opriately  decreased  PBI  values.  Sodium 
thyroxine  (T 4) , on  the  other  hand,  is  more 
ly  bound  by  plasma  protein  fractions  and 
;omewhat  slower  acting  than  sodium 
yronine  (Ta);  its  use  as  a single  agent 
s to  produce  inappropriately  elevated 
values.  Euthroid,  with  its  unvarying  4:1 
1 of  T4/Tj,  permits  interpretation  of  ap- 
iriate  laboratory  tests  consistent  with  the 
clinical  status  of  the  patient. 

:ations:  Euthroid  (liotrix)  provides  thyroid 
acement  therapy  in  all  conditions  of  in- 
luate  production  of  thyroid  hormones, 


namely: 

1)  Hypothyroidism,  including  cretinism  and 
myxedema. 

2)  Simple  (nontoxic)  goiter. 

3)  Subacute  or  chronic  thyroiditis  including 
Hashimoto's  disease. 

4)  Prevention  of  goiter  in  hyperthyroid  pa- 
tients undergoing  treatment  with  thiouracil 
derivatives. 

5)  Usage  in  patients  who  may  manifest  in- 
tolerance to  thyroid  products  of  animal  origin. 
Contraindications:  Acute  myocardial  infarc- 
tion, adrenal  insufficiency,  hypersensitivity  to 
any  component  of  this  drug. 

Warnings:  Liotrix  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless 
thyroid  replacement  therapy  is  clearly  indi- 
cated. If  the  latter  exists,  low  doses  should 
be  instituted  (Euthroid-1/2  or  Euthroid-1)  and 
increased  by  the  same  amount  In  increments 
at  2-week  intervals.  This  demands  careful 
clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  and  adrenal  deficiency 
due  to  hypopituitarism  corrected  before  lio- 
trix therapy  is  started. 

If  hypothyroidism  and  adrenal  insufficiency 
exist  concomitantly,  cortisone  or  similar  ste- 
roids should  be  given  at  dose  levels  sufficient 
to  correct  the  adrenal  insufficiency  before 
attempting  replacement  therapy  with  thyroid 
hormones. 

Likewise,  the  possibility  of  alterations  in 
the  prothrombin  time  must  be  considered 
and  closely  monitored  in  patients  on  antico- 
agulant therapy. 

Myxedematous  patients  are  very  sensitive 
to  thyroid  hormones,  and  dosage  should  be 
started  at  a very  low  level  and  increased 
gradually. 

Precautions:  Hypothyroid  patients  are  espe- 
cially sensitive  to  thyroid  preparations,  and 
those  with  severe  hypothyroidism  may  be  un- 
usually so. 

Initiation  of  thyroid  replacement  therapy 
in  patients  with  diabetes  must  be  carefully 
monitored  because  of  potential  fluctuation 
in  daily  insulin  or  oral  hypoglycemic  require- 
ments. 

As  with  all  thyroid  preparations,  this  drug 
will  alter  the  results  of  thyroid  function  tests. 
Adverse  Reactions:  Overdosage  or  too  rapid 
increase  in  dosage  of  thyroid  preparations 
can  produce  signs  and  symptoms  of  hyper- 
thyroidism, such  as  menstrual  irregularities, 
nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 


sodium  levothyroxine  (T4) 
sodium  liothyronine  (X) 

Dosage  and  Administration:  Initial  dosage 
should  be  low  and  gradually  increased  at  2- 
week  intervals  until  the  desired  clinical  re- 
sponse is  obtained. 

Laboratory  criteria  of  euthyroidism  include 
a PBI  of  3.5  to  8 meg;  To,  T«,  and  BEl  tests 
are  useful. 

For  most  patients,  a single  daily  dose  of 
Euthroid-1,  -2,  or  -3  will  maintain  euthyroid- 
ism. Transfer  of  a patient  from  a maintenance 
dose  of  another  thyroid  preparation  to 
Euthroid  can  usually  be  effected  smoothly. 
See  table  for  initiating  therapy  or  converting 
from  other  thyroid  preparations. 


Approximate  Equivalents 
Euthroid  (liotrix)  Natural  Synthetic 

Thyroid 


Tablet 

t4*/t3** 

meg 

USP  t4* 

Ta** 

Euthroid-Vi 
pale  orange 

( 30/7.5) 

Vi  grain  .05  mg 

12.5  meg 

Euthroid-1 
light  brown 

( 60/15) 

1 grain  .1  mg 

25.0  meg 

Euthroid-2 

violet 

(120/30) 

2 grains  .2  mg 

50.0  meg 

Euthroid-3 

gray 

(180/45  ) 

3 grains  .3  mg 

75.0  meg 

*T4=sodium 

levothyroxine 

(/-thyroxine) 

**Ta=sodium 

liothyronine 

(/-triiodothyronine) 

Dosage  for  cretinism  or  severe  hypothy- 
roidism in  children  is  the  same  as  for  adults 
with  myxedema.  Eventual  maintenance  dos- 
age in  the  growing  child  may  be  higher  than 
in  the  adult. 

Overdosage:  Symptoms— Headache,  instabil- 
ity, nervousness,  sweating,  tachycardia,  and 
unusual  bowel  motility.  Angina  pectoris  or 
congestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive 
overdosage  may  result  in  symptoms  resem- 
bling thyroid  storm;  chronic  excessive  dos- 
age will  produce  the  signs  and  symptoms  of 
hyperthyroidism. 

Treatment  — Shock  — Supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered. 
Supplied:  Square  W/C  monogrammed  tablets 
of  four  potencies,  each  identified  by  a differ- 
ent color  (see  table);  bottles  of  100  and  1000. 

E-GP-11-  4C 


1^1  WARNER-CHILCOTT  Morris  Plains,  N.J.  07950 


A valuable  hospital  antibiotic 
—when  there  is  no  time 


in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis— Kantrex®  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex®against 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


many 


outlined  in  the 


Indications.  Serious  infections  due  to  susceptible  strains  of  £.  co/i.  Proteus  sp.. 
A.  aerogenes.  K.  pneumoniae.  Serratia  marcescens  and  Mima-Herellea.  Culture 
and  sensitivity  studies  should  be  performed. 

Contraindications'  A history  of  hypersensitivity  to  the  drug.  Prior  auditory  damage 
by  kanamycin  or  other  agents  may  be  a contraindication  if  effective  alternative 
therapy  is  available. 

Precautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with  renal 
dysfunction  when  treatment  lasts  more  than  5 days.  Stop  Kantrex  if  tinnitus  or 


Because  of  potential  ototoxicity, 
official  package  circular. 


carefully  as 


Warning  Irreversibledeafness  can  oc-  \ 
cur.  Tinnitus  or  vertigo  may  also  occur  'v 
and  indicate  vestibular  damage  and  im-  N. 
pending  deafness.  The  risk  is  sharply  increased  ^ 
with  renal  dysfunction.  In  such  cases,  decrease  size 
and  frequency  of  doses.  Discontinue  kanamycin  and 
check  hearing  if  azotemia  increases.  Watch  carefully  for  oto- 
toxicity  in  older  patients  and  patients  receiving  more  than  1 5 Gm.  of  kana- 
mycin. To  avoid  neuromuscular  paralysis  with  respiratory  depression,  post- 
pone mtraperitoneal  instillation  in  post-operative  patients  until  recovery 
from  anesthesia  and  muscle  relaxants  is  complete.  Avoid  concurrent  use  of 
other  ototoxic  drugs  including  ethacrynic  acid.  Safety  in  pregnancy  is  not 
established. 


Brief  Summary  of  Prescribing 
Information  (7)  6/ 1 9/70.  For  com- 
plete information,  consult  Official 
Package  Circular 


hearing  loss  occurs.  Hydrate  patient! 
to  prevent  chemical  irritation  of  the 
renal  tubules.  Assess  renal  functior 
periodically,  both  before  and  during  ther 
apy.  If  signs  of  renal  irritation  occur  (casts 
cells,  proteinuria)  increase  hydration  and  re 
duce  the  dosage  or  the  frequency  of  dosage  if  neces 
sary~in  azotemic  patients  the  frequency  (in  hours)  o 
doses  may  be  obtained  by  multiplying  the  serum  creatinim 
by  9.  If  azotemia  or  oliguria  occur,  discontinue  therapy.  Mycoti 
or  bacterial  superinfection  may  occur. 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever 
headache  and  paresthesias. 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not 
exceed  1.5  Gm.  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg./Kg./l2 
hours  I M.  The  average  adult  dose  is  1 Gm.  daily.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response  occurs  ir 
3 to  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities.  Hydrate  patients 
well  to  minimize  renal  irritation.  Inject  deeply  into  the  upper  outer  quadrant  ol 
the  gluteal  muscle.  Discard  partially  used  vials  after  48  hours.  The  drug  shoul< 
not  be  physically  mixed  with  other  antimicrobials. 

Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  tw< 
concentrations:  0.5  Gm.  in  2 ml.  and  1.0  Gm.  in  3 ml.  Also  available— Pediatric 
Injection  75  mg.  in  2 ml.  A.H.F.S.  Category  8:1 2.2C 

BRISTOL  LABORATORIES 

Division  of  Bristol-Myers  Company,  Syracuse,  New  York  13201 


BRISTOL 


KANTREX*  INJECTION 

(kanamycin  sulfate) 


THE  HISTORIAN’S  NOTEBOOK 


Medicine  in  Ohio  in  the  Mid-Nineteenth  Century 


Anne  B.  McNamara* 


TN  THE  MID-NINETEENTH  century  many 
J-  major  medical  achievements  originating  mainly 
in  Europe  swept  over  the  world.  These  break- 
throughs, however,  were  only  slowly  introduced 
and  accepted  in  the  frontier  regions  of  the  United 
States,  such  as  Ohio.  American  medicine  tried  to 
keep  pace  with  the  steadily  increasing  population 
and  wealth  of  the  country  in  areas  of  education, 
organization,  and  practice  but  pioneer  conditions 
in  the  ever  westward-moving  frontier  hindered 
its  efforts.  Still,  good  training  was  obtainable  in 
Europe,  organizations  sprang  up  in  the  1840’s, 
and  the  practice  was  aided  by  new  tools  devised 
for  better  prevention,  diagnosis,  and  treatment  of 
diseases. 

In  Europe  at  this  time,  revolutionary  develop- 
ments were  taking  place  in  bacteriology.  Louis 
Pasteur  pioneered  modern  preventive  innocula- 
tion  and  to  Robert  Koch  we  owe  the  development 
of  the  correct  theory  of  specific  infectious  diseases. 
These  changes  were  only  slowly  accepted  in  Ohio, 
as  in  other  states,  because  of  negative  religious 
dogma  or  metaphysical  speculation,  the  unedu- 
cated beliefs  of  the  isolated  common  man,  and 
the  inadequacy  of  the  systems  of  communication 
and  transportation. 

Eventually,  Ohio  physicians  were  forced  to 
make  essential  changes  due  to  Virchow’s  basic  in- 
novation of  cellular  pathology  in  1858.  He  upset 
long-established  ideas  in  the  development  of  bio- 
chemistry. With  the  advent  of  his  proper  patho- 
logic basis  for  understanding  disease,  the  pro- 
gressive surgeon  who  had  relied  on  anatomy  as 
the  basis  for  surgical  proficiency,  began  to  train 
himself  in  pathologic  anatomy  as  the  foundation 


*Miss  McNamara,  Toledo,  is  a recent  graduate  of 
the  University  of  Dayton  with  a bachelor  of  arts 
degree  in  history.  She  is  the  daughter  of  Dr. 
G.  W.  McNamara  of  Toledo. 

Submitted  April  13,  1970. 


of  his  career.  The  physician  changed  his  method 
of  thought,  his  contemplation  of  disease  — its 
causes  and  manifestations,  and  thus  his  methods 
of  treatment. 

Coinciding  as  it  did  with  a period  in  which  all 
science  was  undergoing  a transition  from  medi- 
evalism to  modernity,  the  history  of  Ohio  medicine 
in  the  mid-nineteenth  century  illustrates  some  of 
the  best,  as  well  as  some  of  the  worst,  features  of 
the  science. 

Superstitions 

One  of  the  major  obstacles  in  the  dissemina- 
tion of  recognized  medical  knowledge  was  the 
superstitions  of  the  people.  The  frontiersman, 
self-reliant,  proud,  and  generally  poor,  was  usual- 
ly reluctant  to  call  the  doctor,  considering  it  a 
waste  of  time  and  money.  When  the  doctor  did 
arrive,  he  had  to  compete  with  all  present  to 
justify  his  methods.  Some  people  thought  disease 
was  the  penalty  to  be  paid  for  sins  and,  therefore, 
only  God  could  cure.  Others  blamed  the  devil. 
For  a fatality  it  was  the  doctor  who  was  held 
responsible,  since  he  had  had  the  last  chance  at 
the  patient. 

Madstones,  lodestones,  various  woods,  and 
minerals  were  widely  used  and  the  astrologic 
signs  were  heeded.  Mid-West  superstitions  were 
applied  from  infancy  to  old  age.  Any  birthmark 
of  a baby  could  be  obliterated  by  rubbing  it  with 
the  hand  of  a corpse  or  the  head  of  a live  eel 
for  three  successive  mornings  and  then  burying 
the  three  eel  heads,  tied  together,  beneath  a stone 
under  the  eaves.  If  croup  threatened,  the  right 
foot  of  a mole  tied  around  the  baby’s  neck  with 
a blue  thread  would  prove  effective  in  averting 
the  irritation.  Relief  could  also  be  afforded  by  the 
sufferer’s  standing  on  the  warm  spleen  of  a 
freshly  slaughtered  beef  until  the  spleen  grew 
cold.  Whooping  cough  could  be  conquered  by  a 
bag  of  little  live  ground-bugs  hung  around  the 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported  * 


VASODiLAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.1 

® conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators*' J have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement ’ 5 and  observation  of  clinical  improvement.* ’* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana  Med.  Ass.  52:1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  11 :1 90- 1 92  (June)  1960.  (3)  Horton, 
G.  E.,  and  Johnson,  P.  C.,  Jr. : Angiology  75:70-7+  (Feb.)  1964. 

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  j.  R.:  Curr.  Ther.  Res.  |U|Qf|ffl  M STOiTill 
2 :1 24- 128  (April)  1962.  (S)  Whittier,  J.  R. : Angiology  IfluOULU  1 1 1 tuil  1 1 
25:82-87  (Feb.)  1964.  laboratories 
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neck,  by  white  ant  tea,  or  by  passing  the  child 
through  a horse  collar  three  times.  Kissing  a 
Negro  before  the  age  of  one  year  would  prevent 
whooping  cough  entirely.  A baby  was  never  left 
alone  with  a house  cat,  for  the  latter  was  likely 
to  steal  his  breath.1 

As  the  child  grew  into  adolescence,  different 
sicknesses  affected  him  and  the  cures  for  these 
were  different  too.  Mumps  could  be  eradicated 
by  rubbing  the  swelling  against  the  pig  trough 
or  even  with  chips  from  it.  An  onion  carried  in 
one’s  pocket  would  prevent  smallpox.  Freckles 
were  removed  by  generous  dousing  with  May  Day 
dew  collected  from  stumps.  To  expedite  the 
growth  of  a moustache  one  took  the  sap  of  a 
grapevine  or  anointed  the  lip  with  sweet  cream 
which  a black  cat  should  lick  off  on  a dark  night. 
A charm  to  reduce  excessive  bleeding  was  “Christ’s 
wounds  were  never  bound.  In  the  name  of  the 
Father,  the  Son,  and  the  Holy  Ghost.  Amen.”1 

The  pioneer  who  reached  adulthood  had  new 
afflictions.  To  take  care  of  asthma  he  had  to 
walk  around  his  house  at  midnight  alone  at  the 
full  of  the  moon.  Wearing  a stocking  wrong  side 
out  around  the  neck  overnight  promised  relief 
for  bronchitis.  It  was  thought  that  disappoint- 
ment in  love  affairs  often  led  to  epilepsy.  Restora- 
tion to  normal  conditions  was  achieved  by  swal- 
lowing the  heart  of  a rattlesnake  or  sleeping 
over  a cow  stable.  To  prevent  backaches,  one 
would  turn  a somersault  at  the  call  of  the  first 
whippoorwill.  Sprains  were  relieved  by  wrapping 
an  eelskin  around  the  arm.  A good  eyewash  was 
made  of  March  snow. 

Quacks 

Besides  the  superstitions,  home  remedies,  and 
whatnot,  the  pioneer  doctor  had  to  compete  with 
the  arts  of  the  amateur  healer.  Powwowing, 
charm-cures,  and  magnetic  healers  all  had  their 
devotees.  Many  persons  had  implicit  faith  in  the 
charm-cures  of  the  healers  and  failures  were 
charged  to  some  deficiency  or  dereliction  on  the 
part  of  the  patient  rather  than  regarded  as  a 
fault  of  the  cure.  If  one  remedy  failed,  another 
was  tried.  All  honor  was  granted  to  the  cure  last 
used  before  the  body  mechanism,  in  spite  of  the 
remedies,  restored  its  nati  lal  condition. 

In  the  1860’s,  in  addition  to  the  regular  mem- 
bers of  the  profession  in  Ohio,  17  different  kinds 
of  doctors  were  named  as  practicing:  eclectic, 
botanic,  homeopathic,  uroscopian,  old  Thomsoni- 
an,  hydropathic,  electric,  faith,  spiritual,  herbalist, 
electropathic  vitapathic,  botanico-medical,  phvsio- 
medical,  physio-electric,  hygeo-therapeutic,  and 
“traveling.”  Ohio  was  condemned  as  a “paradise 
of  the  incompetent.”1 

Homeopathy  grew  in  Ohio  between  1840  and 
1856.  In  1850  the  Cleveland  Homeopathic  Medi- 


cal College  was  opened.  The  school’s  name  was 
changed  to  the  Western  College  of  Homeopathy 
in  1855.  Between  1849  and  1852  the  Homeopathic 
Society  of  Cincinnati  reported  a membership  of 
1.000  persons.  In  1856  the  Cleveland  Homeopathic 
Hospital  was  instituted.  Among  the  books  publish- 
ed in  this  period  were  Dr.  Pulte’s  Homeopathic 
Domestic  Physician  published  in  1850  and  Women’s 
Medical  Guide,  published  in  1853. 

The  homeopaths  were  not  the  only  busy  and 
prominent  ones.  The  eclectics  formed  the  Ohio 
Eclectic  Medical  Society  in  1858  and  held  regular 
meetings  until  the  Civil  War.  The  Eclectic  Insti- 
tute of  Cincinnati  became  the  leading  medical 
college  in  Cincinnati  in  the  1880’s.  In  1868, 
medical  regulation  by  law  was  attempted  but  not 
until  1896  were  any  effective  laws  enacted.  For 
all  practical  purposes,  anyone  who  called  him- 
self a “doctor”  was  a doctor. 

An  article  in  The  Cincinnati  Medical  and 
Surgical  News  of  1861  expressed  an  opinion  of 
quackery  and  those  associated  with  it.  “Quackery 
loses  none  of  its  impudence.  There  is  a class  of 
men  who  exhibit  such  a total  depravity  of  moral 
sense  ...  In  some  of  its  forms  it  is  so  self-evidently 
false  and  disgusting  that  all  reasonable  persons 
will  at  one  reject  its  assaults.”2 

Medicine 

Traveling  men  who  sought  sales  of  medicine 
caught  the  attention  of  the  people  in  a town  by 
the  1850’s  with  a combination  of  banjo,  a black- 
face artist,  and  a bit  of  minstrel  music.  Medicine 
salesmen  were  adept  at  making  their  listeners 
feel  and  recognize  all  the  symptoms.  Some  people 
became  regular  customers  because  of  opium  or 
other  narcotics  in  the  “pain-relievers”  or  because 
the  high  alcoholic  content  in  some  of  the  “bitters” 
gave  a feeling  of  well-being.  In  spite  of  the  fact 
that  the  newspapers  made  the  patent  medicine 
business  and  the  medical  advertisements  sustained 
the  newspapers,  most  “patent”  medicines  never 
had  a patent. 

Since  doctors  were  few  and  far  between,  a 
number  of  domestic-medicine  books  appeared  by 
qualified  doctors.  These  were  purchased  widely  in 
efforts  to  afford  proper  medical  care  without  a 
properly  trained  doctor.  One  of  the  most  popular 
medical  books  was  that  of  Dr.  John  C.  Gunn, 
Domestic  Medicine  or  the  Poor  Man’s  Friend,  in 
the  House  of  Affliction,  Pain,  and  Sickness,  origi- 
nally published  in  Knoxville  in  1830.  Editions  ap- 
peared at  Springfield  and  Xenia,  Ohio  and  it 
reached  its  217th  edition  in  1887. 

A good  example  of  the  Indian-medicine  house- 
hold handybooks  was  James  Cooper's  The  Indian 
Doctor’s  Receipt  Book,  published  at  Uniontown. 
Stark  County.  Ohio  in  1885.  It  cost  $1  and  had 
assorted  cures  for  blind  piles,  palpitation  of  the 
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heart,  cholera,  worms,  and  freckle-removing.  It 
also  contained  hints  on  hair-curling,  ink-making, 
rat-killing,  soap-making,  shoe-blacking,  catching 
fish  by  Hindu  art  and  how  to  distill  gin. 

Dr.  Alvin  Wood  Chase  was  another  domestic 
medicine  author.  Having  graduated  from  the 
Eclectic  Institute  of  Cincinnati,  he  published  Dr. 
Chase’s  Last  Receipt  Book  and  Household  Physi- 
cian in  1887  as  the  last  of  his  works. 

In  its  contents  can  be  found  symptoms  of 
diseases,  medical  recipes,  nursing  and  midwifery. 
He  discusses  bread  and  cake-making,  tree  care, 
how  to  remove  stains  from  clothing,  chimney- 
building, getting  rid  of  mosquitoes,  bloodsuckers, 
and  rats,  how  to  make  wine  and  beer,  dye  hair, 
care  for  and  breed  animals.  He  offers  hints  on 
farming  and  beekeeping.  One  of  his  painkiller 
recipes  is  as  follows: 

“Pain-Killer,  Truly  Magical,  for  All 
Purposes  and  Places  of  Pain.  Morphine, 

10  grs. ; chloral  hydrate  and  camphor 
gum,  each  */2  oz. ; chloroform,  1 oz.;  ni- 
trite of  amyl,  2 drs.;  oil  of  cloves  and 
cinnamon,  each  J4  oz. ; alcohol  (best),  to 
fill  a 4 oz.  bottle.”3 

Druggists,  like  many  doctors,  learned  their 
trade  by  the  apprentice  system.  Trained  chemists 
were  few.  In  Cincinnati,  Germans  predominated 
in  the  drug  business.  In  that  city  in  the  1850’s, 
Edward  S.  Wayne,  at  one  time  a professor  at  the 
Ohio  Medical  College,  received  a salary  of  $7,000 
a year  as  chief  pharmacist  with  the  drug  establish- 
ment of  Suire  and  Eckstein.  Wayne,  Adolph  Fen- 
nel, and  others  secured  a charter  in  1850  for  the 
Cincinnati  College  of  Pharmacy,  the  third  school 
of  its  kind  in  the  United  States.1 

The  pioneer  doctor  wrote  very  few  pre- 
scriptions; not  only  did  he  prescribe  and  administer 
his  own  medicines,  but  to  a certain  extent  he 
prepared  and  mixed  them  himself.  His  saddlebags 
were,  in  fact,  small  traveling  drugstores.  Bismuth, 
mercury,  and  the  iodides,  the  bromides,  chloral 
hydrate,  sodium  salicylate,  ergot,  digitalis,  aconite, 
and  belladonna  were  some  of  the  drugs  in  com- 
mon use  at  this  time.4 

Sodium  salicylate  was  used  to  relieve  pain,  in 
rheumatism,  and  sometimes  to  reduce  temperature. 
Digitalis  helped  heart  cases;  apomorphine  was 
used  in  poisoning  cases;  wine  of  colchicum  for 
gout;  vaseline  for  burns;  syrup  of  rhubarb  and 
potash  with  bismuth  in  acid  dyspepsias;  a mixture 
of  syrup  of  wild  cherry  and  whiskey  quelled 
coughs.  Strong  hot  coffee  and  whiskey  brought  a 
person  out  of  surgical  shock.  The  1880’s  saw  the 
introduction  of  synthetic  drugs,  mostly  antipyretic. 
With  the  acceptance  of  bacteriology,  development 
of  vaccinations,  serum  therapy,  and  preventive 
medicine  came  about  in  the  1870’s  and  1880's. 
(To  he  continued  in  April  Issue) 
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A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  January.  List  shows 
name  of  physician,  county,  and  city  in  which  he 
is  practicing,  or  in  which  he  is  taking  postgrad- 
uate work. 


ATHENS 

James  R.  Gaskell 
Athens 

Jon  B.  Owens,  Jr. 
Athens 

BELMONT 

Nermin  D.  Lavapies 
Tiltonsville 

BUTLER 

Gerald  S.  Buerk 
Springdale 
Philip  Dreznick 
Fairfield 

Charles  W.  Patterson 
Monroe 

Elizabeth  W.  Patterson 
Middletown 
Robert  E.  Stegemiller 
Middletown 


CLINTON 

Ruth  A.  Hayes 
Wilmington 
Yong  Jin  Kim 
Wilmington 


HAMILTON 

Edward  D.  Bernstein 
Cincinnati 
Eusebio  T.  Gaw 
Cincinnati 

Michalis  J.  Linardakis 
Cincinnati 
Peter  A.  Marrocco 
Cincinnati 
James  B.  Willis 
Cincinnati 


LAKE 

Alton  C.  Cummings,  Jr. 
Mentor 

Hiemie  S.  Samuels 
Mentor 
Joyce  West 
Olmsted  Falls 


LAWRENCE 

Mariamo  M.  Diaz 
Ironton 


LICKING 

Leroy  B.  Bloomberg 
Newark 

Thomas  G.  Gahagan 
Newark 

Claudio  R.  Rousseau 
Newark 


MADISON 

William  C.  Locke 
London 

Richard  K.  Smith 
Mechanicsburg 
John  R.  Sullivan 
South  Charleston 


MARION 

Douglas  L.  Thomson 
Marion 


MEDINA 

Robert  H.  Winter 
Medina 

MERCER 

Emiliano  I.  Feliciano 
St.  Henry 


MIAMI 

Marcus  Miller 
Covington 


MUSKINGUM 
Dale  R.  Boyse 
Zanesville 

Thomas  P.  Forrestal 
Zanesville 


RICHLAND 
Sam  Kaufman 
Mansfield 


STARK 

Osamah  Amin  El-Attar 
Canton 


SUMMIT 

Walter  Richard  Ruf 
APO  San  Francisco, 
Calif. 

Dennis  S.  Weiner 
Akron 


WAYNE 

Renault  St.  Amand 
Wooster 


WOOD 

Charles  L.  Smith 
Perrysburg 
Plato  A.  Tuason 
Bowling  Green 
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Yes,  Kolantyll 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/magnesium  hydroxide, and 

BentyP  (dicyclomine  hydrochloride)  too. 


(jMerrell) 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


Toledo  Opens  Model  Cities 
Interim  Health  Center 


Recent  opening  of  Toledo’s  Model  Cities 
Interim  Health  Center  at  1636  Bancroft  Street 
put  that  city  in  the  forefront  of  the  drive  to  build 
effective  health  services  into  the  Model  Cities 
program.  The  opening  marked  the  culmination 
of  more  than  ten  months  effort  on  part  of  citizens. 

On  April  10,  1970,  representatives  of  Model 
Cities  contracted  with  the  Medical  College  of 
Ohio  at  Toledo  to  plan  a facility  that  would  fur- 
nish coordinated  health  services  to  residents  of 
the  Model  Neighborhood. 

Dr.  Robert  E.  Walden,  associate  professor  of 
psychiatry  at  the  Medical  College  of  Ohio  at 
Toledo,  was  named  project  director.  During  the 
intervening  months,  the  group  obtained  a build- 
ing and  recruited  an  initial  12-member  staff.  The 
first  physician  specifically  retained  for  the  Interim 
Health  Center  is  on  a part-time  work  basis. 

The  immediate  goal  is  to  have  two  full-time 
physicians  in  practice  at  the  Center,  Dr.  Walden 
said.  The  doctors,  along  with  associated  health 
technicians,  a social  worker  and  nurses  will  be 
divided  into  two  “teams,”  each  treating  its  own 
clientel. 

“This  way,”  says  Dr.  Walden,  “we  will  give 
the  patient  that  extra  reassurance  that  comes 
when  he  knows  he  is  seeing  his  own  doctor  and 
getting  comprehensive  care  as  well  as  continuity 
of  care  for  himself  and  his  family.” 

The  first  health  services  offered  include  im- 
munizations for  children,  and  attention  to  some 


of  the  more  urgent  problems  of  adults,  Dr. 
Walden  reported. 

“Future  health  programs  will  evolve  from 
diat  point.  We  intend  to  bring  the  whole  family 
into  the  health  care  picture,  because  establishing 
and  maintaining  good  health  is  a task  that  re- 
quires determined  effort  by  each  member. 

The  Center  is  expected  to  become  a focal 
point  for  numerous  health  and  social-aid  pro- 
grams. The  first  to  move  in  was  the  Information 
Referral  and  Planning  group.  Mrs.  Sandra  E. 
Ellis,  director,  and  Edward  L.  Davis,  research 
consultant,  have  compiled  a 28-page  booklet  list- 
ing the  Model  Cities  projects  serving  Toledo  along 
with  the  functions,  services  and  referral  proce- 
dures for  each. 

Various  health  agencies  — public  and  private 
- are  expected  to  establish  offices  in  the  building 
in  the  coming  months.  Long  range  plans  envision 
a comprehensive  health  care  organization  with 
medical,  dental,  psychiatric,  mental  health  and 
social  sendees. 

In  addition  to  its  role  in  helping  patients,  the 
Center  will  also  be  a teaching  resource  for  medical 
students.  When  the  April  contract  was  signed  with 
the  Medical  College,  MCO  President  Dr.  Glidden 
L.  Brooks  noted  that  the  facility  would  “give  our 
students  a notable  opportunity  to  advance  their 
understanding  of  community  health  problems  and 
the  solutions  to  those  problems.” 
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works  on  the  appetite 
not  on  the'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
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Electrodiagnosis  and  Prognosis 
in  Bell’s  Palsy 

Grant  L.  Heller,  M.D.,  and  Charles  Long  II,  M.D. 


DELL’S  PALSY  is,  to  the  patient,  one  of  the 
most  frightening  of  all  benign  conditions. 
Many  of  its  victims  come  to  a doctor  fearful  of  a 
stroke  or  other  potentially  serious  diseases.  The 
favorable  prognosis  a physician  can  give  in  80 
percent  of  cases  is  reassuring  to  the  patient;  how- 
ever, from  his  examination,  the  clinician  cannot 
detect  the  15  percent  or  20  percent  that  will  not 
recover  well. 

Temporal  decompression,  cervical  sympathec- 
tomy, and  steriod  therapy  have  been  suggested  to 
improve  the  prognosis  in  Bell’s  Palsy.  One  of  the 
main  problems  has  been  a failure  to  separate  from 
case  studies  those  patients  in  whom  good  or  ac- 
ceptable recovery  will  occur  without  treatment.  It 
is  essential  that  those  patients  with  poor  prog- 
noses be  identified  and  subjected  to  controlled 
application  of  potentially  beneficial  treatment. 

Various  authors1  have  suggested  nerve  stimu- 
lation and  electromyography  to  identify  patients 
with  poor  prognoses.  Dalton2  says  that  these  are 
“not  infallible.”  Such  major  therapy  as  ACTH3  or 
surgical  decompression4  would  not  be  warranted 
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if  prognosis  can  be  shown  with  confidence  to  be 
favorable. 

It  is  the  purpose  of  this  report  to  emphasize 
the  efficacy  of  electromyography  and  nerve  con- 
duction tests  in  identifying  patients  who  will  re- 
cover well  spontaneously,  should  be  eliminated 
from  prospective  studies  for  a specific  therapy  of 
Bell’s  Palsy,  and  should  not  receive  risk-laden 
treatment.  It  must  be  assumed  that  proposed  treat- 
ments are  most  effective  if  carried  out  early.  Early 
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detection  of  a valid  poor  prognosis  group  is  es- 
sential if  treatment  is  to  be  effective  while  nerve 
damage  is  still  reversible. 

Paulson  and  Satran5  have  suggested  that 
“further  research  on  Bell’s  Palsy  be  done  by  phy- 
sicians in  private  practice.”  This  idea  will,  of 
course,  help  eliminate  the  artificial  “selection”  of 
patients  seen  in  large  medical  centers  (unusual  or 
complicated  cases)  and  enable  Bell’s  Palsy  patients 
to  be  seen  early  in  the  course. 

The  present  study  is  largely  from  clinical  and 
private  practice,  both  largely  referral,  and  cor- 
relates electromyographic  (EMG)  and  nerve  con- 
duction test  (NCT)  prognoses  with  actual  out- 
comes. 

Materials  and  Methods 

Thirty-three  consecutive  patients  from  the 
private  (23)  and  clinic  (10)  neurologic  practice 
of  one  of  us  (GLH)  were  studied  over  a four-year 
period.  All  patients  had  history  and  neurologic 
examination  in  the  office  or  clinic;  none  was 
hospitalized;  none  received  specific  therapy.  All 
were  studied  either  by  EMG  or  NCT,  usually 
both.  All  electrodiagnostic  studies  were  done  at 
the  Department  of  Physical  Medicine  and  Re- 
habilitation at  Highland  View  Hospital  by  or 
under  the  supervision  of  one  of  us  (CL). 

At  an  arbitrary  time,  we  recalled  all  patients 
for  clinical  examination  of  the  facial  nerve.  This 
was  done  without  EMG  or  NCT  results  or  prog- 
nosis in  hand  so  that  we  could  avoid  as  much  as 
possible  any  bias.  Our  protocol  is  recorded  in 
Figure  1.* 

Results  were  then  tabulated  as  Full  Recovery 
(FR),  Almost  Full  Recovery  (AFR),  Moderate 
Paralytic  Residual  (MPR),  and  Severe  Paralytic 
Residual  (SPR).  They  were  then  compared  with 
the  electrodiagnostic  prognoses. 

Results 

Three  patients  never  came  in  for  electrodiag- 
nosis and  therefore  were  dropped  from  the  study. 
Two  others  (RC  and  EE — see  Table  1)  died  after 
the  studies  but  before  our  follow-up  clinical  exam- 
ination; they  were  known  to  have  severe  paralytic 
residuals  two  and  four  years  after  our  examina- 
tion. Therefore,  both  were  kept  in  the  study.  Thus, 


*Gross  Criteria  for  Poor  Prognosis  by  Nerve  Con- 
duction Test  were  established  as:  no  “M”  re- 
sponse in  orbicularis  oris  in  response  to  cutaneous 
facial  nerve  stimulation  at  the  stylomastoid  fora- 
men at  stimulus  durations  of  0.05,  0.1,  or  0.2 
m/sec.  at  current  and  voltage  levels  adequate  to 
produce  “M”  response  in  orbicularis  oris  of 
opposite  side  when  opposite  nerve  is  stimulated. 
Poor  prognosis  on  EMG:  presence  of  fibrillation 
or  positive  waves  at  rest. 


30  patients  remained;  results  are  summarized  in 
Table  1. 

Table  2 groups  the  patients  according  to 
recovery. 

Both  EMG  and  NCT  gave  a good  prognosis 
in  eight  cases.  Five  had  full  recovery  and  three 
were  almost  full. 

Both  tests  gave  a poor  prognosis  in  seven 
cases.  Four  had  severe  paralytic  residual,  two 
moderate  paralytic  residual,  and  one  full  recovery 
(taking  three  months). 

EMG  and  NCT  disagreed  with  each  other 
on  seven  cases.  Five  had  almost  full  recovery,  one 


NAME:  DATE: 

PATIENT  SAYS: % Well 

EXAM: 

Forehead  — 

Orb.  Oc.  — 

Whistling  — 

Smiling  — 

Fatigue  of  Face  (by  history)  — - 
Twitching  of  Eye  — 

Associated  Movements  — 

Epiphora  — 

Problem  with  Salivary  Control  — 

Other  — 

Conclude: 

EMG  Prognosis: 


Fig.  1.  Form  completed  at  time  patient  recalled  for 
clinical  examination  of  facial  nerve. 

moderate  and  one  severe  paralytic  residual. 

Eight  patients  had  only  one  of  the  two  tests 
for  various  reasons. 

When  NCT  and  EMG  disagreed,  EMG  was 
correct  three  times  (one  MPR  and  two  AFR)  and 
NCT  four  times  (one  MPR  and  three  AFR). 

The  earliest  fibrillations  were  detected  at  nine 
days.  Therefore,  any  EMG  earlier  than  nine  days 
automatically  gave  a good  prognosis  which  means 
nothing.  There  were  nine  such  early  cases.  In 
eight  of  the  nine,  the  NCT  was  correct  (six  good 
prognoses  [FR  or  AFR],  two  poor  prognoses  [MPR 
or  FPR]).  In  the  ninth  case,  the  NCT  gave  a poor 
prognosis  and  there  was  almost  full  recovery  but 
it  took  six  months. 

Conclusions 

On  the  basis  of  this  four-year  follow-up  study, 
full  or  almost  full  recovery  from  Bell’s  Palsy  can 
be  predicted  if : 

1.  Both  NCT  and  EMG  show  good  prog- 
nosis anytime  after  onset  (especially  after 
day  three),  or 
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Table  1.  Summary  of  Results 


Prognosis 

Outcome 

Interval 

Patient’s 

EMG  NCT 

Onset  to 

Onset  to 

maximum 

Initials 

EMG  and/or  NCT 

recovery 

(months) 

(days) 

DA 

X 

P 

SPR 

9 

7 

BB 

P 

X 

AFR 

22 

2/2 

KB 

P 

G 

AFR 

20 

3 

FC 

G 

G 

AFR 

8 

2 

JD 

P 

G 

AFR 

11 

1 

WD 

P 

P 

SPR 

30 

1 

CD 

P 

G 

MPR 

31 

12 

IF 

P 

P 

SPR 

43 

9 

MF 

G 

G 

FR 

7 

y* 

OH 

X 

P 

SPR 

8,  17 

12 

LJ 

G 

G 

AFR 

7 

y* 

EK 

P 

P 

SPR 

9 

(Inf.) 

RL 

X 

G 

AFR 

60 

3 

JM 

P 

G 

AFR 

44 

4 

PN 

G 

G 

FR 

8 

/ 

RP 

X 

G 

AFR 

12 

1/4 

BR 

G 

G 

FR 

13 

z 

MS 

G 

G 

FR 

5 

% 

PS 

X 

P 

MPR 

56 

4 

ES 

G 

G 

FR 

6 

1/2 

GS 

P 

P 

MPR 

60 

14 

DS 

G 

P 

AFR 

3 

6 

ZT 

P 

X 

AFR 

13 

y> 

MT 

G 

P 

SPR 

7 

24 

RT 

P 

P 

FR 

42 

3 

DW 

P 

P 

MPR 

21 

3 

EW 

G 

G 

AFR 

11 

9 

AW 

G 

P 

AFR 

11 

2 

RC 

P 

P 

SPR 

70 

(Inf.) 

EE 

X 

P 

SPR 

6 

(Inf.) 

X 

Not  done 

FR 

Full  recovery 

p 

Poor 

AFR 

Almost  full  recovery 

MPR 

Moderate  paralytic  residual 

G 

Good 

SPR 

Severe  paralytic  residual 

EMG  Electromyogram 
NCT  Nerve  conduction  tests 


2.  EMG  or  NCT  shows  good  prognosis  after 
nine  days  (safely  after  14  days),  or 

3.  NCT  alone  shows  good  prognosis  before 
nine  days  but  after  three  days. 

Severe  or  moderate  paralytic  residuals  are 
probable  if: 

1.  Both  EMG  and  NCT  show  poor  prognosis 
at  any  time,  or 

2.  NCT  shows  poor  prognosis  before  nine 
days. 

A definitive  treatment  study  would  include 
only  patients  in  the  poor  prognosis  group  as  de- 
fined above.  Any  random  study  involving  gluco- 
corticoids and/or  surgical  decompression  and/or 
untreated  controls  would  be  of  interest.  This  may 
require,  of  course,  the  combined  efforts  of  phy- 
sicians in  private  practice  in  several  areas  rather 
than  any  one  individual  and  it  would  be  better 
done  by  private  practitioners  than  any  large  medi- 
cal center  where  diagnosis  or  treatment  may  be 


delayed  by  referral  time,  delay  in  getting  appoint- 
ment, and  earlier  treatment  with  other  agents.  It 
is  assumed  that  early  treatment  would  be  bene- 
ficial and  early  detection,  therefore,  essential. 

Summary 

From  clinical  observation  of  Bell’s  Palsy  it  is 
impossible  early  to  predict  clinical  recovery  of  the 


Table  2.  Patients  Grouped  by  Recovery  Levels 


Number  of  Patients 
and  Level  of  Recovery 

+ 



± 

6 — FR 

5 

1 

0 

12  — AFR 

5 

2 

5 

4 — MPR 

3 

0 

1 

8 — SPR 

7 

0 

1 

+ — EMG  & NCT  agreed— prognosis  correct 
— — EMG  & NCT  agreed— prognosis  incorrect 
± — EMG  & NCT  disagreed — one  correct,  one 
incorrect 

Rest  of  key  same  as  Table  1 
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facial  nerve.  Evaluation  of  new  treatment  meth- 
ods, such  as  temporal  decompression  or  steroid 
therapy,  necessitates  the  early  identification  of 
patients  with  poor  prognosis  for  spontaneous  re- 
covery. This  study  reports  the  reliability  of  prog- 
nostic information  obtained  from  early  electro- 
diagnostic studies  including  electromyography  in 
30  patients  followed  up  to  four  years. 

Each  patient  was  studied  as  early  as  possible 
by  Nerve  Conduction  Testing  (NCT)  or  Electro- 
myography (EMG),  usually  both.  In  this  study, 
denervation  signs  (fibrillation  and/or  positive 
waves)  do  not  appear  before  nine  days  in  the 
EMG,  so  only  NCT  is  valid  before  that  time. 
During  this  early  period  the  NCT  was  accurate  in 
predicting  good  recovery  vs  delayed  or  poor  re- 
covery. Later,  if  both  tests  agreed  there  was  almost 
complete  accuracy  of  prognosis,  good  or  bad. 

We  conclude  that  these  techniques  can  afford 
early,  accurate  prognosis  in  Bell’s  Palsy  in  the 


majority  of  cases.  We  recommend  that  they  be 
used  to  select  patients  who  are  not  going  to  re- 
cover well,  providing  a population  not  subject  to 
spontaneous  recovery,  to  whom  new  treatment 
methods  can  and  should  be  applied. 
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UNIVERSITY,  MEDICAL  SCHOOL,  AND  COMMUNITY.  — Firstly, 
the  place  of  the  medical  school  remains,  as  always,  squarely  within  the 
university.  Indeed,  there  are  indications  that  in  the  next  decades  the  medical 
school  will  draw  more  widely  on  the  skills  of  the  university  than  it  has  ever 
done  before.  It  will  draw  nourishment  not  only  from  science  but  from  engineer- 
ing, the  social  sciences,  economics,  law,  and  philosophy,  and  to  each  of  these 
we  hope  it  will  contribute  the  stimulus  of  ideas.  Juxtaposition  alone  will  not 
guarantee  the  establishment  of  a free  flow  of  ideas  between  medicine  and  the 
other  faculties.  A deliberate  effort  must  be  made  to  foster  the  appropriate  type 
of  relationship  with  each  faculty. 

Secondly,  the  administrative  and  managerial  problems  of  medical  schools, 
and  in  particular  the  reconciliation  of  the  functions  of  teaching  and  research 
with  service  needs,  require  a major  independent  investigation. 

Thirdly,  a medical  school  can  no  longer  reasonably  be  considered  to 
consist  of  a faculty  of  medicine  in  a university  and  a teaching  hospital  and  its 
satellites.  In  addition  a substantial  part  of  the  resources  of  the  school  should 
be  devoted  to  introducing  the  undergraduate  to  medicine  outside  the  hospital. 

My  fourth  and  final  conclusion  can  be  expressed  very  briefly.  It  is  that 
the  modern  medical  school  has  a duty  to  study,  to  criticize,  and  to  experiment 
with  the  system  of  medical  care  in  which  it  operates.  — E.  D.  Acheson,  M.D., 
F.R.C.P.,  Southampton,  England:  British  Medical  Journal,  2:683-687,  June 
20,  1970. 
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The  Effect  of  Ileal  Disease 
on  Cortisol  Absorption 


John  M.  Wilson,  M.D. ; R.  Thomas  Holzbach,  M.D.;  Ralph  G.  Wieland,  M.D. ; 
and  Roger  W.  Marsters,  Ph.D. 


' I 'HAT  ACTH-induced  adrenal  hormone  pro- 
duction  is  more  effective  therapy  than  oral 
corticosteroids  for  severe  acute  inflammatory 
bowel  disease  is  a widely  held  clinical  impression.1 
The  reasons  underlying  this  have  not  been  clari- 
fied. “Sterol-wasting  enteropathy,”  a concept  in- 
troduced by  Stanley  and  Nemchausky2  could  play 
a role  in  the  following  manner.  Active  transport 
of  bile  acids  is  limited  to  the  ileum,  which  is 
quantitatively  the  most  important  site  of  resorp- 
tion.3 Ileal  disease  associated  with  ulcerative  coli- 
tis or  regional  enteritis  or  intestinal  resection  may 
seriously  impair  enterohepatic  circulation  reducing 
the  total  bile  salt  pool.2’4’5  Since  bile  acids  are 
important  in  the  absorption  of  lipids  and  sterols 
by  the  gut,  malabsorption  of  orally  administered 
steroids,  among  other  lipids,  might  be  expected  in 
the  presence  of  ileal  disease.  Malabsorption  could 
thus  result  in  less  than  optimally  effective  oral 
therapy  when  compared  with  the  parenteral  ad- 
ministration of  steroids  or  the  use  of  ACTH.  To 
evaluate  this  possibility  we  have  studied  compara- 
tive absorption  of  orally  administered  cortisol  in 
patients  with  impaired  ileal  function  and  in  con- 
trol subjects. 

Method 

Seven  patients  with  extensive  inflammatory 
disease  of  the  ileum  were  studied.  One  patient  in 
this  group  had  a study  performed  before  and  after 
resection  of  diseased  small  bowel  segment.  Two 
patients  were  studied  who  had  previously  under- 
gone a jejunocolic  surgical  small  bowel  by-pass 
for  massive  obesity.6  The  disease  group  consisted 
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of  these  nine  patients  in  whom  ten  studies  were 
performed. 

All  seven  patients  with  inflammatory  disease 
had  the  process  limited  to  the  ileal  region  of  the 
small  bowel  as  judged  by  x-ray  evidence.  In  several 
patients,  surgical  laparotomy  provided  confirma- 
tion, and  in  one  instance,  subsequent  necropsy 
correlation  was  obtained.  Prior  therapy  in  this 
group  of  patients  had  not  recently  included 
Azulfidine  but  several  patients  had  been  receiving 
corticosteroids  without  complete  suppression  of 
the  inflammatory  process  just  prior  to  the  study. 
Ileal  absorptive  function  was  assessed  by  the 
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vitamin  Bi2  absorption  test  in  three  of  seven  pa- 
tients in  the  ileal  disease  subgroup  and  in  the  two 
small  bowel  by-pass  patients.  In  all  of  these,  it 
was  grossly  abnormal.  Additional  tests  of  absorp- 
tive capacity  were  not  systematically  performed. 
In  none  of  the  patients  in  the  disease  group  was 
there  clinical  evidence  of  liver  disease. 

The  control  group  consisted  of  ten  hospitaliz- 
ed or  ambulatory  persons  of  similar  age  who 
were  free  of  intestinal  disease.  Prior  to  the  test, 
each  patient  received  2 mg  of  dexamethasone 
parenterally  at  10  PM  and  7 AM  in  order  to 
suppress  endogenous  cortisol  production.  A base- 
line plasma  sample  was  drawn  at  8 AM,  and 
tablets  containing  cortisol  60  mg  were  given 
orally.  Specimens  of  blood  were  collected  in 
heparinized  tubes  at  30-minute  intervals  for  four 
hours  following  cortisol  administration.  Plasma 
1 1 -hydroxycorticosteroid  (cortisol)  levels  were 
determined  by  the  fluorometric  technique  of  Mat- 
tingly.7 Studies  were  also  done  on  two  controls, 
substituting  tripelennamine  (Pyribenzamine)  50 
mg  for  cortisol. 

Results 

The  time  course  of  plasma  levels  reflecting 
cortisol  absorption  and  metabolism  following  oral 
administration  is  shown  in  Figure  1.  Points  shown 
for  each  group  are  arithmetic  means  derived  from 
the  number  of  observations  indicated  near  each 
point.  Zero  time  or  baseline  cortisol  levels  indicate 
the  uniformity  of  suppression  which  was  observed 
in  both  controls  and  in  the  disease  group  with  the 
single  exception  of  one  seriously  ill  patient  (not 
indicated  in  Figure  1)  whose  baseline  level  remain- 
ed at  38  pg  per  100  ml  with  little  variation  (Table 

I)- 

The  individuals  given  tripelennamine  (Pyri- 
benzamine) showed  no  rise  in  plasma  cortisol 
values  throughout  the  test  period.  In  contrast, 
those  given  cortisol  both  in  control  and  disease 
groups  showed  a marked  rise  in  cortisol  levels. 
The  maximum  mean  level  in  the  disease  group 


was  approximately  ten  fold  above  baseline.  As  can 
be  seen  from  Figure  1,  an  even  greater  rise  was 
observed  in  the  control  group.  A mean  curve  of 
all  observed  points  beyond  zero  time  was  con- 
structed. Two  separate  categories  of  points  were 
combined  above  or  below  the  line  and  Chi  square 
was  calculated  by  use  of  the  fourfold  table.  From 


Fig.  1.  Postabsorptive  time  course  of  plasma  cortisol 
values  in  control  (closed  circle),  and  disease  group 
(open  circle),  following  oral  tripelennamine  (half  moon 
circle) . 


this,  a highly  significant  P value  of  <.001  was 
found  for  the  difference  between  mean  curves  for 
the  two  groups.  Table  1 is  a statistical  study  of  the 
values  obtained  at  separate  time  intervals.  Al- 
though statistical  significance  from  the  standard 
error  of  the  difference  of  the  means  (SEM  diff.) 
by  the  use  of  Student’s  t test  is  achieved  at  two 
periods  (30  and  240  minutes)  at  the  P <0.05 
level,  the  remainder  of  the  separate  time  intervals 
fail  to  separate  the  two  groups  significantly.  One 
patient  revealed  higher  mean  levels  of  plasma 
cortisol  at  150  and  180  minutes  after  resection  of 


Table  1.  Statistical  study  of  postabsorptive  plasma  cortisol  levels  (pg/100  ml)  in  control  and  disease  groups. 


0 

30' 

60' 

90' 

120' 

150' 

180' 

210' 

240' 

Mean 

7.3 

81.1 

83 

84 

70 

82.4 

68.6 

71.2 

48.5 

Controls 

Range 

3-14 

2-150 

8.5-186 

14-160 

36-114 

37-150 

35-141 

34-132 

26-79 

S.  D. 

±3.7 

±60.8 

±51.5 

±38.4 

±27.6 

±34.1 

±36.3 

±34.1 

±15.7 

Mean 

7.1 

38.6 

49.2 

59.6 

54.3 

61.3 

52.9 

55.8 

36.1 

Disease 

Range 

1-21 

6-82 

25-90 

27-90 

26-100 

35-96 

37-89 

33-87 

31-49 

Group 

S.  D. 

±6.3 

±20.9 

±18.7 

±23.2 

±21.5 

±25.8 

±17.6 

±22.0 

±58 

S.E.M.  diff. 

2.37 

20.4 

17.4 

15.5 

11.9 

15.2 

13.0 

17.7 

5.92 

P 

>0.9 

<0.05 

.05-0.1 

0. 1-0.2 

0.2 

0.2 

0.2 

0.4 

<0.05 
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Table  2.  Postabsorptive  plasma  cortisol  levels  ([4g/100  ml)  in  two  patients  with  surgical  small  bowel  by- 
pass compared  to  the  mean  data  from  patients  with  ileal  disease. 


Time 

0' 

30' 

60' 

90' 

120' 

150' 

180' 

210' 

240' 

M.S. 

9 

45 

50 

90 

70 

81 

67 

G.B. 

Mean  — Ileal 

9 

54 

62 

67 

56 

46 

48 

33 

31 

Disease 

Subgroup 

6.5 

36 

47 

53 

54 

63 

50 

60 

37 

diseased  ileum  than  when  studied  prior  to  surgery. 
Sequential  plasma  levels  shown  in  Table  2 from 
two  patients  with  a surgical  small  bowel  by-pass 
are  compared  with  mean  levels  for  the  remaining 
seven  patients  of  the  disease  group  with  small 
bowel  inflammatory  disease.  These  reveal  a ten- 
dency for  higher  plasma  cortisol  levels  during  the 
first  90  minutes  for  the  by-pass  patients  than  for 
the  remainder  of  the  disease  subgroup.  The  dis- 
persion of  data  range  shown  in  Table  2 suggests 
that  the  disease  group,  as  might  be  expected, 
represents  a heterogenous  patient  population. 
However,  the  control  group  also  shows  wide 
variations  in  postabsorptive  cortisol  levels. 

Discussion 

Solubilized  cortisol  can  be  absorbed  from  the 
stomach,  small  bowel,  or  colon.  Normally  it  is 
entirely  absorbed  after  oral  administration  in  the 
small  gut  by  simple  diffusion  without  active 
transport.  Schedl  and  Clifton8  have  shown  that 
the  permeation  constant  for  the  passive  diffusion 
of  presolubilized  cortisol  is  greatest  in  the  proximal 
small  bowel  and  decreases  distally.  Previous 
studies9'10  have  shown  by  indirect  techniques  that 
both  tracer  and  therapeutic  doses  of  orally  ad- 
ministered cortisol  are  well  absorbed  in  normal 
subjects.  Because  the  half-life  of  circulating  cortisol 
is  90  to  130  minutes,  differences  in  plasma  levels 
over  the  short  duration  of  the  test  in  this  study 
reflect  primarily  differences  in  absorption  rather 
than  metabolism  of  cortisol10'11  in  the  absence  of 
evident  liver  disease. 

Mlynaryk  and  Kirsner12  have  provided  the 
only  previous  data  on  cortisol  absorption  in  the 
presence  of  distal  small  bowel  inflammatory 
disease.  They  studied  seven  patients  with  disease 
and  five  controls.  Cortisol- 1, 2, -3H  was  given  orally 
and  48-hour  urine  collections  were  obtained  after 
isotope  administration.  The  urinary  excretion  rate 
of  radioactivity  in  the  disease  group  was  similar 
to  that  of  controls.  These  data  would  suggest 
similar  absorption  and  metabolism  of  cortisol  in 
the  two  groups.  The  present  study  differs  from 
that  of  Mylnaryk  and  Kirsner  in  two  important 
aspects:  (1)  Pharmacologic  doses  of  undissolved 
cortisol  were  administered.  This  more  accurately 


simulates  clinical  therapy  and  is  more  likely  to 
saturate  or  challenge  the  physiologic  absorption 
process.  (2)  Direct  measurements  of  plasma 
cortisol  were  used  as  the  sampling  technique 
instead  of  observing  urinary  radioactivity  which  in 
contrast  could  measure  several  metabolites.  Al- 
though no  indirect  method  is  as  satisfactory  as 
direct  measurement  by  intraluminal  intubation, 
the  latter  has  practical  disadvantages.  The  tech- 
nique of  using  postabsorptive  plasma  cortisol  levels 
combined  with  suppression  of  endogenous  cortisol 
production13  is  more  likely  to  detect  early  devia- 
tions from  a normal  absorptive  pattern  than  net 
urinary  metabolite  excretion.  Despite  the  high 
level  of  discrimination  between  the  disease  and 
control  groups  for  whole  postabsorptive  curves 
(P  < .00 1 ) , we  cannot  conclude  that  the  mag- 
nitude of  this  reduction  is  sufficient  to  explain 
putative  impaired  effectiveness  of  oral  steroids  in 
inflammatory  bowel  disease.  Absorption  of  cortisol 
was  unexpectedly  efficient  in  the  two  patients  who 
had  only  15  inches  of  effective  jejunum  and  total 
ileal  by-pass. 

These  observations  as  well  as  those  for  the 
disease  group  as  a whole  suggest  that  the  intra- 
luminal phase  of  cortisol  absorption  is  not  critical 
and  that  clinically  effective  therapeutic  plasma 
levels  of  corticosteroids  can  be  produced  in  inflam- 
matory small  bowel  disease  by  oral  administration. 

Summary 

Prevalent  clinical  impression  favors  the  ef- 
fectiveness of  ACTH  therapy  in  acute  inflam- 
matory bowel  disease  over  other  forms  of  steroid 
administration.  We  investigated  the  possibility  of 
a defect  in  oral  corticosteroid  (cortisol)  absorp- 
tion as  an  explanation  for  this.  A defect  could 
result  from  impaired  intraluminal  micelle  forma- 
tion secondary  to  “sterol  wasting”  which  has  been 
shown  to  occur  in  ileal  inflammatory  disease. 
Sequential  plasma  cortisol  levels  were  measured 
for  four  hours  after  oral  administration  in  subjects 
in  whom  endogenous  cortisol  production  was  sup- 
pressed. The  disease  group  was  comprised  of 
patients  with  established  ileal  disease  and  two 
patients  with  ileal  by-pass.  A significant  difference 
in  postabsorptive  curves  for  the  disease  and  control 
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groups  was  demonstrated.  The  degree  of  dif- 
ference, however,  casts  doubt  on  the  importance 
of  the  intraluminal  phase  of  cortisol  absorption 
and  fails  to  support  the  putative  concept  of  rela- 
tive therapeutic  ineffectiveness  of  oral  steroids  in 
inflammatory  bowel  disease.  The  data  demonstrate 
that  clinically  effective  therapeutic  plasma  levels 
of  corticosteroids  are  achieved  in  inflammatory' 
bowel  disease  by  oral  administration. 
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Generic  and  Trade  Names  of  Drugs 

Salicylazosulfapyridine  — Azulfidine  (Pharmacia) 
Tripelennamine  — Pyribenzamine  (CIBA) 
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r_PHE  EFFECTS  OF  SURGERY  AND  ANESTHESIA  on  174  patients 

whose  age  ranged  70  to  92  years  was  followed.  Preoperative  diseases  and 
disorders,  the  kind  of  operation  and  anesthesia,  and  operative  and  postopera- 
tive complications  were  recorded.  Furthermore,  the  patients  were  asked  to 
report  their  opinion  of  their  physical  and  mental  activity  four  weeks  after 
discharge.  The  mortality  was  1 1 percent  in  the  whole  series,  6 percent  in 
elective,  and  33  percent  in  emergency  surgery.  Operative  complications  were 
recorded  in  49  percent  and  postoperative  complications  (in  the  48  hours  after 
surgery)  in  28  percent.  Resections  on  the  gastrointestinal  tract  greatly  in- 
creased the  incidence  of  complications  and  mortality  especially  in  patients 
of  > 75  years  (mortality  71  percent).  Also,  prolonged  operations  and  con- 
comitant diseases  seemed  to  increase  the  incidence  of  complications  and 
mortality.  The  mortality  among  patients  with  early  postoperative  complica- 
tions was  31  percent.  Of  the  deaths,  50  percent  succumbed  to  the  primary- 
disease,  36  percent  to  thromboembolic  complications,  and  14  percent  to  pul- 
monary complications.  Postoperative  dementia  occurred  in  2 percent  and 
8 percent  reported  deterioration  of  physical  or  mental  activity  not  due  to 
preexisting  disease  or  to  surgical  complications. — P.  Brander,  M.  Kjellberg, 
and  T.  Tammisto,  Helsinki,  Finland:  Annales  Chirurgiae  et  Gynaecologiae 
Fenniae,  59:138-145,  1970. 
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“Cri  du  Chat”  Syndrome 

Report  of  a Case 


Leslie  Y.  Ch’eng.,  M.D., 


ECENT  INVESTIGATIONS  reveal  that 
chromosome  aberrations  in  human  beings  are 
not  very  rare  and  are  often  associated  with,  and 
possibly  responsible  for,  fetal  deaths,  birth  de- 
fects, and  mental  deficiency.  Waxman,  et  al1  re- 
ported a tissue  culture  study  of  149  samples  of 
spontaneous  fetal  abortions.  In  the  25  samples 
where  they  succeeded  in  obtaining  a good  growth 
for  chromosome  analysis,  they  found  ten  abnormal 
karyotypes  (40  percent).  Walzer,  et  al2  in  an 
abbreviated  chromosome  analysis,  where  only  two 
cells  were  counted  and  only  one  of  these  two  was 
microscopically  analyzed  for  chromosome  morphol- 
ogy, observed  13  major  abnormalities  in  2,400 
phenotypically  normal  newborn  infants  (0.54  per- 
cent). Sergovich,  et  al3  reported  the  preliminary 
results  of  chromosome  analysis  of  cultures  of  um- 
bilical-cord-blood leukocytes  from  a consecutive 
series  of  2,159  infants  born  during  11  months, 
from  April  1,  1967  to  March  1,  1968,  in  Victoria 
Hospital,  London,  Ontario,  Canada.  Of  the  2,081 
successful  cultures,  gross  chromosome  abnormali- 
ties were  noted  in  ten  cases,  (0.48  percent).  Chen, 
et  al4  made  a chromosome  analysis  of  300  mentally 
defective  patients,  one  half  of  whom  had  a low- 
birth  weight  of  less  than  2500  gm.  and  the  other 
half  a normal-birth  weight.  They  found,  among 
the  low-birth  weight  group,  30  patients  and, 
among  the  normal-birth-weight  group,  21  patients 
showing  chromosome  aberrations.  Eighteen  pa- 
tients of  each  group  showed  the  Down’s  syndrome. 

Excessive  chromosome  appears  compatible 
with  life,  although  such  individuals  with  trisomy  or 
translocation  are  often  mentally  defective  and 
show  other  physical  developmental  abnormalities. 
The  most  frequent  type  is  represented  clinically  by 
the  Down’s  syndrome  (G  trisomy  or  translocation) 
and  the  Klinefelter  syndrome  (XXY).  Walzer2 
noted  four  cases  of  sex  chromosome  and  six  cases 
of  autosomal  trisomy  or  translocation  aberrations. 
Sergovich  found  five  cases  of  sex  chromosome,  and 
four  cases  of  autosomal  trisomy  or  translocation 
aberrations.  On  the  other  hand,  deletion  of  a 
chromosome  or  a portion  of  a chromosome  appears 
less  viable.  Clinical  examples  of  sex  chromosome 
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deletion,  the  Turner  syndrome  (XO),  are  much 
less  frequent  than  the  Klinefelter  syndrome 
(XXY)  with  an  excess  of  sex  chromosome  (X). 
Deletion  of  an  autosome  or  a portion  of  an  auto- 
some  is  clinically  quite  infrequent. 

Partial  deletion  of  the  long  arm  of  chromo- 
some 18  (E  group),  characterized  clinically  by 
mental  retardation,  microcephaly,  midface  retrac- 
tion, ear  anomaly,  and  acromial  dimpling,  has 
been  described.5 *"7  Partial  deletion  of  the  long  arm 
of  chromosome  13  (D  group),  characterized  clini- 
cally by  thumb  aplasia,  microcephaly,  hypertelor- 
ism, mental  retardation,  and  other  anomalies,  has 
been  described.8’9  Partial  deletion  of  the  short 
arms  of  a group  B chromosome  (Nos.  4 and  5) 
was  first  described  by  Lejeune,  et  al.10  Since  the 
first  report,  many  similar  cases  have  been  recorded 
in  the  medical  literature.  The  majority  of  such 
patients  exhibit  a characteristic  cat-like  cry,  while 
a few  do  not.11 * * *'19  Since  morphologically  it  is  diffi- 
cult to  distinguish  chromosome  4 from  chromo- 
some 5,  autoradiographic  studies  are  required  to 

ascertain  the  specific  chromosome  involved.  Chro- 

mosome 4 completes  DNA  synthesis  relatively  late 
throughout  its  entire  length;  whereas,  chromosome 

5 completes  DNA  synthesis  relatively  early  in  its 

long  arm  but  late  in  its  short  arm.  “Cri  du  Chat" 

syndrome  is  associated  with  the  partial  deletion  of 

short  arms  of  chromosome  5 and  is  characterized 

clinically  by  severe  mental  retardation,  microceph- 

aly, rounded  faces,  hypertelorism,  low-set  ears, 

and  the  typical  cat-like  cry.  Very  often  the  rather 

diagnostic  cat-like  cry  is  first  recognized  and  so 

described  by  the  infant’s  mother,  who  calls  the 

attention  of  the  attending  physician  to  this  im- 
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portant  clinical  finding.  Individuals  with  partial 
deletion  of  short  arms  of  chromosome  4 show  dis- 
turbance of  midline  fusion,  microcephaly,  hyper- 
telorism, low-set  ears,  hypospadias  in  males,  and 
retardation  in  physical  and  mental  growth,  but 
not  the  typical  cat-like  cry.20 

Case  Report 

An  8-year-old  white  girl,  birthdate  August  25, 
1961,  was  admitted  to  the  Broadview  Center  for 
the  Mentally  Retarded  on  September  23,  1969  for 
evaluation  of  her  intellectual  capability.  She  is  the 
third  of  four  siblings,  fourth  of  five  pregnancies, 
and  was  conceived  when  her  mother  was  31  and 
her  father  was  30  years  of  age.  The  parents  are 
not  consanguineous.  The  mother’s  first  pregnancy 
was  terminated  in  a two-month  spontaneous  abor- 
tion. 

The  mother  gave  birth  to  a 6 lb  4 ounce  girl 
on  November  21,  1958,  and  for  the  whole  year 
1959  had  menstrual  periods  once  every  three 
months,  an  unusual  event  for  her.  From  January 
to  June  1960,  she  was  given  Norlutin  1 mg  daily 
for  the  last  ten  days  of  the  cycle.  Following  this 
treatment,  her  periods  became  regular  again.  The 
mother’s  pregnancy  with  this  patient  began  with 
a last  menstrual  period  of  November  25,  1960. 
Between  the  16th  and  17th  weeks  of  gestation 
there  was  slight  vaginal  bleeding,  which  lasted 
about  two  weeks.  Hesper-C  was  prescribed. 
Throughout  this  pregnancy,  her  obstetrician  noted 
that  the  fetal  size  seemed  smaller  than  the  dates 
would  have  indicated.  On  August  1,  1961,  a little 
over  three  weeks  before  the  birth  of  the  patient, 
the  mother  was  given  Tigan  for  nausea  and  vomit- 
ing. Labor  initiated  spontaneously  at  39  weeks, 
there  was  premature  separation  of  the  placenta  of 
about  50  percent  of  its  fetal  surface  just  prior  to 
delivery,  after  spinal  anesthesia  had  been  given. 
The  patient  was  born  depressed  but  responded 
well  to  resuscitation.  Her  birth  weight  was  4 lb 
4 ounces. 

The  mother  remembered  that  the  patient’s  cry 
was  very  feeble  and  shrill  and  sounded  like  the 
crying  of  a cat.  The  patient’s  physical  develop- 
ment was  grossly  retarded.  At  1 year  of  age,  she 
weighed  1 3 J/2  pounds,  was  28*4  inches  tall,  and 
had  a head  circumference  of  40.4  cm.  These 
measurements  were  all  below  the  third  percentile 
and  corresponded  with  those  of  6-month  old  in- 
fants. She  stood  with  support  at  2 years  and  began 
walking  alone  at  6 years.  She  had  a mild  attack 
of  chickenpox  at  2 years  of  age  and  has  not  had 
other  childhood  diseases  or  any  serious  illnesses  or 
accidents. 

The  patient  was  seen  in  the  outpatient  depart- 
ment at  the  Broadview  Center  when  she  was  8 
years  and  1 month  old.  She  was  friendly,  coopera- 
tive, warm,  and  responsive.  She  apparently  under- 
stood very  simple  speech  and  used  several  non- 


sensical words,  which  were  apparently  meaningful 
to  her  and  to  her  family.  Her  self-care  skills  were 
incomplete.  She  was  toilet  conditioned  for  day- 
time, undressed  herself  as  a play  activity,  and 
could  feed  herself  with  a spoon  or  fork.  She  played 
with  toys  at  a 16  to  18  month  level  and  played 
happily  nearby  but  not  with  other  children.  Ac- 
cording to  her  mother,  she  amused  herself  for 
periods  of  an  hour  each  day  at  these  simple  ac- 
tivities without  constant  supervision. 

She  was  43*4  inches  tall,  weighed  35  pounds, 
and  had  a head  circumference  of  45  cm.  All 
measurements  were  much  below  the  third  percen- 
tile. Ocular  hypertelorism,  bilateral  slight  epican- 
thal  folds,  and  an  alternating  divergent  squint 
were  noted  about  the  eyes.  The  ears  were  flaring 
and  low-set,  with  the  tip  of  the  helix  below  the 
extended  line  connecting  the  two  canthi;  and  the 
auditory  canals  were  narrow.  The  palate  was 
slightly  arched,  and  the  teeth  showed  Class  I 
occlusion  with  crowding  of  upper  and  lower  an- 
teriors.  The  dentition  was  delayed;  the  lower  first 
permanent  molars  were  calcified  to  the  sixth  year 
level,  but  unerupted,  and  the  bicuspids  were  at  a 
6%  year  level.  There  was  no  micrognathia.  There 
was  a rudimentary  accessory  nipple,  about  2.5 
cm  below  the  right  nipple.  The  fingers  and  toes 
were  long  and  slender,  the  fifth  fingers  showed 
marked  radial  incurving,  and  the  first  and  second 
toes  were  separated  by  a wide  gap.  She  walked  in 
small  steps  and  on  a wide  base.  Otherwise,  physi- 
cal, including  neurological,  examination  revealed 
no  gross  abnormalities. 

X-ray  examination  of  the  chest,  skull,  and 
wrist  revealed  no  abnormality  of  the  lungs,  heart, 
mediastinal  structures,  diaphragms,  or  thoracic 
cage.  Microcephaly  was  present  and  bone  age 
corresponded  to  six  years.  Hemogram  and  urine 
analysis  were  normal.  Electrocardiogram  (EKG) 
was  within  normal  limits.  Electroencephalogram 
(EEG)  was  obtained  only  under  sedation  with  a 
normal  sleep  pattern.  Chromosome  analysis  of 
peripheral  lymphocytes  showed  a karyotype  of  46 
XX-5p,  with  a deletion  of  short  arms  of  one 
chromosome  of  B group,  probably  Number  5 (Fig. 
1 ) . The  chromosome  analysis  of  peripheral  lym- 
phocytes of  both  parents  showed  normal  karyotype. 

This  patient  is  apparently  a severely  mentally 
defective  individual,  who  is  functioning  at  the 
level  of  profound  retardation.  In  spite  of  her 
mother’s  statement  regarding  her  peculiar  cat-like 
cry,  her  attending  physician  was  not  impressed  and 
failed  to  perform  a chromosome  analysis.  She  did 
show  microcephaly,  hypertelorism,  low-set  ears, 
growth,  and  mental  retardation  but  not  the  round 
face.  In  fact,  her  face  has  always  been  long,  as 
seen  in  her  photographs  at  7 months,  1 year,  and 
8 years.  (Figs.  2,  3,  and  4).  All  individuals  who 
are  severely  to  profoundly  mentally  defective  due 
to  underdeveloped  brain  will  have  secondary  mi- 
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Fig.  1.  Chromosome  analysis  of  patient's  peripheral  blood 
showing  46  XX-5p  (indicated  by  arrow). 


Fig.  3.  Patient  at  1 year. 


Fig.  2.  Patient  at  7 months. 


Fig.  4.  Patient  at  8 years. 
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crocephaly.  Hypertelorism  is  somewhat  difficult  to 
be  certain  of  in  a young  child,  as  there  is  no  abso- 
lute limit  in  infants.  Low-set  ears,  deformed  ears, 
mongolian  eye  slant,  and  antimongolian  eye  slant 
are  nonspecific  developmental  anomalies  of  the 
facies  resulting  from  noxious  agents  affecting  the 
developing  embryo  in  the  latter  part  of  the  second 
gestational  month.  At  the  turn  of  the  century, 
these  findings  were  considered  “degenerative  stig- 
mata” and  received  much  attention.  For  physicians 
who  are  working  with  children,  emphasis  should 
be  made  in  noting  such  developmental  anomalies 
of  the  facies,  which  may  serve  as  criteria  for 
chromosome  analysis.  In  the  recognition  of  5 
p-syndrome,  or  the  deletion  of  the  short  arms  of 
chromosome  5,  the  cat-like  crying  observed  by  the 
infant’s  mother  should  immediately  alert  us  to  do 
a karyotype  study. 

As  chromosome  deletion  is  more  lethal  than 
chromosome  excess,  “Cri  du  Chat”  syndrome  is 
very  rare  compared  to  Down’s  syndrome.  Most 
cases  reported  in  the  literature  occurred  among  in- 
fants and  young  children.  We  have  not  had  too 
much  opportunity  to  observe  how  such  children 
develop.  Our  patient  showed  a delayed  physical 
growth  by  approximately  two  years,  judging  by 
her  bone  age.  Her  mental  development  is  marked- 
ly delayed  and  probably  will  not  reach  very  much 
beyond  that  of  a child.  She  is  living  with  her  par- 
ents and  siblings  at  home  and  apparently  has  the 
warm  support  of  her  parents,  who,  we  hope,  will 
be  able  to  promote  maximal  development  of  her 
potentials  without  over-protecting  or  rejecting  her. 
She  seems  to  be  unusually  free  from  intercurrent 
infections  which  most  defective  children  suffer. 

It  may  be  of  interest  to  speculate  on  the  pos- 
sible etiologic  factor  which  could  have  caused  the 
chromosome  aberration.  The  patient’s  mother  took 
Norlutin  during  the  last  ten  days  of  her  menstrual 
cycle  for  six  months,  approximately  half  a year 
prior  to  her  pregnancy  with  the  patient.  She  took 
Hesper-C  during  the  second  trimester  for  vaginal 
bleeding  and  Tigan  for  nausea  and  vomiting  three 
weeks  before  the  birth  of  the  patient.  The  mother 
could  not  recall  any  significant  illness  during  her 
pregnancy  with  the  patient.  Norlutin,  a synthetic 
progesterone,  is  the  only  drug  that  was  adminis- 
tered to  the  patient’s  mother  prior  to  the  concep- 
tion of  this  patient.  There  has  been  no  report  of 
its  association  with  chromosome  aberration  and 
only  in  one  human  case  where  Norlutin  adminis- 
tration was  associated  with  and  possibly  responsible 
for  the  masculinization  of  the  female  fetus.  It  is 
very  doubtful  if  Norlutin  had  any  influence  on  the 
development  of  this  anomaly.  Apparently  the  pa- 
tient’s mother  suffered  some  kind  of  sexual  hor- 
monal disturbance  prior  to  this  particular  preg- 
nancy and  returned  to  normality  afterwards.  The 
mother  had  another  normal  child  following  this 
patient. 


Summary 

An  8-year  old  white  girl,  profoundly  mentally 
defective,  shows  the  deletion  of  the  short  arms  of 
probably  chromosome  5.  Correct  diagnosis  was 
made  because  the  mother  remembered  the  pa- 
tient’s cat-like  crying  during  infancy. 

The  findings  of  developmental  anomalies  of 
the  facies  may  serve  as  criteria  for  detailed  chro- 
mosome analysis  to  ensure  higher  returns  when 
such  study  is  still  complicated  and  cannot  be  made 
a routine  procedure. 

Generic  and  Trade  Names  of  Drugs 

Norethindrone — Norlutin  (Park,  Davis  Co.) 

Hesperidin  complex — Hesper-C  (National  Drug 
Co. ) 

Trimethobenzamide  hydrochloride  — Tigan  (Roche 
Laboratories) 
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Hemodynamic  Effects  of  Cardiac  Arrhythmias 


Alan  G.  Bartel,  M.D.,*  and  Henry  D.  McIntosh,  M.D.f 


ECENT  ADVANCES  in  intensive  cardiac 
care  and  widespread  use  of  continuous  elec- 
trocardiographic monitoring  have  emphasized  the 
frequency  and  nature  of  cardiac  rhythm  distur- 
bances. Recognition,  however,  requires  at  least  a 
consideration  of  therapy.  Proper  therapy  is  predi- 
cated on  an  understanding  of  the  ‘"natural  his- 
tory” and  hemodynamic  consequence  of  a specific 
arrhythmia. 

The  net  effect  of  a particular  arrhythmia  is 
determined  by  the  circulatory  state  of  the  patient 
as  well  as  the  nature  of  the  rhythm  disturbance. 
Usually  “benign”  rhythm  disturbances  such  as 
bigeminy,  atrial  fibrillation,  etc,  occurring  in  the 
patient  with  a limited  cardiac  reserve,  may  rapidly 
result  in  severe  cardiac  decompensation  with  myo- 
cardial ischemia,  hypoxia,  and  hypotension,  shock, 
or  death.  Furthermore,  the  arrhythmia  may  com- 
promise the  blood  supply  to  the  end  organs,  and 
thus  produce  myocardial  infarction,  renal  failure, 
cerebrovascular  accidents,  hepatic  necrosis,  infarc- 
tion of  the  intestinal  tract,  etc. 

Since  many  arrhythmias  are  transient  and 
cause  only  minor  alterations  of  the  circulation  or 
occur  in  patients  with  less  severely  compromised 
circulations,  the  symptoms  produced  may  be  vague 
and  nonspecific.  Such  symptoms  include  palpita- 
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tions  and  episodes  of  weakness  and  fatigue;  on  the 
other  hand,  they  may  cause  more  serious  symp- 
toms and  signs  such  as  transient  neurologic  defi- 
cits, lapses  of  memory,  presyncope  or  syncope, 
increasing  congestive  heart  failure,  increasing  an- 
gina, intermittent  claudication,  etc. 

It  must  be  remembered  that  the  hemody- 
namic effects  resulting  from  an  arrhythmia  are  not 
due  solely  to  the  changes  of  cardiac  function.  The 
observed  response  of  the  circulation  may  well  be 
due  to  peripheral  effects.  Thus,  the  status  of  the 
peripheral  resistance,  blood  volume,  baroreceptor 
activity,  and  venous  return  must  be  considered  in 
any  critical  analysis  of  arrhythmic  effects. 

Rather  than  discussing  the  hemodynamics  of 
particular  arrhythmias,  it  is  useful  to  consider  the 
physiologic  alterations  that  may  be  produced  by 
any  arrhythmia. 

Rate 

The  rate  of  contraction  of  the  ventricles  will 
determine  the  cardiac  output  if  the  volume  of 
blood  ejected  with  each  stroke  remains  unchanged. 
Thus,  rapid  or  slow  rates  critically  affect  hemody- 
namics. Bradycardia  may  produce  profound  ef- 
fects, especially  when  the  stroke  volume  cannot 
increase  and  peripheral  compensatory  mechanisms 
are  inadequate.  In  many  patients,  however,  the 
heart  may  compensate  physiologically  during  slow 
heart  rates  by  increasing  stroke  volume  due  to 
increased  ventricular  filling  and  ventricular  wall 
pressure  (Starling’s  Law).  The  net  effect  of  in- 
creased stroke  volume  may  compensate  for  a de- 
creased heart  rate  resulting  in  insignificant 
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changes  in  cardiac  output  which  can  be  adequate- 
ly compensated  for  by  an  increase  in  peripheral 
resistance. 

In  addition,  brady arrhythmias  may  permit 
the  discharge  of  “irritable”  pacemaker  foci,  thus 
predisposing  to  tachyarrhythmias  and  producing 
bradycardial-tachycardia  syndromes. 

If  the  heart  rate  increases  beyond  a critical 
rate  (varying  with  the  basic  status  of  the  cardio- 
vascular system),  the  ventricle  fills  incompletely 
during  diastole,  resulting  in  a decreased  output 
per  beat.  A similar,  but  transient,  effect  occurs 
during  rapid  irregular  rhythms  or  multiple  prema- 
ture contractions  (the  earlier  the  contraction,  the 
smaller  the  subsequent  output) . 

“Atrial  Kick” 

Although  appreciated  by  Harvey  (1628),  the 
importance  of  coordinated  contractions  of  the 
atria  and  ventricles  and  the  contribution  of  atrial 
systole  to  ventricular  filling  have  recently  been 
reemphasized.  In  normal  hearts,  atrial  contraction 
may  add  between  10  to  20  percent  of  ventricular 
volume,  whereas  in  severe  valvular  heart  disease, 
such  as  mitral  stenosis,  the  diastolic  ventricular 
volume  may  increase  over  50  percent  during  the 
period  of  atrial  systole.  It  has  been  demonstrated 
that  with  an  effective,  well-placed  atrial  contrac- 
tion a higher  ventricular  end-diastolic  volume  may 
be  obtained  with  a lower  mean  atrial  pressure 
than  occurs  when  the  atria  are  not  functioning 
properly.  Insufficiency  of  the  AV  valves  may  also 
be  produced  by  the  loss  of  coordinated  atrial  and 
ventricular  contractions,  resulting  in  detrimental 
cardiovascular  effects. 

The  hemodynamic  effects  of  a rapid  or  slow 
heart  beat  may  be  minimal  if  the  “atrial  kick”  is 
preserved,  but  when  it  is  lost,  the  additional  insult 
may  cause  decompensation. 

Common  examples  of  tachycardia  associated 
with  loss  of  coordinated  atrial  and  ventricular 
contractions  are  atrial  fibrillation,  junctional  (no- 
dal) rhythm,  and  partial  (second  degree)  heart 
block.  The  commonly  used  types  of  ventricular 
pacemakers  should  also  be  included,  since  atrial 
and  ventricular  contraction  are  not  synchronized. 

Method  of  Ventricular  Activation 

Several  studies  have  shown  that  alteration  of 
the  normal  sequence  of  activation  of  ventricular 
contraction  results  in  adverse  hemodynamic  ef- 


fects. Given  two  arrhythmias  with  identical  co- 
ordination of  atrial  and  ventricular  contraction 
and  the  same  heart  rate,  one  demonstrating  an 
abnormal  sequence  of  ventricular  activation  (ie, 
aberrant  conduction)  and  the  other  normal  se- 
quence of  activation,  the  former  will  result  in 
greater  alteration  of  hemodynamics.  Such  altera- 
tions, in  addition  to  the  absence  of  an  effective 
atrial  kick,  explain  why  ventricular  tachycardia  or 
junctional  tachycardia  with  aberrant  conduction 
is  less  well  tolerated  than  atrial  tachycardia.  It 
may  also  explain  why  patients  with  sinus  brady- 
cardia may  deteriorate  rather  than  improve  when 
the  heart  rate  is  increased  by  fixed  rate  ventricular 
pacing  (loss  of  atrial  kick  and  normal  ventricular 
activation) . 

Effects  of  Pharmacologic  Agents 

It  should  be  mentioned  that  in  the  conversion 
of  arrhythmias,  especially  tachycardias,  to  a nor- 
mal sinus  mechanism  with  drugs,  the  frequent 
myocardial  depressant  effect  of  these  medications 
may  result  in  a significant,  although  usually  tran- 
sient, fall  in  cardiac  output.  Thus,  the  administra- 
tion of  drugs  such  as  lidocaine,  quinidine,  pro- 
cainamide (PronestylR) , diphenylhydantoin  sodi- 
um (DilantinR),  and  propranolol  hydrochloride 
for  management  of  arrhythmias  should  be  per- 
formed under  careful  monitoring;  the  smallest 
effective  dose  should  be  used  with  the  expectation 
that  the  patient  may  experience  a temporary  de- 
crease in  cardiac  output  even  after  normal  rhythm 
has  been  established. 

Conclusion 

The  clinical  manifestations  of  cardiac  ar- 
rhythmias may  produce  unusual  or  ill-defined 
symptom  complexes.  The  occurrence  of  incipient 
or  increasing  heart  failure,  angina  pectoris,  inter- 
mittent claudication  or  episodic  dizziness,  fatigue, 
transient  neurological  disturbances,  or  paroxysms 
of  dyspnea  should  alert  the  physician  to  consider 
the  possibility  of  a cardiac  arrhythmia. 

It  can  be  concluded  that  the  hemodynamic 
effects  of  arrhythmias  depend  upon  the  underlying 
status  of  the  myocardium,  blood  vessels,  and  end 
organs,  the  heart  rate,  preservation  of  the  “atrial 
kick,”  and  normal  sequence  of  activation  of  the 
ventricles.  The  altered  hemodynamic  effects  may 
be  further  aggravated  by  the  effects  of  pharma- 
cologic agents  used  to  correct  the  arrhythmia. 
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MATERNAL  HEALTH  IN  OHIO 


Maternal  Deaths 


Due  to  Anesthesia* 


By  the  OSMA  Committee  on  Maternal  Health 


W ith  Comment  of  Consulting  Anesthesiologist 


NE  OF  THE  BASIC  CONCERNS  of  the 
Committee  stems  from  the  prevalence  of 
pregnant  women  who  die  from  causes  associated 
directly  or  indirectly  with  the  anesthetic  which 
was  designed  to  relieve  the  pains  of  their  travail. 

In  preparation  for  a scientific  exhibit  to  be 
displayed  during  the  annual  OSMA  meeting, 
May  11  to  14,  1971,  titled  “Maternal  Deaths  Due 
to  Anesthesia,”  1,375  cases  in  the  files  were 
scanned  to  examine  pertinent  cases.  The  results 
were  classified  according  to  method  of  administra- 
tion (Table  1). 

By  title,  this  article  is  the  ninth  on  this  sub- 
ject published  in  this  column  in  the  past  15  years. 
Herewith  the  Committee  presents  four  case  re- 
ports, to  represent  each  of  the  categories.  All  of 
the  cases  were  voted  preventable  maternal  deaths. 

Case  No.  1212 

This  patient  was  a 19-year-old,  white,  primipara, 
who  died  43  minutes  postpartum.  Although  the  patient 


*A  continuous  state-wide  Maternal  Mortality  Study 
is  being  conducted  in  Ohio  by  the  Committee  on 
Maternal  Health  of  the  Ohio  State  Medical  Asso- 
ciation, in  cooperation  with  the  Ohio  Department 
of  Health,  and  assisted  by  representatives  of  the 
various  County  Medical  Societies  of  the  state. 
Since  work  of  the  Committee  is  educational  as 
well  as  statistical,  summaries  of  some  of  the  cases 
studied  by  the  Committee,  based  on  anonymous 
data  submitted,  are  published  in  The  Ohio  State 
Medical  Journal  from  time  to  time.  Each  pre- 
sentation is  brief  but  informative.  It  contains 
opinions  of  the  Committee,  based  on  the  data 
submitted  for  review. 


was  said  to  have  had  a heart  murmur  since  age  3 years, 
she  had  no  symptoms  of  decompensation,  etc.  She  regis- 
tered in  her  third  month,  last  menstruated  November 
15,  made  nine  prenatal  visits  and  had  adequate  care; 
blood  type  was  A-negative,  venereal  disease  research  lab- 
oratory test  was  nonreactive.  She  pursued  a normal  pre- 
natal course.  Labor  began  at  39  weeks,  and  she  was  ad- 
mitted August  16,  at  4:32  AM.  Quantity  and  type  of 
premedication  were  not  recorded.  Membranes  were  rup- 
tured artifically  and  labor  progressed  normally.  After  1 1 
hours,  the  patient  was  taken  to  the  delivery  room,  given 
a general  anesthesia  (nitrous  oxide,  Penthrane)  by  a 
physician  and  delivered,  low  forceps  over  an  episiotomy, 
of  a living  baby,  weight  not  recorded.  In  administration 
of  the  anesthesia  the  patient  vomited,  aspirated  vomitus, 
and  developed  cardiac  arrest.  External  cardiac  massage, 
intubation,  and  tracheotomy  were  of  no  avail  and  the 
patient  died  43  hours  postpartum.  Autopsy  was  permitted. 

Cause  of  Death  (Autopsy):  Aspiration  of  gastric 
contents;  edema  of  the  lungs;  hemorrhage  into  the  lungs; 
heart,  left  ventricle  dilated;  otherwise  normal,  etc. 

Comment 

Although  many  details  were  lacking,  the  Com- 
mittee reviewed  available  facts.  Apparently,  the 
ingestion  of  food  by  the  patient,  prior  to  admission 
in  labor,  was  not  known  to  the  anesthesiologist. 
Otherwise,  he  would  have  chosen  a regional 
anesthesia  or  none  at  all!  Whether  an  antiemetic 
drug,  or  even  atropine,  was  administered  before 
delivery  will  never  be  known.  The  Committee 
voted  this  a preventable  maternal  death. 

Case  No.  466 

This  patient  was  a 39-year-old,  Negro,  para  IV, 
who  died  42  minutes  postpartum.  Three  previous  term 
pregnancies  were  reported  uneventful.  Her  past  history 
includes  obesity  (291  lbs.)  and  hypertension  (170/110 
mm  Hg),  a HIGH  RISK  patient.  Her  prenatal  care  was 
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said  to  be  adequate  with  diet.  Apresoline  and  Serpa- 
sil  prescribed  for  her;  all  urine  tests  were  reported 
negative.  At  term.  December  30,  the  patient  was  ad- 
mitted in  labor  at  1:35  PM.  Blood  pressure  was  164/ 
102  mm  Pig.  fetal  heart  sounds  were  normal,  and  the 
fetal  head  was  high.  Pier  labor  was  rather  irregular 
until  the  membranes  ruptured  spontaneously  at  10:35 
PM.  Medication  was  not  recorded.  Then,  labor  was 
accelerated!  At  11:13  PM.  the  patient  delivered  a living 
baby  (weight  unknown). 

Pentothal  (intravenous)  anesthesia  was  administered 
by  a registered  nurse;  the  quantity  or  amount  was  not 
recorded.  Placenta  was  delivered  complete  at  11:28  PM. 
At  11:40  PM,  the  patient’s  respirations  became  shallow, 
the  pulse  was  weak.  At  11:52  PM.  an  endotracheal  tube 
was  inserted,  oxygen  administered,  “manual  resuscita- 
tion” was  begun,  cardiac  arrest  occurred,  external  mas- 
sage was  started.  In  spite  of  all  measures,  the  patient 
never  recovered.  There  was  no  autopsy  reported  (al- 
though one  was  said  to  have  been  done). 

Cause  of  Death  (Certificate) : Cardiac  arrest  follow- 
ing delivery. 


Comment 

The  Committee  studied  this  case  with  interest 
and  voted  it  a preventable  maternal  death.  Mem- 
bers questioned  the  indication  and  dosage  of 
Pentothal  used  in  this  case,  also  regretting  the 
lack  of  information  relative  to  premedication  in 
labor.  Furthermore,  without  more  specific  infor- 
mation (eg,  an  autopsy  report)  the  possibility  of 
an  embolus  or  cerebrovascular  accident  related  to 
the  hypertension,  could  not  be  excluded.  The 
obesity  was  certainly  a physiologic  and  mechanical 
obstacle.  No  parenteral  fluids  were  started  prior 
to  delivery. 

In  the  absence  of  other  information,  it  could 
only  be  assumed  that  the  administration  of  the 
barbiturate  was  followed  by  respiratory  depression, 
hypoxia,  and,  finally,  cardiac  arrest. 

Case  No.  209 

This  patient  was  an  18-year-old,  Negro,  primipara. 
who  died  five  hours  postpartum.  Previous  history  was 
essentially  negative.  The  patient  registered  early  and 
followed  an  uneventful  prenatal  course  with  adequate 
prenatal  care.  Labor  began  spontaneously  at  36  weeks, 
and  the  patient  entered  the  hospital  at  7:30  AM.  Sep- 
tember 5.  She  received  Doriden,  1 gram,  at  9:35  AM 
and  as  labor  continued,  the  amnion  ruptured  spontane- 
ously at  noon,  when  the  cervix  was  5 cm  dilated,  75 
percent  effaced,  station  + 1,  fetal  heart  sounds  normal 
As  labor  continued.  200  mg  of  Seconal  was  administered. 
At  2:00  PM,  the  cervix  was  7 cm  -f-  2 station,  an 
“epidural  block”  was  administered,  through  polyethylene 
tube  (L  4,  Metycaine  4 cc  test  dose,  then  12  cc  1.5  per- 
cent dose).  The  patient  was  laid  on  her  back,  had  no 
pain,  and  fetal  head  was  “near  the  pelvic  floor.”  At 
about  2:08  PM,  the  blood  pressure  fell  to  90/70  mm  Hg 
and  intravenous  fluids  were  started.  The  patient  stopped 
breathing  and  with  observation  of  this  “respiratory  ar- 
rest,” she  was  moved  to  the  delivery  room  at  2:10  PM. 
placed  on  “bag  breathing,”  oxygen,  etc.  On  intravenous 
fluids,  there  was  no  blood  pressure,  a cut-down  allowed 
for  the  second  route  of  parenteral  fluids,  and  vasopressors 
were  administered.  Consultants  were  called  and.  at  2 : 35 
PM.  a thoracotomy  was  performed;  the  heart  was  fibril- 
lating.  Attempts  to  defibrillate  with  “potassium  chloride” 
failed:  the  defibrillator  was  successful.  The  thoracotomy 
was  closed,  and  at  3:11  PM.  a midforceps  application 


Table  1.  Classification  of  67  Maternal  Deaths  Due  Di- 
rectly to  Anesthesia,  Ohio  Maternal  Mortality  Study. 
12  Years  1955-1966. 


General 

12 

Inhalation 

3.5 

Intravenous 

7 

Regional 

25 

Caudal  or  epidural 

2 

Spinal 

18 

“Saddle” 

5 

Other 

0 

delivered  a “stillborn”  5'/o  pound 
maternal  sulcus  lacerations. 

baby  with 

bilateral 

The  patient  seemed  to  breathe 

on  her  own 

at  3:15 

PM;  blood  pressure  was  150/80  mm  Hg  and  her  condi- 
tion seemed  stabilized.  The  polyethylene  catheter  re- 
vealed neithei  spinal  fluid  nor  blood  before  its  removal. 
In  spite  of  supportive  therapy,  the  patient  never  regained 
consciousness  and  died  at  8:45  PM.  Autopsy  was  re- 
fused. 

Cause  of  Death  (Certificate):  Cardiac  arrest  with 
cerebral  anoxia;  obstetrical  delivery;  stillborn  infant. 


Comment 

The  Committee  studied  facts  in  this  case  with 
maximum  interest.  An  apparently  healthy  Negro 
female  entered  premature  labor  at  36  weeks;  obvi- 
ously a minimum  of  intrapartum  medication  and 
regional  anesthesia  was  indicated,  to  support  both 
mother  and  fetus.  Members  felt  that  an  intra- 
venous should  have  been  started  prior  to  the 
epidural  anesthesia,  to  provide  immediate  support 
of  the  arterial  hypotension.  The  questions  of  the 
patient  being  allergic  to  the  “epidural  agent,”  and 
to  a possible  antagonism  between  the  Doriden  and 
the  Metycaine  were  entertained.  Members  voted 
this  a preventable  maternal  death. 

Case  No.  1219 

The  patient  was  a 34-year-old,  Negro,  gravida  VII. 
cesarean  V.  para  V,  abortus  I.  w'ho  died  undelivered.  Her 
past  history  involved  obesity  (188  lbs.)  and  chronic  re- 
current anemia  (hemoglobin  8 to  9 gm  per  100  ml),  a 
HIGH  RISK  PATIENT.  Previous  pregnancies  included 
five  cesarean  sections  (the  first  for  cephalopelvic  dispro- 
portion), and  one  spontaneous  abortion.  Prenatal  care 
during  the  last  pregnancy  was  inadequate,  with  three 
visits  by  her  own  choice.  She  was  admitted  near  term. 
September  14,  at  8:21  AM,  for  elective  (repeat)  ce- 
sarean section.  The  vital  signs  were  normal,  fetal  heart 
tones  normal,  but  because  her  hemoglobin  was  8.9  gm 
per  100  ml  (hematocrit  27  percent),  surgery  was  post- 
poned. She  (and  her  husband)  refused  to  have  her  trans- 
fused because  of  restrictions  imposed  by  their  religious 
sect.  Surgery  was  rescheduled  for  September  17.  Premed- 
ication given  on  that  date  was  Demerol  75  mg.  and 
atropine  0.4  mg  at  6:55  AM.  In  the  operating  room, 
a physician  (at  7:55  AM)  administered  a spinal  anes- 
thesia. using  Pontocaine,  10  mg  in  10  percent  glucose 
into  the  L4-5  interspace.  Almost  immediately,  the  pa- 
tient stopped  breathing,  and  became  pulseless,  without  a 
blood  pressure.  In  spite  of  all  measures,  the  patient  died 
at  8:12  AM  and  at  8:20  AM  a postmortem  cesarean 
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section  delivered  an  apnoeic  infant,  weighing  7 lb.  3 
ounces;  the  infant  survived  15  minutes.  An  autopsy  was 
permitted. 

Cause  of  Death  (Autopsy):  Cardiac  arrest  due  to 
undetermined  cause  during  cesarean  section:  anoxia; 

anemia,  clinical. 


Comment 

After  studying  available  facts,  the  Committee 
voted  this  a preventable  maternal  death.  Patient 
factors  including  obesity,  inadequate  prenatal  care, 
recurrent  anemia,  and  the  patient's  refusal  to  re- 
ceive blood  were  all  considered.  On  the  other 
hand,  the  lack  of  preoperative  initiation  of  con- 
tinuous intravenous  fluids  and  monitoring  of  vital 
signs  seemed  less  than  ideal.  Further,  anesthesiolo- 
gist members  felt  the  dosage  of  the  agent  injected 
was  larger  than  the  average  required. 


Comment  of  Consultant 

The  following  comment  of  a consultant  who 
is  a specialist  in  anesthesiology,  was  given  at  the 
request  of  the  Committee. 

These  cases  make  it  painfully  apparent  that 
mothers  still  die  from  anesthesia  at  the  time  of 
delivery.  They  also  point  to  the  fact  that  most 
ol  the  serious  complications  from  obstetric  anes- 
thesia have  reasonably  obvious  and  direct  causes. 
1 would  like  to  add  a few  comments  to  each  of 
these  cases. 

Case  No.  1212.  Vomiting,  aspiration,  and 
asphyxia  remains  the  leading  cause  of  obstetric 
anesthetic  mortality.  Not  only  does  the  obstetric 
patient  exhibit  delayed  gastric  emptying  time,  but 
she  also  may  stop  emptying  once  labor  begins. 
Thus,  any  solid  food  ingested  eight  hours  or  less 
prior  to  the  onset  of  labor  should  be  presumptive 
evidence  ol  a full  stomach  and  should  be  treated 
accordingly.  If  it  is  necessary  to  use  a general 
anesthetic  under  these  conditions,  and  this  is  only 
rarely  necessary,  one  of  a number  of  techniques  for 
endotracheal  intubation  should  be  used. 

Case  No.  466.  Pentothal  as  the  sole  anesthetic 
agent  has  no  place  in  the  practice  of  obstetric 
anesthesia. 

1 'his  patient  was  obviously  one  of  high  risk. 
Spinal  anesthesia  may  have  been  technically  im- 
possible because  of  the  obesity.  Inhalation  anes- 
thesia may  have  been  contraindicated  because  of 
a full  stomach  or  because  of  technical  problems 
relating  to  her  obesity.  For  this  patient,  considera- 
tion should  have  been  given  to  pudental  block, 
local  infiltration,  or  to  no  anesthesia  at  all! 

Case  No.  209.  With  the  information  avail- 
able, several  possibilities  seem  to  exist.  A “massive 


spinal  anesthesia”  due  to  inadvertent  subarachnoid 
Injection  cannot  be  ruled  out,  nor  can  the  possi- 
bility of  a severe  supine  hypotensive  syndrome 
leading  to  cerebral  hypoxia  and  cessation  of  respi- 
ration be  overlooked.  Against  these  possibilities  is 
the  fact  that  neither  is  lethal  providing  that  prompt 
and  proper  therapy  is  instituted;  the  time  relation- 
ships presented  in  the  protocol  are  consistent  with 
this  having  been  done. 

Case  No.  1219.  As  the  Committee  indicates, 
several  patient  factors  are  involved.  However, 
anemia  in  this  patient  does  not  particularly  indi- 
cate hypovolemia.  I would  consider  the  dosage  of 
Pontocaine  to  be  within  accepted  limits  for  a 
patient  not  in  labor.  The  starting  of  intravenous 
fluids  prior  to  the  administration  of  the  spinal 
anesthetic  is  always  desirable.  Again  in  this  case, 
the  rapid  development  of  the  supine  hypotensive 
syndrome  was  probably  the  most  important  factor 
leading  to  the  patient’s  death. 

Safe  conduct  of  spinal  anesthesia  in  the  ob- 
stetric patient  is  complicated  by  two  effects  of  the 
enlarged  uterus.  First,  it  may  obstruct  the  inferior 
vena  cava,  causing  hypotension  far  in  excess  of 
that  in  the  non-obstetric  patient.  Proper  treatment 
of  this  supine  hypotensive  syndrome  rests  primari- 
ly upon  left  uterine  displacement,  rapid  admin- 
istration of  intravenous  fluids,  and  occasionally  the 
use  of  vasopressors  (ephedrine  or  mephenter- 
mine) . 

Second,  the  enlarged  uterus  may  interfere 
with  breathing  by  obstruction  of  normal  dia- 
phragmatic descent.  Loss  of  intercostal  muscle 
function  may  occur  with  higher  levels  of  spinal 
anesthesia,  and  normal  ventilation  then  rests  on 
diaphragmatic  functions.  On  occasion,  the  patient 
can’t  talk.  Assisted  ventilation  with  mask  and 
bag  should  be  used  until  delivery  of  the  baby.  At 
this  time  a rather  marked  increase  in  the  patient’s 
tidal  volume  usually  occurs,  coincident  with  the 
relief  of  the  diaphragmatic  obstruction. 

We  may  reiterate  the  old  axiom:  “Death  is  a 
high  price  for  a woman  to  pay  for  relief  of  pain 
during  childbirth.” 


Generic  and  Trade  Names  of  Drugs 

Mcthoxyflurane  -Penthrane  (Abbott  Laboratories) 
Hydralazine  hydrochloride  — Apresoline  (Ciba 
Pharmaceutical  Co.) 

Reserpin  — Serpasil  (Ciba) 

Sodium  thiopental  — Pentothal  Sodium  (Abbott) 
Glutethimide  — Doriden  (Ciba) 

Secobarbital  — Seconal  (Eli  Lilly  & Co.) 
Piperocaine  --  Metycaine  (Eli  Lilly) 

Meperdine  hydrochloride  — (Winthrop  Laborato- 
ries) 

Tetracaine  hydrochloride  — Pontocaine  Hydro- 
chloride (Winthrop  Laboratories) 
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Highlights  in  Ohio  Welfare 


The  Medicaid  Program: 

Who  Are  the  Providers  ol  Services? 


HTHE  Ohio  Department  of  Public  Welfare 

Medicaid  Program,  which  became  effective 
July  1,  1966,  has  provided  a broad  coverage  of 
services  since  its  inception.  However,  the  extent 
of  eligibility  for  coverage  by  the  program  in  Ohio 
has  been  and  is  limited  to  those  individuals  on  the 
"Federal  Categories”  (Aid  for  the  Aged,  Aid  for 
the  Blind,  Aid  lor  Dependent  Children,  and  Aid 
lor  the  Permanently  and  Totally  Disabled).  Ap- 
proximately 400,000  individuals  are  presently  re- 
ceiving public  assistance. 

As  previously  mentioned,  the  scope  of  services 
is  comprehensive.  It  includes: 

A.  Physician  Services 

B.  Dental  Services 

C.  Vision  Care  Services  (including  eyeglasses 

and  other  vision  care  material) 

D.  Inpatient  and  Outpatient  Hospital  Ser- 

vices 

E.  Nursing  Home  Care 

F.  Drugs  and  Medical  Supplies 

G.  Podiatry  Services 

H.  Clinical  Laboratory  Services 

I.  Ambulance  Services 

J.  Home  Health  Agency  Services 

K.  State  Mental  Hospital  Services  for  Eligi- 

ble Persons  over  65  years  of  age 

L.  Medical  Equipment,  such  as  hospital  beds 

and  wheelchairs 

M.  Prosthetic  Appliances,  such  as  orthopedic 

shoes  and  hearing  aids 

N.  Other  Related  Health  and  Medical  Care 

Services 

This  wide  range  of  services  compares  favor- 
ably  with  other  State  Medicaid  Programs.  For 
example,  of  the  52  states  and  territories  which 
have  a Medicaid  Program.  36  provide  some  den- 


tal and  vision  care,  44  provide  drugs  and  medical 
supplies,  20  offer  hearing  aids,  and  31  include 
podiatry  services.  At  present  the  only  states  which 
do  not  have  a Medicaid  Program  in  effect  are 
Alaska  and  Arizona. 

I he  following  is  offered  in  order  to  add  ad- 
ditional perspective  to  the  Ohio  Title  XIX 
(Medicaid)  Program.  Of  the  total  expenditures 
ol  approximately  $144,000,000.00  for  the  calendar 
year  ending  December  31,  1970,  about  $47  million 
was  paid  to  general  hospitals  and  $52  million  to 
nursing  homes.  These  two  services  comprise  ap- 
proximately 70  percent  of  the  total  cost  of  the 
Program.  A total  of  $16,000,000.00  was  paid  to 
pharmacies  for  drugs  and  medical  supplies  and 
$8,500,000.00  was  paid  to  physicians.  The  re- 
mainder of  the  expenditures  was  for  dental  and 
vision  care  plus  the  other  services  listed  above. 

The  chart  below  is  abstracted  from  a Depart- 
ment of  HEW  report  which  describes  the  various 
services  provided  by  the  States. 

A chart  entitled  “Medicaid  Services — State 
by  State”  is  available  upon  request.  This  chart 
shows  in  tabular  form  comparison  of  Medicaid 
services  offered  in  the  various  states  and  territories. 

Basic  Medicaid  services  required  by  Federal 
law  for  participating  states  are:  Inpatient  hospital 
care;  outpatient  hospital  services;  other  laboratory 
and  x-ray  services;  skilled  nursing  home  services 
for  people  21  or  older;  screening  and  treatment 
for  people  under  21;  physicians'  services;  and, 
since  July  1970,  home  health  services. 

In  addition  to  these  required  services,  Ohio 
provides  the  following  serv  ices  for  people  receiving 
federally  supported  financial  assistance : Pre- 

scribed drugs;  dental  services;  eyeglasses;  hearing 
aids;  prosthetic  devices;  physical  therapy:  private 
duty  nursing;  optometrists’  services;  podiatrists’ 
services;  chiropractors’  services:  clinic  services: 
and  transportation. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


“The  Ecology 
of  Birth  Control” 


An  excerpt 
from  No.  i 
of  a new  series 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  “only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  an 
others  In  the  series  as  they  appea 
please  write  to  Searle  or  ask  your  Sear 
representative.  Explored  in  the  fort 
coming  issues  will  be  the  role  of  birl 
control  on  family  pressures  and  i 
effects  on  the  family;  the  influences  < 
poverty,  ethnic  factors  and  marit 
status;  its  role  in  illness,  its  genet 
implications  and  its  effects  on  tf 
emotional  and  behavioral  life  of  tf 
individual. 


n original  contribution 
►the  science  of  contraception 

Dem/ulen 

n tablet  contains  1 mg.  ethynodiol  diacetate/50  meg  ethinyl  estradiol 


:;mulen...for  low  estrogen  and  Searle’s  progestin. ..with 
I;  unsurpassed  contraceptive  effectiveness  and  low  in- 
dence  of  side  effects.. .with  simple  “Sunday-starting” 
.id  patient-proof  Compack®  tablet  dispenser. 


tions  - Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
tropins  from  the  pituitary  gland  Demulen  depresses  the  output  of  both 
[ jollicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (IH). 

lecial  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
1960.  Reported  pregnancy  rates  vary  from  product  to  product  The  ef- 
:/eness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
e combination  products.  Both  types  provide  almost  completely  effective 
•aception. 

increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
nonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 

It  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
J pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
een  quantitated  with  precision. 

ng-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
ate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
me  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
;ed  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
ptives  must  be  continued. 

location- Demulen  is  indicated  for  oral  contraception. 

tmtraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
d liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
acted  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
ping. 

rnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
ibotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
lism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
rug  should  be  discontinued  immediately. 

trospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
tudies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nt  association  between  thrombophlebitis,  pulmonary  embolism,  and 
jpral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
been  three  principal  studies  in  Britain  leading  to  this  conclusion,  and 
in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
tudy  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asse- 
s'’ in  the  United  States  found  a relative  risk  of  4 4,  meaning  that  the  users 
everal  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
a as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
st  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
>ng-contmued  administration.  The  American  study  was  not  designed  to 
late  a difference  between  products.  However,  the  study  suggested  that 
i might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
Itial  products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
jthis  finding  are  desirable. 

^continue  medication  pending  examination  if  there  is  sudden  partial  or 
• slete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
f pine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
n should  be  withdrawn. 

ice  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
- mmended  that  for  any  patient  who  has  missed  two  consecutive  periods 
nancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
3 patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
lancy  should  be  considered  at  the  time  of  the  first  missed  period, 
small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
ified  m the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
a nursing  infant  cannot  be  determined  at  this  time. 

lecautions  — The  pretreatment  and  periodic  physical  examinations  should 
ude  special  reference  to  the  breasts  and  pelvic  organs,  including 
Ipamcolaou  smear,  since  estrogens  have  been  known  to  produce  tumors, 


some  of  them  malignant,  in  five  species  of  subprimate  animals  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Althoughavailableevidenceissuggestiveof  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions.eg,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting, gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mentaldepression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalem  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X, 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners.  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13  267-279  (May)  1967. 
2.  Inman,  W.  H.  W , and  Vessey,  M P.  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey,  M P,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease,  A Further  Report,  Brit  Med.  J.  2.651-657  (June  14)  1969.  4. 
Sartwell.  P E ; Masi,  A.  T , Artnes,  F G.;  Greene,  G.  R , and  Smith,  H E.:  Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer.  J.  Epidem.  90:365-380  (Nov.)  1969.  1 A2 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*wifh  the  defoaming  action  of  simethicone 


Stuart ! 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 
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ON  THE  OMPAC  FRONT 


Role  of  Medical  Societies 
In  the  Political  Arena 


In  last  month’s  issue  of  The  Journal,  the 
purposes  and  functions  of  the  Ohio  Medical 
Political  Action  Committee  were  defined.  In  gen- 
eral, OMPAC's  function  is  to  engage  in  those 
political  activities  which  can  not  be  undertaken 
by  the  Ohio  State  Medical  Association  because  of 
legal  restrictions. 

What  is  “political  action”?  One  definition 
might  well  be:  Any  contact  which  an  organization 
has  with  the  affairs  of  local,  state,  and  national 
government,  especially  contacts  with  those  charged 
with  the  conduct  of  governmental  affairs;  and  the 
promotion  of  programs  designed  to  see  that  quali- 
fied persons  are  elected  to  public  office. 

For  years  the  Ohio  State  Medical  Associa- 
tion has  engaged  in  political  action.  In  general 
its  activities  have  been  effective.  This  is  not  to 
say,  however,  that  the  program  cannot,  and 
should  not,  be  improved. 

The  OSMA  political  action  program  has  en- 
compassed such  activities  as: 

Accumulating  information  about  can- 
didates for  public  office  through  interviews 
and  other  reliable  sources. 

Making  information  on  candidates  avail- 
able to  officials  and  legislative  committeemen 
of  county  medical  societies  so  they,  in  turn, 
can  pass  on  the  information  through  various 
channels  of  communication  to  the  members 
of  their  respective  county  medical  societies. 

Maintaining  a file  of  the  records  of  pub- 
lic office  holders  . . . making  this  data  avail- 
able to  members  of  the  Association  on  request 
or  at  an  appropriate  time. 

Participating  in  registration  drives  and 
in  “get  out  the  right  vote”  campaigns. 

Cooperating  with  other  groups  and  or- 
ganizations on  political  action,  when  ap- 
propriate. 

Advising  the  public  of  the  Ohio  State 
Medical  Association’s  attitude  and  policy 
on  certain  legislative  and  other  public  issues. 

Keeping  a close  watch  on  the  Ohio 
General  Assembly  and  the  U.S.  Congress  . . . 
making  known  to  members  of  those  bodies 
the  official  policies  of  the  Association  on 
matters  under  consideration  . . . alerting 
members  of  the  Ohio  State  Medical  Associa- 


tion on  measures  coming  before  those  bodies 
so  they  can  make  known  their  views  to  their 
respective  legislators. 

Encouraging  members  of  the  medical 
profession  and  members  of  their  families  to 
actively  support  the  candidacies  of  qualified 
candidates  for  public  offices  . . . urging  them 
to  contribute  regularly  to  the  Ohio  Medical 
Political  Action  Committee. 

Representing  the  medical  profession 
generally  before  administrative  departments 
of  the  government  on  matters  of  interest  to 
the  medical  profession. 

The  above  list  may  not  be  all-inclusive.  How- 
ever, it  reveals  the  potentials  of  a good  political 
action  program.  How  well  it  functions  and  its 
effectiveness  depend  on  various  factors,  some  of 
which  will  bear  mentioning. 

The  Ohio  State  Medical  Association  is  the 
composite  of  88  county  medical  societies  and  some 
10,000  members.  The  political  action  committee 
of  the  OSMA,  therefore,  is  simply  a combination 
of  efforts  on  political  matters  undertaken  by  the 
88  county  medical  societies  and  their  members. 

Leadership  in  political  action  must  come  from 
the  officials  of  the  state  and  local  medical  so- 
cieties as  on  all  other  activities  on  the  agenda  of 
medical  organization  in  Ohio. 

Adding  it  up,  the  effectiveness  of  the  OSMA 
political  action  program  can  be  measured  by  ( 1 ) 
how  actively  it  is  supported  by  the  individual  phy- 
sicians of  the  state;  (2)  the  caliber  of  leadership 
displayed  by  the  officials  of  both  state  and  county 
societies  on  political  affairs;  (3)  the  strength  of 
the  Ohio  Medical  Political  Action  Committee,  the 
auxiliary  anti  of  the  profession’s  action  in  the 
field  of  politics  in  its  broadest  sense. 

If  there  is  weakness  or  failure  any  place  along 
the  line,  the  political  action  program  of  the  medi- 
cal profession  of  Ohio  can  not  live  up  to  its  po- 
tential. 

What  are  some  of  the  techniques  which  can 
be  used  — or,  are  being  used  to  certain  degrees 
to  make  a program  such  as  has  been  outlined  here, 
really  click? 

These  will  be  discussed  in  a future  issue  of 
The  Journal. 

— Ohio  Medical  Political  Action  Committee 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus 


TN  LAST  MONTH’S  COLUMN,  I reported 
that  most  of  the  market  analysts  predicted  a 
slow  growth  of  this  newborn  bull.  What  a change 
has  occurred  in  the  past  30  days!  This  new  bull 
is  growing  by  leaps  and  bounds  on  a diet  of  more 
and  more  good  market  news.  There  is  a glow  of 
hope  on  Wall  Street,  and  record  trading  volumes 
and  surging  stock  prices  have  produced  a re- 
markable rally  in  the  market.  And  the  bull  has 
only  started  to  grow. 

Many  of  the  experts  now  look  for  the  Dow 
Jones  averages  to  reach  or  closely  approach  1,000 
by  the  end  of  1971.  On  the  other  hand,  nobody 
expects  the  market  to  reach  this  high  level  without 
some  setbacks.  A chart  of  this  growth  will  show 
the  market  knifing  up  sharply  with  widely  spaced, 
saw-like  jogs  which  only  temporarily  slow  the 
thrust. 

President  Nixon’s  unbalanced  budget  for  the 
fiscal  year  1972,  is  obviously  a demonstration  of 
his  attempt  to  take  an  active  hand  in  controlling 
the  economy.  He  is  sidestepping  the  inflation 
bugaboo  and  has  gone  all  out  for  growth  and  a 
booming  economy  this  year — and  it  seems  to  be 
on  the  way. 

Even  the  most  pessimistic  analysts  must  admit 
that  the  market  turnaround  is  solid  and  broad- 
based.  The  large  institutional  buyers  (Mutual 
Funds,  Pension  Funds,  Insurance  Companies, 
Bank  & Trust  Departments)  are  strongly  com- 
mitted in  this  surge.  Acknowledging  that  these 
large  investors  are  chiefly  responsible  for  the  huge 
volume  we  are  now  seeing,  the  individual  investors 
have  also  returned  to  the  market  and  it  appears 
that  they  are  supporting  the  quality  stocks  that 
have  varying  degrees  of  blue.  Personal  savings  are 
high  and  with  the  decline  of  interest  rates,  the 
consumer  in  1971  will  probably  buy  a new  car,  a 
TV  set,  replace  household  appliances  and  other 
products,  the  sales  of  which  will  spur  recovery. 
New  orders  for  manufacturers’  hard  goods  are 

This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company.  Columbus. 


increasing  and  contract  awards  for  homebuilding 
have  bounced  upward.  In  fact,  the  Administra- 
tion is  now  estimating  a gross  national  product 
of  $1,065  billion  for  1971,  which  is  a substantial 
increase  over  1970. 

What  this  means  to  you  and  me  as  investors 
is  that  “now  is  the  time”  to  get  in  the  market  or 
to  extend  your  participation  in  the  stock  market. 
In  my  past  several  columns,  I have  advised  you 
to  invest  conservatively,  and  there  is  still  plenty 
of  time  to  achieve  capital  growth  in  this  resurging 
market.  Consult  with  your  broker  for  a list  of 
stocks  that  are  marked  for  growth.  Individual 
stocks  mentioned  in  some  of  my  recent  columns 
will  give  you  a good  start  in  your  investment 
program  for  growth. 

It  is  predicted  that  the  status  symbol  of  the 
future  will  be  a household  computer.  They  will  be 
programmed  to  help  you  in  many  ways,  such  as 
serving  as  an  environmental  control  system  by 
regulating  water,  heat,  lights  and  other  utilities. 
It  could  also  assist  in  tax  return  preparation,  and 
it  could  be  programmed  to  provide  instant 
analysis  of  an  entire  portfolio  of  securities.  I’m 
sure  it  could  be  programmed  to  open  the  garage 
doors,  measure  the  gin  ratio  of  martinis  and 
otherwise  serve  the  man  who  has  everything. 

Proctor  & Gamble,  my  stock  of  the  month, 
is  a name  known  to  everyone  and  it’s  a good  star 
to  hitch  onto  in  this  market.  P & G is  firmly 
established  as  the  leading  domestic  merchandiser 
of  soap  and  detergents.  Its  products  are  household 
words  due  to  its  heavy  promotional  programs. 
This  is  a company  that  ignores  recessions  and 
continues  to  introduce  new  products  for  an  ever 
increasing  population.  Synthetic  detergents  and 
soaps  account  for  60  percent  of  sales.  Food  prod- 
ucts represent  about  21  percent  of  sales,  and 
toiletries  and  paper  products  account  for  the 
balance.  P & G maintains  over  80  manufacturing 
plants  throughout  the  world  and  has  about  42,000 
employees.  Earnings  are  up  sharply  and  an  in- 
vestment in  this  well-managed  company  should 
be  rewarding.  Incidentally,  dividends  have  been 
paid  on  the  common  stock  since  1891  and  show 
steady  annual  increases. 


. 
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A MESSAGE  FROM  THE  PRESIDENT 


Richard  L.  Fulton,  M.D. 


What  Will  They  Do 
in  Vinton  County 
Without  a Doctor? 


WHAT  WILL  THEY  DO  in  Vinton  County 
without  a Doctor?  The  question  was  at 
least  partly  moot  until  last  month.  Today  it  is  a 
stark,  cold  reality.  The  burden  of  being  the  only 
physician  in  an  area  of  some  11,000  population 
came  to  a climax  in  February  when  Dr.  Richard 
E.  Bullock  left  the  county  for  an  assignment  else- 
where. 

Dr.  Bullock  has  been  honored  many  times 
for  his  dedicated  service  to  his  community  both  as 
a physician  and  as  an  outstanding  citizen.  He 
has  been  hailed  as  the  typical  general  practitioner, 
and  numerous  articles  have  been  written  about 
the  unique  position  he  has  filled  in  the  hill 
country  of  Southeastern  Ohio. 

In  1967  Josephine  Robertson,  medical  writer 
for  the  Cleveland  Plain  Dealer,  interviewed  Dr. 
Bullock  and  wrote  a feature  article  about  him. 
At  that  time  he  had  been  in  McArthur,  the 
county  seat,  for  18  years.  During  his  early  years 
there  Dr.  Herbert  Chamberlin  practiced  in 
McArthur  — until  his  death  in  1959.  From  1960 
to  1965,  Dr.  David  Caul  was  a practitioner  there. 

Josephine  Robertson’s  article  entitled  “Doctor 
Shortage  Means  20-Hour  Day  for  Rural  GP,” 
concluded  as  follows: 

Interviewer:  “Aren’t  you  very  tired?” 

Dr.  Bullock:  “Not  as  much  as  sometimes. 
There  are  days  when  I feel  162.” 

Interviewer:  “Why  do  you  keep  on  here?” 
Dr.  Bullock:  “I  can  only  answer  that  with 
another  question.  What  would  they  do  in  Vinton 
County  if  I didn’t?” 

The  question  was  rhetorical  four  years  ago. 
Today  it  is  a practical,  priority  consideration  for 


community  leaders  in  Vinton  County,  for  the 
medical  profession  in  Ohio,  and  for  thousands 
of  men,  women,  and  children  in  the  McArthur 
area  who  relied  on  Dr.  Bullock  as  their  family 
doctor. 

That  same  question  rings  out  — sometimes 
with  a hollow  tone  — in  a number  of  rural  areas 
throughout  Ohio.  We  are  not  referring  to  the 
cross-roads  villages  where  doctors  are  needed  but 
where  people  have  access  to  physicians  in  nearby 
towns.  We  are  speaking  of  areas  like  McArthur, 
a county  seat,  where  people  will  have  to  go  miles 
to  a physician  in  a neighboring  county.  It  is  31 
miles  from  McArthur  to  Chillicothe,  24  miles  to 
Logan,  28  miles  to  Athens,  and  20  miles  to 
Jackson. 

Why  this  dearth  of  doctors  in  certain  rural 
areas  in  a State  blessed  with  more  than  its  quota 
of  physicians?  Ohio  has  approximately  one  M.D. 
for  every  1,000  people  counting  interns  and  resi- 
dents who  tend  patients.  Add  the  osteopathic  phy- 
sicians and  the  proportion  is  even  more  favorable. 

Physicians  in  rural  areas  are  not  going  hungry. 
On  the  contrary,  most  of  them  are  living  ex- 
ceedingly well.  The  problem  in  the  rural  areas 
is  not  a lack  of  patients,  but  an  overabundance 
of  patients  — as  in  the  case  of  Dr.  Bullock.  The 
problem  is  surely  not  rejection.  In  county  seat 
towns,  the  doctor  is  a man  of  stature  and  prestige. 
The  doctor’s  wife  usually  finds  herself  a person 
of  prestige  in  the  community.  There  are  dis- 
advantages as  far  as  education  for  the  children 
is  concerned,  but  there  are  advantages  also  — 
less  pressure,  more  comradery,  less  corroborative 
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(President’s  Message  — Contd.) 

effort,  more  individual  initiative.  In  short,  the 
rural  doctor’s  children  do  about  as  well  as  the 
city  doctor's. 

The  Ohio  State  Medical  Association  has 
sponsored  a Physician’s  Placement  Service  for 
many  years,  and  has  emphasized  the  advantages  of 
non-metropolitan  practice.  Placement  in  rural 
communities  has  met  with  some  success,  but  not 
enough  to  compete  with  the  lure  of  metropolitan 
practice.  Older  rural  physicians  retire  or  pass  on 
and  young  men  are  not  taking  their  places  in 
sufficient  numbers.  The  glitter  of  the  city  lights, 
the  desperate  demand  to  specialize,  the  dread  of 
isolation,  all  take  their  toll  on  the  ecjual  distribu- 
tion of  physicians  according  to  population. 

“Family  practitioner”  is  an  honored  title  in 
the  tradition  of  medicine.  For  a while  that  title 


took  a beating  in  the  mad  scramble  for  board 
certification  — the  diplomate-or-die  kick.  Today, 
thanks  to  persistence  from  Ohio,  family  practice 
has  again  come  into  its  own  on  the  prestige  front. 
Ohioans  lead  the  drive  that  culminated  in  creation 
of  the  American  Hoard  of  Family  Practice. 

What  will  they  do  in  Vinton  County  without 
a doctor?  This  is  an  appeal  for  some  young  doctor 
to  head  off  that  question  before  it  becomes  des- 
peration. Better  still  for  two  physicians  to  go 
perhaps  into  partnership  in  that  area.  The  doctor's 
pledge  is  to  serve  humanity.  The  opportunity  to 
fulfill  that  pledge  is  knocking,  knocking,  knocking. 

President.  Ohio  State  Medical  Association 
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1971  OSMA  ANNUAL  MEETING  SCHEDULE 


Sheraton-Columbus  Hotel  Scientific  Sessions  and  Exhibit  Hall 

(Headquarters  Hotel)  Veterans  Memorial  Building 

May  10,  11,  12,  13  and  14 


MONDAY,  MAY  10 

3:00-7:00  p.m. 

Registration  of  Delegates,  Alternates 
OSMA  Council  and  Official  Guests 

Terrestrial  Promenade 
Second  Floor 
Sheraton-Columbus 

4:00  p.m. 

Councilor  District  Caucus  Meetings 

Sheraton-Columbus 

District 

1 

-Dr. 

Ivins 

Room  401 

District 

2 

Dr. 

Schroer 

Room  823 

District 

3 

Dr. 

Becker 

Room  814 

District 

4 

-Dr. 

Bates 

Room  523 

District 

5 

Dr. 

Fishman 

Taft  Room 

District 

6 

-Dr. 

Lieber 

Room  623 

District 

7 

Dr. 

Press 

Room  501 

District 

8 

-Dr. 

Wells 

Room  701 

District 

9 

— Dr. 

Clarke 

Room  601 

District 

10 

— Dr. 

McLaman 

Room  723 

District 

11 

— Dr. 

Schultz 

Room  923 

5:00  p.m. 

Party  given  for  VIP  Women 

French  Pavilion 
Fourth  Floor 
Sheraton-Columbus 

5:30  p.m. 

Buffet  Dinner  for  Delegates,  Alternates, 
OSMA  Council  and  Official  Guests 

Venus  and  Mars  Rooms, 
Second  Floor 
Sheraton-Columbus 

7:00  p.m. 

First  Session  — Business  Meeting 
OSMA  House  of  Delegates 

Saturn  and  Jupiter  Rooms 
Second  Floor 
Sheraton-Columbus 

TUESDAY,  MAY  11 

8:00  a.m. 

Special  Registration  of  Exhibitors 

Veterans  Memorial  Bldg. 
Ground  Floor 

8:30  a.m. 

General  and  Pre-registration  Opens 

Veterans  Memorial  Bldg. 

9:00  a.m. 

Exhibits  Open 

Veterans  Memorial  Bldg. 

9:00-10:00  a.m. 

OSMA  General  Session 

Speaker:  Crawford  Morris,  LL.B. 
“Modem  Trends  in  Medical  Malpractice” 

Assembly  Hall 
First  Floor 

Veterans  Memorial  Bldg. 
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MEETING  SCHEDULE 

(Continued) 

TUESDAY,  MAY  11  (Continued) 

9:00-10:30  a.m. 

Section  on  Neurology  program 
(presentations  by  members  of  the 
Div.  of  Neurology,  OSU) 

Means  Hall 
Ohio  State  University 
Hospital 

9:00  a.m. 

Resolutions  Committee  No.  1 

Auditorium,  Third  Floor 
Sheraton-Columbus 

9:00  a.m. 

Resolutions  Committee  No.  2 

McKinley-Harding  Rooms 
Third  Floor 
Sheraton-Columbus 

9:00  a.m. 

Resolutions  Committee  No.  3 

Harrison  Rooms, 
Third  Floor 
Sheraton-Columbus 

9:00  a.m. 

Committee  on  Presidents’  Address 

Hayes-Garfield  Rooms 
Third  Floor 
Sheraton-Columbus 

9:00  a.m. 

Committee  on  Nominations 

Grant  Room,  Third  Floor 
Sheraton-Columbus 

10:00-10:30  a.m. 

Break  for  Tour  of  Exhibits 

Veterans  Memorial 

10:00-11:30  a.m. 

Four  of  Div.  of  Neurology 
Section  on  Neurology 

Ohio  State  University 
Hospital 

10:30  a.m. -12:00  Noon 

OSMA  General  Session 
Sponsored  by  the  SAMA  Chapters 

Assembly  Hall 
First  Floor 
Veterans  Memorial 

11:00  a.m. 

Health  Commissioners  Institute 
Meeting  with  Director  of  Health 

Room  205,  Second  Floor 
Veterans  Memorial 

12:00  Noon 

Doctor’s  Day  Luncheon 

Sponsored  by  the  Woman's 
Auxiliary  of  the  Ohio 
State  Medical  Association 

Saturn  Room,  Second  Floor 
Sheraton-Columbus 

12:00  Noon 

Luncheon 

Section  on  Rheumatology 

China-Malay  Rooms, 
Second  Floor 
Sheraton-Columbus 
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TUESDAY,  MAY  11 

(Continued) 

12:00  Noon 

Luncheon 

Section  on  Neurology 
(followed  by  business  meeting) 

Center  for  Tomorrow 
2400  Olentangy  River  Rd. 
Columbus,  Ohio 

1 : 30  p.m. 

Continuation  of  Reference  Committee 
Meetings,  if  necessary' 

Sheraton-Columbus 

1 : 30-5: 00  p.m. 

Section  on  Sports  Medicine 

Room  201.  Second  Floor 
Veterans  Memorial 

1 :30  p.m.-3:30  p.m. 

General  Session 

Sponsored  by  the  OSMA  Committee 
on  Environmental  and  Public  Health 
“Medicine  and  the  Environment” 

Assembly  Hall,  First  Floor 
Veterans  Memorial 

Speakers:  Eric  J.  Cassell,  M.D..  New  York 

Vaun  A.  Newill,  M.D.,  Durham,  North 
Robert  A.  Vogel,  M.I).,  Dayton 

Carolina 

1 :30  p.m. 

Business  Meeting 

Ohio  Chapter,  American  College  of 
Chest  Physicians 

Rooms  206-207 
Second  Floor 
Veterans  Memorial 

2:30-3:00  p.m. 

Break  for  Tour  of  Exhibits 

Veterans  Memorial 

3:00  p.m. 

Section  on  Neurology 

Room  208,  Second  Floor 
Veterans  Memorial 

3:00  p.m. 

Section  on  Rheumatology 

Rooms  203  & 204 
Second  Floor 
Veterans  Memorial 

3:00  p.m. 

Health  Commissioners  Institute 

Room  205,  Second  Floor 
Veterans  Memorial 

4:30  p.m. 

Close  Exhibits  for  Tuesday 

Veterans  Memorial 

5:00-6:00  p.m. 

Reception  for  Exhibitors 
Technical,  Scientific,  and  Health-Education 

French  Pavilion, 
Fourth  Floor 
Sheraton-Columbus 

6:00  p.m. 

Health  Commissioners  Banquet 

Christopher  Inn 
300  East  Broad  Street 
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WEDNESDAY,  MAY  12 

7 :30  a.m.-9:00  a.m. 

SUNRISE  SEMINARS 
“Acute  Respiratory  Failure” 
Discussant  Leader: 
Philip  A.  Bromberg,  M.D. 

Harrison  Rooms, 
Third  Floor 
Sheraton-Columbus 

“Incorporation  of  Medical  Practice” 
Discussant  Leader: 

Judge  Richard  B.  Metcalf 

Taft  Room,  Third  Floor 
Sheraton-Columbus 

“The  Physician’s  Assistant” 

Grant  Room,  Third  Floor 
Sheraton-Columbus 

Discussant  Leader: 
Robert  J.  Atwell,  M.D. 

8:00  a.m. 

OMPAC  Board  Breakfast 
and  Business  Meeting 

Llarding-McKinley  Rooms 
Third  Floor 
Sheraton-Columbus 

8:30  a.m. 

General  and  Advance  Registration 

Veterans  Memorial 

9:00  a.m. 

Exhibits  Open 

Veterans  Memorial 

9:00  a.m. 

Ohio  Society  of  E.N.T.  and  the 
Section  on  Ear,  Nose  and  Throat 

Room  201,  Second  Floor 
Veterans  Memorial 

9:00  a.m. -10:00  a.m. 

General  Session 
“Medical  Micro-Wave 
Television  in  Ohio” 

Assembly  Hall 
First  Floor 
Veterans  Memorial 

10:00  a.m.-I  1 :00  a.m. 

General  Session 

“The  Controversey  — Orinase” 
Sponsored  by  the  Central 
Ohio  Diabetes  Association 

Assembly  Hall 
First  Floor 
Veterans  Memorial 

10:00  a.m. 

Ohio  Ophthalmological  Society 
Annual  Business  Meeting 

Athletic  Club  of  Columbus 
136  East  Broad  Street 

10:00-10:30  a.m. 

Break  for  Tour  of  Exhibits 

Veterans  Memorial 

11:00  a.m. 

Health  Commissioners  Institute 

Room  205,  Second  Floor 
Veterans  Memorial 

11:30  a.m. 

OMPAC  LUNCHEON 
Speaker:  Senator  Tennyson  Guyer 

Saturn  Room,  Second  Floor 
Sheraton-Columbus 

Subject:  “The  Personal  Touch” 

12:00  Noon 

Luncheon 

Ear,  Nose  and  Throat  Society 

China-Malay  Rooms 
Second  Floor 
Sheraton-Columbus 

12:00  Noon 

Luncheon 

Directors  of  Medical  Education 

Caribbean-Mediterranean 
Rooms,  Second  Floor, 
Sheraton-Columbus 
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WEDNESDAY,  MAY  12 

(Continued) 

12:00  Noon 

Luncheon 

Ohio  Ophthalmological  Society 

Athletic  Club  of  Columbus 
136  East  Broad  St. 

1 : 30-2:00  p.m. 

Break  for  Tour  of  Exhibits 

Veterans  Memorial 

2:00-3:00  p.m. 

OSMA  GENERAL  SESSION 

Speaker:  Mr.  W.  Ross  Thatcher 

Premier  of  Saskatchewan 
(Canada) 

Assembly  Hall,  First  Floor 
Veterans  Memorial 

3:00  p.m. 

Section  on  Anesthesiology 

Rooms  203-204, 
Second  Floor 
Veterans  Memorial 

3:00  P.M. 

Combined  Sections  on  Directors 
of  Medical  Education  & General 
Practice 

Assembly  Hall,  First  Floor 
Veterans  Memorial 

3:00  p.m. 

Section  on  Colon  & Rectal  Diseases 

Room  209,  Second  Floor 
Veterans  Memorial 

3:00  p.m. 

Section  on  Ear,  Nose  and  Throat 
and  Specialty  Society 

Room  201,  Second  Floor 
Veterans  Memorial 

3:00  p.m. 

Section  on  Ophthalmology  and  the 
Ohio  Ophthalmological  Society 

Rooms  206-207 
Second  Floor 
Veterans  Memorial 

3:00  p.m. 

Health  Commissioners  Institute 

Room  205,  Second  Floor 
Veterans  Memorial 

3:30  p.m. 

Meeting  of  OSMA  Delegates  and 
Alternates  to  the  AMA 

Grant  Room,  Third  Floor 
Sheraton-Columbus 

4:00  p.m. 

Ohio  Psychiatric  Association — ERF 
Trustees  Meeting 

Harrison  Rooms, 
Third  Floor 
Sheraton-Columbus 

5:30  p.m. 

Ohio  Society  of  Pathologists 
Board  of  Governors 

Taft  Room,  Third  Floor 
Sheraton-Columbus 

6:00  p.m. 

Ohio  Psychiatric  Association 
Council  Meeting 

Hayes-Garfield  Rooms 
Third  Floor 
Sheraton-Columbus 

6:30  p.m. 

Dinner— Columbus  Society 
of  Anesthesiologists 

University 
Stouffers  Inn 

3025  Olentangy  River  Rd. 
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WEDNESDAY,  MAY  12  (Continued 


6:30  p.m. 

OSMA’s  Night  at  Scioto  Downs  Scioto  Downs 

Buffet  Dinner,  Open  Bar,  (Bus  Transportation  will 

Races,  all  for  the  price  leave  from  the  Sheraton- 

of  $11.00  per  person  Columbus  from  5:45  to 

6:00  P.M.) 

THURSDAY,  MAY  13 


8:30  a.m. 

General  and  Advance  Registration  Veterans  Memorial 

Opens 

8:30  a.m. 

Breakfast,  Ohio  Committee  on  Trauma,  Oceanic  Suites, 

American  College  of  Surgeons  Second  Floor 

Sheraton-Columbus 

9:00  a.m. 

OSMA  GENERAL  SESSION  Assembly  Hall,  First  Floor 

Program  sponsored  by  the  Veterans  Memorial 

OSMA  and  the  Ohio  Society  of 
Internal  Medicine  and  the 
Section  on  Internal  Medicine 

“PEER  REVIEW” 

Speakers  and  Topics: 

“Role  of  Intermediary  and/or  Carrier  in  the 
Delivery  of  Health  Care  and  Peer  Review” 

Mr.  Louis  A.  Orsini,  Director 
Health  Insurance  Council 
New  York 

“Hospital  Utilization  Review  and  Foundations” 

Lowell  H.  Steen,  M.D. 

Hammond,  Indiana 

“Peer  Review  in  the  Physician’s  Office” 

Clyde  C.  Greene,  Jr.,  M.D. 

San  Francisco,  California 

9:00  a.m. 

Health  Commissioners  Institute  Room  205,  Second  Floor 

Veterans  Memorial 

9:00  a.m.-1  :00  p.m. 

Section  and  Ohio  Society  of  Pathologists  Rooms  203-204, 

followed  by  Business  Meeting  Second  Floor 

Veterans  Memorial 

10:30  a.m.-II  :00  a.m. 

Break  for  Tour  of  Exhibits  Veterans  Memorial 
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THURSDAY,  MAY  13  (Continued) 

11:00  a.m. 

General  Session 

“Management  of  the  Burned  Patient” 

Assembly  Hall, 
First  Floor 
Veterans  Memorial 

Program  presented  by  the 
Ohio  Committee  on  Trauma,  A.C.S. 
and  the 

OSMA  Section  on  Plastic  Surgery 

12:30  p.m. 

Business  Meeting — Section  on 
Plastic  Surgery 

Assembly  Hall 
First  Floor 
Veterans  Memorial 

12:00  Noon 

Luncheon 

New  Members  of  the  Ohio  State 
Medical  Association 

Oceanic  Suites, 
Second  Floor 
Veterans  Memorial 

12:00  Noon 

Luncheon 

Ohio  Psychiatric  Association 

Venus  Room,  Second  Floor 
Sheraton-Columbus 

12:00  Noon 

Luncheon 

Neurosurgical  Society  & Section 

The  Lindenhof 
169  E.  Beck  Street 

1 :00  p.m. 

Ohio  Neurosurgical  Society  & Section 

Room  VM-22 
Veterans  Wing  Mezz. 
Veterans  Memorial 

1 : 30-2: 00  p.m. 

Tour  of  Exhibits 

Veterans  Memorial 

2:00  p.m.-3:00  p.m. 

OSMA  GENERAL  SESSION 
Speaker — Archbishop  Fulton  J.  Sheen 

Main  Auditorium 
First  Floor 
Veterans  Memorial 

3:00-5:30  p.m. 

Ohio  Society  of  Pathology  and 
Section  on  Pathology 

Rooms  203-204, 
Second  Floor 
Veterans  Memorial 

3:00  p.m. 

Section  on  Physical  Medicine  & 
Rehabilitation  and  the  Ohio  Society 
of  Physical  Medicine  and  Rehabilitation 

Rooms  206-207 
Second  Floor 
Veterans  Memorial 

3:00  p.m. 

Section  on  Psychiatry  & Neurology 
and  the  Ohio  Psychiatric  Association 
followed  by  business  meeting 

Room  201,  Second  Floor 
Veterans  Memorial 

3:00  p.m. 

Executive  Committee  Meeting 
Ohio  Committee  on  Trauma,  A.C.S. 

Room  209,  Second  Floor 
Veterans  Memorial 
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Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


The  automatic 


transition* 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.2 

Te  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
IISYNTHROID. 


1.  The  deiodination  of  T4  to  T;,at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3— T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 
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Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0.1  mg.  until  the  optimum 
maintenance  dose  is  reached  (0.1- 1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES  INC 

Morton  Grove.  Illinois  60053 
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As  your  hypothyroid 
patients  travel 
along  the  smooth 
road*  let  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM : In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS! 
0.05mg.(white);0. 1 mg. (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


4 SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further 
information. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


ANNUAL  MEETING  SCHEDULE  (Continued) 


THURSDAY,  MAY  13 

(Continued) 

3:00  p.m. 

Ohio  State  Society  of  Thoracic  Surgeons 

Room  208,  Second  Floor 
Veterans  Memorial 

4:30  p.m. 

Dismantle  all  Exhibits 

Veterans  Memorial 

7:00  p.m. 

Cocktails  and  Dinner,  Ohio  Neurosurgical 
Society  and  Section 

Walnut  Hill  Country  Club 
6001  E.  Livingston  Ave. 

Dinner,  Ohio  Society  of  Physical 
Medicine  and  Rehabilitation 

(Time  and  Place  to  be 
Announced) 

5:30  p.m. 

Buffet  Dinner  for  Delegates,  Alternates, 
OSMA  Council  and  Official  Guests 

Venus  and  Mars  Rooms, 
Second  Floor 
Veterans  Memorial 

6:00  p.m. 

Ohio  Psychiatric  Association  ERF 
Reception 

Oceanic  Suites, 
Second  Floor 
Sheraton-Columbus 

6:30  p.m. 

Registration — Final  Session  of 
House  of  Delegates 

Terrestrial  Promenade, 
Second  Floor 
Sheraton-Columbus 

7 : 00  p.m. 

Business  Meeting,  Final  Session 
of  the  House  of  Delegates 

Saturn  and  Jupiter  Rooms 
Second  Floor 
Sheraton-Columbus 

7 : 00  p.m. 

Dinner 

Ohio  Psychiatric  Association — ERF 
followed  by  Ewing  Crawfis  Lecture 

Oceanic  Suites, 
Second  Floor 
Sheraton-Columbus 

FRIDAY,  MAY  14 

8:00  a.m. 

OSMA  Council  Meeting  Breakfast 

Grant  Room,  Third  Floor 
Sheraton-Columbus 

March,  1971  / 267 
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Proudly  Presents. 

''-THE  STAR  SPANGLED 
SPEAKER 

SENATOR  TENNYSON  GUYI 

SUBJECT:  “THE  PERSONAL  TOUC 


WEDNESDAY,  MAY  12,  1971  - 11:30  A.I 

(Week  of  the  OSMA  Annual  Meeting) 


Saturn  Room,  Second  Floor,  Sheraton-Columbus 


MEET  SENATOR  TENNYSON  CUYER 


Since  1950  he  has  combined  his  position  as 
Director  of  Public  Affairs  with  the  Cooper  Tire  and 
Rubber  Company  in  Findlay,  Ohio,  where  he  makes 
his  home,  with  service  in  the  Ohio  Senate. 

Senator  Guyer  is  completing  four  terms  as 
Senator  — 12  years  as  a legislator  — and  in  the  in- 


terim manages  to  handle  a couple  of  hundred 
a year  from  coast  to  coast. 

Many  prominent  people  such  as  J.  Edgar  I 
and  Lowell  Thomas  have  endorsed  his  sign 
contribution  to  the  American  Way  of  life. 
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OMPAC  LUNCHEON  RESERVATION 

WEDNESDAY,  MAY  12,  1971  - 11:30  A.M. 


Enclosed  is  $ 


to  pay  for: 

OMPAC  Luncheon  tickets  @ $5.00  per  person 


Name 

Street  Address: 
City: 


(Please  pick  up  tickets  at  OSMA  Registration  Desk) 

Mail  to:  Ohio  State  Medical  Association,  17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


MAKE  YOUR  HOTEL  RESERVATIONS  FOR  THE  1971  OSMA  ANNUAL  MEETING 


COLUMBUS,  OHIO 


MAY  10-14 


to  better 


Leading  Downtown  Columbus 
Hotels  at  Prevailing  Rates 

SHERATON-COLUMBUS  MOTOR  HOTEL 
50  North  Third  Street 
(OSMA  Headquarters) 

Singles  $1 6.00  - $22.00 

Doubles  $22.00  - $27.00 

Twins  $22.00  - $27.00 

NEIL  HOUSE  MOTOR  HOTEL 
41  South  High  Street 

Singles  $1  3.00  - $20.00 

Doubles  $18.00  - $23.00 

Twins  $20.00  - $25.00 


SOUTHERN  HOTEL 
South  High  and  East  Main  Streets 

Singles  $1 0.50  - $1 1 .50 

Doubles  $13.50  - $14.50 

Twins  $14.00  - $20.00 


HOLIDAY  INN -DOWNTOWN 
175  East  Town  Street 


Singles 

Doubles 

Twins 


$14.00 

$19.00 

$19.00 


CHRISTOPHER  INN 
300  East  Boad  Street 
(Woman's  Auxiliary  Headquarters) 


Singles 

Doubles 

Twins 


Singles 

Doubles 

Twins 


$14.00  - $16.00 
$18.00 
$21.00 

PICK-FORT  HAYES  HOTEL 
31  West  Spring  Street 

$13.50  - $18.00 
$18.50  - $20.00 
$19.50  - $23.00 


All  rates  subject  to  change.  If  you  plan 
to  share  a room,  please  indicate  name 
of  roommate. 


WL 
T°*aY. 


HOTEL  RESERVATION  BLANK 

(Mail  to  Hotel  of  Choice) 


(Name  of  Hotel) 


(Address) 


.Columbus,  Ohio 


Please  reserve  the  following  accommodations  during  the  period  of  the  Ohio  State  Medical  Association 
Annual  Meeting,  May  10-14  (or  for  period  indicated). 


.Single  Room 
.Double  Room 


.Twin  Room 


Other  Accommodations- 


Price  Range 

Arrival:  May at A.M P.M. 

Departure:  May at  A.M.  __ P.M. 

PLEASE  VERIFY  MY  RESERVATION 

Name 

Address 


You  are  cordially  invited  to  hear  and  see  three  of  our 
outstanding  Annual  Meeting  Speakers  . . . 


WED.,  MAY  12,  1971 
2:00  P.M.,  Assembly  Hall 
Veterans  Memorial  Building 

PREMIER 

W.  ROSS  THATCHER 
Province  of  Saskatchewan 
(Canada) 

Mr.  Thatcher,  ninth  Premier  of  Sas- 
katchewan is  looked  upon  by  many 
as  a rather  unusual  politician- re- 
freshingly unusual.  Mr.  Thatcher  is 
noted  for  many  things,  but  probably 
most  of  all  for  being  a man  who 
speaks  his  mind,  and  who  wastes 
few  words  while  doing  it.  There  is 
never  the  slightest  doubt  about 
where  he  stands  on  any  issue  — and 
one  place  where  he  never  stands  is 
“on  the  fence.” 

Mr.  Thatcher  graduated  from  Queen's 
University  at  Kingston,  Ontario,  with 
a Bachelor  of  Commerce  degree 
when  he  was  18  years  old.  In  1945, 
he  became  one  of  the  Canadian  Par- 
liament’s youngest  members,  win- 
ning a seat  at  the  age  of  28. 

Mr.  Thatcher’s  government  is  dedi- 
cated to  the  promotion  of  Saskatch- 
ewan’s development  through  respon- 
sible private  enterprise  methods 


TUESDAY,  MAY  11,  1971 
9:00  A.M.,  Assembly  Hall 
Veterans  Memorial  Building 

CRAWFORD  MORRIS,  LL.B. 
Cleveland,  Ohio 

"Modern  Trends  in 
Medical  Malpractice" 


Mr.  Morris  has  Medical  Malpractice 
Expertise.  He  is  one  of  the  senior 
trial  lawyers  of  Arter  & Hadden  of 
Cleveland,  Ohio,  a firm  of  72  law- 
yers. He  has  had  26  years  experi- 
ence in  the  courtroom  defending 
doctors,  hospitals,  drug  companies, 
etc.,  either  for  their  insurance  com- 
panies or  else  directly  for  them.  He 
has  been  a Member  and  Past  Chair- 
man of  the  Malpractice  and  Profes- 
sional Liability  Committee;  and  he 
is  presently  the  Vice-Chairman  of 
the  Subcommittee  on  Doctors  and 
Hospitals,  International  Association 
of  Insurance  Counsel.  He  is  a recog- 
nized lecturer  and  author. 


THURSDAY,  MAY  13,  1 
2:00  P.M.,  Main  Auditoi 
Veterans  Memorial  Buil 

ARCHBISHOP 
FULTON  J.  SHEEN 
New  York,  N.  Y. 

Archbishop  Sheen  is  a “mos 
standing”  person  devoted  to  th 
fare  of  mankind.  He  is  an  Edu 
Preacher,  Editor,  Columnist,  a 
thor  to  mention  just  a few  I 
many  accomplishments.  Bi 
Sheen  has  reached  millions  of 
sons  through  his  writing,  ant 
programs. 

In  1952,  he  received  the  Tau  K 
Alpha  Award,  the  Forensic  h 
Society  with  headquarters  at  Pi 
University  for  “outstanding  spt 
in  the  field  of  religion.” 

In  1964  he  was  presented  ThejC 
of  Lafayette  Freedom  Awan 
distinguished  leadership  in  c 
ing  Communism.  He  has  a nut 
of  degrees:  J.C.B.,  Catholic  Un 
sity  of  America,  1920;  Ph.D.l J 
vain,  Belgium,  1923;  S.T.D.,  R 
1924;  Agrege  enphilosophie,]  || 
vain,  1925;  and  a number  of 
ary  degrees. 


The  Programs  are  in  conjunction  with  the 
Ohio  State  Medical  Association 

Annual  Meeting,  May  10-14,  1971 
COLUMBUS,  OHIO 
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You  BETCHA 

I’m  going  to  Scioto  Downs 
How  About  You? 


WEDNESDAY  MAY  12, 1971 
6:30  A.M. 

MAKE  YOUR  RESERVATION. . .TODAY!! 


ANNUAL  MEETING  PRE-REGISTRATION 

AND 

TICKET  FORM 

SOCIAL 

FUNCTION  TICKETS  RESERVATIONS 

Note: 

(No 

tickets  reserved  without  money) 

Make  checks  payable  to:  Ohio 

State  Medical  Association 

Mail  this  form  to:  Ohio  State  Medica 

1 Association,  17  South  High 

Street, 

Suite  500,  Columbus,  Ohio  43215 

Tuesday,  May  11, 12:00  Noon 

Wednesday.  May  12,  11:30  A.M. 

Wednesday,  May  12,  6:30  P.M. 

"Doctors  Day  Luncheon'' 

"OMPAC  Luncheon" 

"OSMA's  Night  at  Scioto  Downs" 

Sponsored  by  the  Woman's  Auxiliary  to  the 

Sheraton-Columbus  Hotel 

Scioto  Downs 

Ohio  State  Medical  Association 

$5.00  per  person 

6000  South  High  St. 

Sheraton-Columbus  Hotel 

$11.00  per  person 

$5.00  per  person 

Number 

(Special  Price  to  Exhibitors  of  $800  per  person) 

Number 

Number 

Name- 

(Please  Print) 

Address- 

(Number  and  Street) 

(City) 

(State) 

1 am: 

Do  You 

Belong  to  OMPAC?  Q Q 

1 1 OSMA  Member 

YES  NO 

1 1 Non-Member  Physician 

Please  prepare  guest 

Q Medical  Student 

Dodge  for  my  spouse. 

O Guest 

Other 

(fill  in) 

(Please  print  name) 

KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


March 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown — March  12,  Congenital 
Heart  Disease;  March  19,  The  Master’s  Test; 
March  26,  Use  of  the  Holter  Monitor  and 
Telemetry. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m.  — 
March  16,  Value  of  Hypnosis  in  Clinical  Medi- 
cine, Dr.  Ruiz;  March  23,  Clinical  Use  of  Di- 
uretics, Dr.  Kessler;  March  30,  Medical  Audit 
Conference,  Dr.  Gaylord. 

Internal  Medicine  — Sponsored  by  Ohio 
State  University  College  of  Medicine,  at  the  OSU 
Center  for  Tomorrow,  2400  Olentangy  River 
Road,  Columbus,  March  17. 

Cirrhosis,  Ascites,  Edema — Practical  Physi- 
ologic Considerations  Related  to  Treatment,  and 
Hepatic  Coma — Current  Concepts  of  Manage- 
ment; Youngstown  Hospital  Association,  March 

18,  8:00  a.m. 

Shriners  Burns  Institute  Symposium  on 
Thermal  Injuries  — at  the  Shriners  Bums  In- 
stitute, March  18-19;  sponsored  by  CONMED 
and  the  University  of  Cincinnati  College  of 
Medicine. 

The  Pathogenesis  and  Surgical  Treatment 
of  Duodenal  Ulcer,  lecture  at  Mount  Sinai  Hos- 
pital of  Cleveland,  11:00  a.m.  on  Friday,  March 

19,  by  Lester  R.  Dragstedt,  M.D.,  professor  and 
chairman,  Department  of  Surgery,  University  of 
Florida.  Also  The  Pathogenesis  and  Surgical 
Treatment  of  Gastric  Ulcer,  lecture  at  8:30  a.m. 
on  Saturday,  March  20.  Contact  Charles  Marks, 
M.D.,  at  the  hospital  for  additional  information. 

The  Examination  of  Bone  Marrow  (Hema- 
tologic Series)  — Youngstown  Hospital  Associa- 
tion, March  22. 

Clinical  and  Radiological  Aspects  of  Chronic 
Obstructive  Pulmonary  Disease  — Trumbull  Me- 
morial Hospital,  Warren;  luncheon  program, 
March  23;  Gerald  L.  Baum,  M.D.,  head  Pul- 
monary Section  B,  Veterans  Administration  Hos- 
pital, Cleveland,  and  associate  professor  of  medi- 
cine, Case  Western  Reserve  University. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Blood  Banking,  Cleveland  Clinic  Educational 
Foundation,  March  24-25. 

Visiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabeth  Hospital,  Youngstown — March 
25,  Chronic  Urinary  Tract  in  a Patient  with 
Suspected  Renal  TB,  Alvin  Shapiro,  M.D.,  U.  of 
Pittsburgh. 

International  Conference  on  Non-Ionizing 
Radiation  Safety  — at  the  Sheraton-Gibson  Hotel, 
Cincinnati,  March  29-31;  under  combined  aus- 
pices of  the  U.S.  Public  Health  Service,  Bureau  of 
Radiological  Health,  and  the  Laser  Laboratory  of 
the  Medical  Center,  University  of  Cincinnati; 
contact:  Laser  Laboratory,  Children’s  Hospital 
Research  Foundation,  Elland  Avenue  and  Bethes- 
da  Avenue,  Cincinnati  45229;  (Followed  by 
course  on  The  Applications  of  the  Laser  in  Biology, 
Medicine  and  Dentistry,  April  1-3  — See  under 
April.) 

Practical  Management  of  Infectious  Diseases 

- — 1971  Conference;  sponsored  by  OSU  College 
of  Medicine,  at  the  OSU  Center  for  Tomorrow, 
2400  Olentangy  River  Road,  Columbus.  Date 
changed  to  March  24. 

Updating  Neurology  — Cleveland  Clinic 
Educational  Institute,  2020  East  93rd  Street, 
Cleveland  44106;  March  31 -April  1;  for  spe- 
cialists and  nonspecialists. 

April 

The  Applications  of  the  Laser  in  Biology, 
Medicine  and  Dentistry,  at  the  University  of 
Cincinnati  Medical  Center,  April  1-3;  contact 
Leon  Goldman,  M.D.,  Laser  Laboratory,  Chil- 
dren’s Hospital  Research  Foundation,  Cincinnati 
45229;  or  phone  513-281-6156  — Ext.  405.  (This 
course  follows  the  International  Conference  on 
Non-Ionizing  Radiation  Safety  — See  under 
March.) 
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Educational  Opportunities  in  Ohio — Continued 


Visiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabeth  Hospital,  Youngstown — April 
1,  Rheumatoid  Arthritis,  Gerald  Rodnan,  M.D., 
U.  of  Pittsburgh;  April  8,  Mitral  Stenosis  with 
Insufficiency  and  Tricuspid  Insufficiency,  James 
Leonard,  M.D..  April  22,  Liver  Cirrhosis,  Bertram 
Fleshier,  M.D.,  Case  Western  Reserve  U. 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown  — April  2,  Flirtatious  T 
Waves  in  Electrocardiography  Coronary  Mimics; 
April  9,  Critical  Rate  and  Concealed  Conduction; 
April  16,  Echo  Beats — Problems  with  Pauses — 
Trigeminy — Bigentiny;  April  23,  Problems  with 
Tachycardias;  April  30,  Introduction  to  Vector- 
cardiograph—I. 

Second  Annual  Sports  Medicine  Symposium 
— Cleveland  Clinic  Educational  Foundation,  2020 
East  93rd  Street,  Cleveland  44106;  April  5-6. 

Fourth  Annual  Cancer  Symposium  — Spon- 
sored by  Ohio  State  University  College  of  Medi- 
cine, at  the  OSU  Center  for  Tomorrow,  2400 
Olentangy  River  Road,  Columbus;  April  7. 

Visiting  Professor  Series,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown — April 
8,  Renal  and  Hepatic  Transplantation,  Lawrence 
Brettschneider,  MC,  USN,  George  Washington 
University;  April  22,  Pediatric  Arteriography  in 
Abdominal  and  Peripheral  Lesions,  William  Mol- 
nar,  M.D.,  OSU. 

The  Hemostatic  Process  (Hematologic  Series) 
— Youngstown  Hospital  Association,  April  11. 

Special  Problems  in  Children’s  Fractures  — 

Fort  Steuben  Academy  of  Medicine,  Fort  Steuben 
Motor  Plotel,  Steubenville;  8:15  p.m.,  April  13; 
guest  lecturer,  Paul  H.  Curtiss,  Jr.,  M.D.,  Co- 
lumbus. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown — April  13,  Rx  of 
Acute  Drug  Intoxication,  Dr.  Johnson;  April  30. 
Acute  Pancreatitis,  Dr.  Gaylord;  April  27,  Med- 
ical Audit  Conference,  Dr.  Gaylord. 

Symposium  on  Anesthesiology  — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  April  14-15. 

Cirrhosis,  Ascites,  Edema,  and  Hepatic  Coma; 

Youngstown  Hospital  Association,  April  15,  8:00 
a.m. 

Association  of  Physicians  of  the  State  of 
Ohio,  quarterly  meeting,  Fairfield  School  for  Boys, 
Lancaster,  April  16;  contact  Dr.  Virginia  S.  Ed- 
wards, Secretary-Treasurer,  347  Lexington  Ave., 
Mansfield  44907. 


Anesthesia  Conference  — OSU  College  of 
Medicine,  in  Upham  Hall  in  the  OSU  Medical 
Center,  April  16. 

Current  Concepts  in  Radiology;  seminar  to 
be  presented  by  outstanding  faculty;  April  21, 
8:00  a.m.  to  4:00  p.m.  at  the  Veterans  Admin- 
istration Center,  Dayton;  contact  Emil  Gutman, 
M.D.,  Chief,  Radiology  Service,  VA  Center,  4100 
W.  Third  Street,  Dayton  45428. 

Diagnosis  and  Treatment  of  Tumors  of  the 

Face  — OSU  College  of  Medicine,  at  the  OSU 
Center  for  Tomorrow,  2400  Olentangy  River 
Road,  Columbus;  April  23. 

Management  of  Graves  Disease  (Metabolic 
Series) — Youngstown  Hospital  Association,  April 
26. 

Respiratory  Failure  — Trumbull  Memorial 
Hospital,  Warren;  April  27. 


May 

John  H.  Heberding  Memorial  Lecture, 

Youngstown  Ilospital  Association,  May  6,  by 
Henry  N.  Wagner,  Jr.,  M.D.,  professor  and  chair- 
man, Department  of  Nuclear  Medicine,  Johns 
Hopkins  University. 

Visiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabeth  Hospital,  Youngstown — May 
6,  Hypoglycemia,  T.  S.  Danowski,  M.I).,  U.  of 
Pittsburgh;  May  20,  Hypertension  and  Bilateral 
Renal  Artery  Stenosis,  Alvin  Shapiro,  M.D.,  U. 
of  Pittsburgh. 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown  — May  7,  The  Normal 
Vectorcardiograph;  May  14,  The  Normal  VCG; 
May  21,  The  VCG  in  Myocardial  Infarction; 
May  28,  The  VCG  in  Right  Ventricular  Hyper- 
trophy. 

Lipoprotein  Abnormalities  and  Coronary 
Atherosclerosis  (Metabolic  Series)  - — - Youngstowm 
Hospital  Association,  May  10. 

Ohio  State  Medical  Association,  Annual 
Meeting,  Columbus,  May  10-14.  Program  con- 
tains a broad  selection  of  courses,  panel  discus- 
sions, conferences,  etc. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m. — May 
11,  Treatment  of  Lymphomas,  Dr.  Altier;  May 
18,  Hyperosmolar  Coma,  Dr.  Cleary;  May  25, 
Medical  Audit  Conference,  Dr.  Gaylord. 
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Educational  Opportunities  in  Ohio — Continued 


Practical  Dermatology'  — Cleveland  Clinic 
Educational  Foundation,  May  12-13. 

Visiting  Professor  Series,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown — May 
13,  Surgical  Problems  in  Pulmonary  Emphysema, 
Jay  L.  Ankeney,  M.D.,  OSU;  May  27,  Ulcero- 
genic Tumor,  Arthur  G.  James,  M.D.,  OSU. 

Hypoglycemia — Diagnosis  and  Management, 
and  Management  of  Diabetes  with  Oral  Agents 

and  Insulin;  Youngstown  Hospital  Association; 
May  20,  8:00  a.m. 

Therapeutic  Ablation  of  Adrenal  or  Pituitary 
Gland  for  Malignancy  (Metabolic  Series)  — 
Youngstown  Hospital  Association,  May  24. 

Ambulatory  Care  of  the  Chronic  Respiratory 
Disease  Patient  — Trumbull  Memorial  Hospital, 
Warren;  luncheon  program,  May  25;  Charles 
Payne,  M.D.,  clinical  instructor  of  medicine,  Case 
Western  Reserve  University. 

June 

Visiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabeth  Hospital,  Youngstown — June 
3,  Supra  Valvular  Pulmonic  Stenosis,  James 
Leonard,  M.D.,  U.  of  Pittsburgh. 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown- — June  4,  Combined  Ven- 
tricular Hypertrophy;  June  11,  Problems  and 
Review;  June  18,  Problems  and  Review;  June  25, 
Problems  and  Review. 

Thirteenth  annual  Refresher  Course  in  Di- 
agnostic Roentgenology'  sponsored  by  the  Radiol- 
ogy Department,  University  of  Cincinnati  College 
of  Medicine,  under  direction  of  Dr.  Benjamin 
Felson,  June  5;  contact  Dr.  Harold  B.  Spitz,  De- 
partment of  Radiology,  Cincinnati  General  Hos- 
pital, Cincinnati  45229. 


American  College  of  Physicians  Course  in  In- 
ternal Medicine  — Shriners  Burns  Institute,  Cin- 
cinnati, June  7;  cosponsored  by  the  University  of 
Cincinnati  College  of  Medicine  and  CONMED. 

Internal  Medicine:  Clinical  Problems,  1971 — 

A Postgraduate  Course  of  the  American  College 
of  Physicians;  University'  of  Cincinnati  Medical 
Center;  June  7-11;  Richard  W.  Vilter,  M.D.,  and 
James  F.  Schieve,  M.D.,  codirectors. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m. — June 
8,  Respiratory  Insufficiency,  Dr.  Saadi;  June  15, 
Allergic  Purpura,  Dr.  Deramo;  June  22,  L-Dopa 
in  Parkinson’s  Disease,  Dr.  Gilliland. 

Hypertension  in  Primary  Renal  Disease 
(Renal  Series)  — Youngstown  Hospital  Associa- 
tion, June  14. 

Mid-West  Association  of  Professors  of  Psy- 
chiatry — Hosted  by  OSU  College  of  Medicine; 
in  the  OSU  Center  for  Tomorrow,  2400  Olentangy 
River  Road,  Columbus;  June  24-26. 


July 

Quarterly  Meeting,  Association  of  Physicians 
of  the  State  of  Ohio,  July  9,  Apple  Creek  State 
Hospital. 


August 

Short  Course  on  Laser  Safety,  University  of 
Cincinnati,  August  2-6;  contact  R.  James  Rock- 
well, Jr.,  Course  Director,  Laser  Laboratory, 
Children’s  Hospital  Research  Foundation,  Cin- 
cinnati 45229. 
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Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
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can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 
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or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
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Obituaries 


James  Girard  Blower,  M.D.,  Akron;  College 
of  Physicians  and  Surgeons  of  Baltimore,  1905; 
aged  92;  died  January  13;  member  OSMA  and 
AM  A;  physician  and  surgeon  in  Akron  from  1913 
until  retirement  in  1949;  veteran  of  World  War 
I;  member  of  State  Medical  Board  of  Ohio  in 
the  1920’s;  past  president  of  the  Summit  County 
Medical  Society;  past  president  of  the  Akron 
Health  Commission;  author  of  two  novels, 
The  Son  of  Emma,  and  The  Handle  Maker  of 
Seldom  Seen;  Dr.  Edmund  R.  Blower  of  Akron, 
is  a son. 

Terrence  John  Cunningham,  M.D.,  Toledo; 
Miami  Medical  College,  Cincinnati,  1904;  aged 
87;  died  December  30;  member  OSMA,  AMA; 
| Fellow  American  College  of  Surgeons;  practicing 
physician  and  surgeon  in  Toledo  until  his  retire- 
ment in  1962. 


Harold  Warner  Davis,  M.D.,  Ashley;  OSU 
College  of  Medicine,  1924;  aged  76;  died  Jan- 
uary 8;  member  OSMA  and  AMA;  practitioner 
in  the  Delaware  County  community  for  44  years; 
veteran  of  World  War  I. 

Proctor  Phelps  Disbro,  M.D.,  Cleveland; 
1 University  of  Rochester  School  of  Medicine,  1937; 
K aged  60;  died  January  10;  member  OSMA  and 
j AMA;  practitioner  of  long  standing  in  Cleveland 
and  medical  officer  for  the  local  Fire  Department. 


i 


Samuel  Oscar  Freedlander,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1918;  aged  78;  died  January'  4;  member  OSMA, 
AMA;  Fellow  American  College  of  Surgeons, 
American  College  of  Chest  Physicians;  member 
of  several  other  professional  associations;  diplo- 
mate  American  Board  of  Surgery  and  American 
Board  of  Thoracic  Surgery;  surgeon  of  long 
standing  in  Cleveland;  former  director  Academy 
of  Medicine  of  Cleveland;  member  National  Ad- 
visory Council  for  Plealth  Professions  working 
with  USPHS. 

Alvo  Armand  Guiducci,  M.D.,  Warren;  Uni- 
versity of  Pennsylvania  School  of  Medicine,  1948; 
aged  46;  died  January  22;  member  OSMA,  AMA, 
and  American  Academy  of  Dermatology;  Fellow 
American  College  of  Physicians;  diplomate  Amer- 
ican Board  of  Dermatology;  practitioner  in  War- 
ren area  for  18  years. 


Paul  Hofman,  M.D.,  Bradenton,  Fla.;  med- 
ical degree  from  the  University  of  Vienna,  1916: 


aged  79;  died  January  1;  member  of  OSMA, 
American  Academy  of  Dermatology  and  Amer- 
ican Academy  of  Facial,  Plastic  and  Reconstruc- 
tive Surgery;  practitioner  of  long  standing  in 
Canton;  retired  about  five  years  ago. 

Walter  Eckels  Howe,  M.D.,  Nelsonville; 
Hahnemann  Medical  College  and  Hospital, 
Chicago,  1913:  aged  82;  died  January  20;  mem- 
ber OSMA  and  AMA;  general  practitioner  of 
long  standing  in  Nelsonville. 

Richard  Edward  Jenkins,  M.D.,  Cleveland; 
Meharry  Medical  College,  1936;  aged  65;  died 
January  19;  member  of  OSMA,  AMA,  American 
Academy  of  GP;  member  and  former  vice-presi- 
dent of  the  National  Medical  Association;  practi- 
tioner in  Cleveland  since  1944;  past  president, 
Academy  of  Medicine  of  Cleveland. 

Maria  Louise  Madi,  M.D.,  Houston,  Texas; 
medical  degree  from  the  University  at  Budapest; 
member  OSMA,  AMA,  and  American  Psychiatric 
Association;  former  practitioner  in  Columbus, 
specializing  in  psychiatry. 

Harley  Sherman  Manuel,  M.D.,  Columbus; 
Ohio  State  University  College  of  Medicine,  1927; 
aged  68;  died  January  3;  member  OSMA,  AMA, 
American  Academy  of  GP,  Fellow,  American 
College  of  Allergists;  practitioner  of  long  stand- 
ing in  Columbus;  physician  for  the  OSU  Health 
Center,  and  the  Central  State  College  at  Wilber- 
force.  His  associate  in  practice,  Dr.  Robert 
Manuel,  is  a nephew. 

William  Cole  McCally,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1923;  aged  72;  died  January  25;  mmber  OSMA, 
and  AMA;  Fellow  American  College  of  Surgeons; 
practicing  surgeon  in  Cleveland  for  many  years; 
formerly  on  the  faculty  of  WRU  School  of  Medi- 
cine; veteran  of  World  Wars  I and  II.  Dr.  Michael 
McCally  is  his  son. 

Charles  Robert  McClave,  M.D.,  Columbus; 
OSU  College  of  Medicine,  1946;  aged  48;  died 
January'  7;  member  OSMA,  AMA,  and  Ameri- 
can Academy  of  Pediatrics;  diplomate  American 
Board  of  Pediatrics;  practitioner  in  Columbus, 
specializing  in  pediatrics;  veteran  of  World  War 
II. 

Walker  Ellsworth  McCorkle,  M.D.,  River- 
side, Calif.;  University  of  Illinois  College  of  Med- 
icine, 1919;  aged  81;  died  January  18;  member 
OSMA  and  AMA;  practicing  physician  and 
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surgeon  in  Akron  from  1919  until  his  retirement 
in  1955.  Dr.  Robert  E.  McGorkle,  of  Riverside, 
is  his  son. 
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complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
, performed. 

' Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
M temic  accumulation  and  hepato- 

ff  toxicity  may  occur.  In  this  situation, 

(lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood). 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 
Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

! Usual  Adult  Dose:  One  Gm./ day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules-250  mg.  in  bottles 
of  16  and  100.  bidCAPS— 500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


William  Lort  McCowan,  M.D.,  Dayton; 
Northwestern  University  Medical  School,  1926; 
aged  70;  died  January  18;  member  OSMA  and 
AMA;  general  practitioner  in  Dayton  for  45 
years. 

Louis  V.  Miller,  M.D.,  Elkins  Park,  Pa.; 
OSU  College  of  Medicine,  1959;  aged  43;  died 
January  18;  former  member  OSMA;  formerly 
practiced  in  the  Bowling  Green-Toledo  area. 

Jay  Bernard  Price,  M.D.,  Cleveland;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1921; 
aged  75;  died  January  20,  the  victim  of  a bur- 
glary-homicide; member  OSMA,  American  Acad- 
emy of  GP,  and  American  Society  of  Abdominal 
Surgeons;  practitioner  of  long  standing  in  Cleve- 
land. 

Robert  Ellsworth  Schriner,  M.D.,  Tiffin; 
OSU  College  of  Medicine,  1937;  aged  67;  died 
January  21;  member  OSMA  and  AMA;  general 
practitioner  in  Tiffin  area  since  1937. 

John  Joseph  Scuderi,  M.D.,  Cuyahoga  Falls 
and  Akron;  Loyola  University  Stritch  School  of 
Medicine,  1938;  aged  61;  died  January  6;  mem- 
ber OSMA  and  AMA;  practitioner  in  the  Akron 
area  for  33  years;  veteran  of  World  War  II. 

William  Joseph  Sheehan,  M.D.,  Santa  Bar- 
bara, Calif.;  Yale  University  School  of  Medicine, 
1923;  aged  74;  died  December  30;  former  member 
OSMA;  practiced  in  Cleveland  until  about  1944. 

Norman  Edwin  Sindel,  M.D.,  Reynoldsburg 
and  Columbus;  OSU  College  of  Medicine,  1954; 
aged  42;  died  January  5;  member  OSMA  and 
AMA;  served  with  U.S.  Air  Force,  1955-1957; 
practitioner  in  the  Eastside  Columbus  area. 

Max  Stemlieb,  M.D.,  Ravenna;  medical  de- 
gree from  the  University  of  Graz,  Austria,  1937; 
aged  66;  died  January  25;  member  OSMA  and 
AMA;  practiced  in  Wadsworth  before  entering 
service  during  World  War  II;  practitioner  in 
Ravenna  after  war;  also  former  Portage  County 
health  commissioner. 

Henry  Lynde  Woodward,  M.D.,  Cincinnati; 
University  of  Cincinnati  College  of  Medicine, 
1901;  aged  94;  died  January  24;  member  OSMA 
and  AMA;  practitioner  of  many  years  standing  in 
Cincinnati,  specializing  in  obstetrics;  professor 
emeritus  of  OB  at  University  of  Cincinnati;  vet- 
eran of  World  War  I. 
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County-Community  Activities 


Over  50,000  Drug  Pamphlets 
Distributed  in  Cincinnati  Area 

The  Council  of  the  Academy  of  Medicine 
of  Cincinnati  has  been  very  active  in  cooperating 
with  organizations  that  are  attempting  to  elimi- 
nate or  reduce  the  drug  problems  among  students. 
Pictured  in  a recent  issue  of  the  Cincinnati  Journal 
of  Medicine  was  an  exhibit  entitled  “Students 
Look  at  Drugs,”  jointly  sponsored  by  the  Academy 
and  the  Hamilton  County  Health  Department 
which  was  viewed  by  the  public  daily  at  the 
Hamilton  County  Court  House  for  a month. 

Photographed  at  the  exhibit,  distributing 
pamphlets  on  “What  Everyone  Should  Know 
About  Drugs”  were  Miss  Charlotte  Larson,  R.N., 
supervisor  of  nurses  of  the  Hamilton  County 
Board  of  Health,  and  Dr.  Stephen  P.  Hogg,  presi- 
dent of  the  Academy.  Over  50,000  pamphlets  had 
been  distributed  to  the  public  at  that  time. 
Pamphlets  have  been  primarily  used  in  the  schools, 
and  distributed  through  Police  Departments. 
Boards  of  Health,  and  other  organizations. 


The  Magic  Bullet  and  the 
Anti-Apathy  Component 

Following  are  excerpts  of  a message  from 
John  F.  Stotler,  M.D.,  incoming  president  of  the 
Mahoning  County  Medical  Society  in  the  society’s 
January  issue  of  the  Bulletin. 

“In  the  first  place,  I’m  going  to  try  hard  to 
find  that  ‘magic  bullet,’  so  sought-after  in  medi- 
cine, that  would  have  the  capability  of  uniting  all 
physicians  in  the  great  effort  to  show  that  our 
present  system  of  private  practice,  with  minor 
changes,  is  still  the  best  and  only  system  capable 
of  giving  the  optimum  of  medical  care  to  our 
patients.  As  a side  effect  I hope  that  it  would  also 
have  a large  ‘anti-apathy  component,’  so  that 
physicians  would  not  be  split-off  by  specialty  so- 
cieties, hospital  staff  allegiances,  etc.,  into  small 
splinter  groups  that  leave  the  large  body  of  medi- 
cine naked  and  vulnerable  and  at  the  same  time 
more  easily  managed  politically  into  positions  of 
impotence  by  those  with  dreams  of  power  who 
never  had  one  day’s  work  in  an  outpatient  clinic 
or  got  up  at  3 : 00  a.m.  on  a Christmas  morning 
to  deliver  a baby.  The  recent  debacle  in  the  near- 
by province  of  Quebec  bears  out  this  and  the  idea 


of  ‘it  can’t  happen  here’  only  if  we  prevent  it 
ourselves. 

“The  third  component  of  action  would  be 
some  pep-up  effect  on  attendance  at  society  meet- 
ings . . . How  do  I get  them  interested  enough  to 
participate? 

“The  present  thrust  of  medical  education  is 
hospital-oriented  and  this  relieves  the  medical 
society  of  its  long  established  role  as  the  site  of 
continuing  education  for  physicians  — thus  the 
programming  of  a meeting  in  1971  will  not  have 
the  same  structure  as  that  of  15-20  years  ago.  The 
visiting  medical  specialist,  a constant  fixture,  as 
the  main  attraction  of  the  meeting  is,  to  my  mind, 
as  dead  as  a Dodo.  What  does  the  society  want? 
The  medical  scientific  meeting  at  the  county 
level  seems  doomed,  but  nothing  has  really  been 
proposed  in  its  place. 

“Having  proposed  a ‘magic  bullet’  whose 
chemistry,  formula,  side  reactions  and  results  are 
all  unknown,  I have  lit  my  candle  rather  than 
protest  the  darkness.  It  is  up  to  my  fellow  physi- 
cians to  guide  its  feeble  rays  in  achieving  the 
goals  they  desire.” 

Proposed  New  Medical  College 
Should  Not  Be  Restricted 

These  excerpts  are  from  an  editorial  in  the 
Bulletin  of  the  Academy  of  Medicine  of  Toledo 
and  Lucas  County  signed  by  “G.  M.  T.” 

“A  fifth  medical  college  in  Ohio,  proposed 
for  the  Akron-Kent  area,  would  aid  eventually  in 
alleviating  our  shortage  of  physicians.  We  certain- 
ly cannot  quarrel  with  any  long  range  planners 
who  can  assure  us  of  adequate  financing  and  staff- 
ing of  all  new  and  old  medical  colleges  . . . 

“Nevertheless,  the  legislators  and  the  people 
of  Northeastern  Ohio  are  being  misled  if  they 
think  they  can  get  a ‘bargain’  in  a medical  college 
by:  (1)  limiting  it  solely  to  train  general  practi- 
tioners. (2)  Assigning  its  administration  to  ‘a 
consortium  of  universities  and  colleges  in  North- 
eastern Ohio.’  (3)  Eliminating  a large  teaching 
hospital  by  utilizing  existing  hospitals  in  the  area. 
(Editorial  in  November,  1970  Bulletin). 

“We  would  urge  the  planners  and  the  legisla- 
tors not  to  hobble  a new  medical  college  with 
built-in  impediments  to  growth  and  development. 

“First,  family  physicians  or  general  practi- 
tioners need  training  in  many  specialties  — nota- 
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Conferences  Held  with  Ohio  Welfare  Officials 
Regarding  Difficulties  with  Payments  under  Medicaid 

There  have  been  many  complaints  from  physicians  about  the  new  payment  system  adopted 
by  the  Ohio  Department  of  Public  Welfare  last  October.  The  complaints  have  focused  on  the 
slowness  of  payment  or  no  payment  at  all.  There  have  also  been  concerns  expressed  about  the 
use  of  the  Current  Procedural  Terminology  Coding  recommended  by  the  department. 

Several  concerned  physicians,  together  with  officers  of  the  Ohio  State  Medical  Association 
and  OSMA  staff,  have  been  in  conference  with  John  Hansan,  new  director  of  the  Ohio  Department 
of  Public  Welfare,  and  other  personnel  of  the  department  in  regard  to  this  matter.  Progress  has 
been  made,  and  additional  conferences  will  be  held. 

Dr.  Richard  L.  Fulton,  OSMA  President,  recently  sent  a letter  to  all  members  of  the  Associa- 
tion regarding  the  payment  situation  under  the  Medicaid  program,  and  discussing  some  of  the 
difficulties  involved. 

Additional  copies  of  this  letter  are  available  from  the  OSMA  headquarters  office  upon 
request. 


(County-Community  Activities — Contd.) 

bly  otolaryngology,  obstetrics  and  gynecology,  in- 
ternal medicine,  pediatrics,  general  surgery,  and 
psychiatry.  . . 

“The  Medical  college  of  the  future,  it  seems  to 
us,  should  be  multipurposed,  not  limited  to  any 
one  specialty.  It  should  be  able  to  train  qualified 
physicians  with  a broad  enough  background  that 
they  can  go  into  advanced  study  in  any  specialized 
field,  including  family  practice.  It  also  should  be 
able  to  train  para  medical  personnel,  physician 
assistants  for  triage  and  primary  patient  ‘sorting,’ 
as  well  as  nurses  and  specialist  technicians.  A 
limitation  to  train  only  general  practitioners,  as 
laudable  as  it  may  sound  in  these  times  of  physi- 
cian shortages,  would  be  short  sighted  and 
stultifying.  Emphasis  on  general  practice  is  ac- 
ceptable, but  limitation  is  not. 

“Second,  it  is  inconceivable  that  administra- 
tive and  operational  responsibilities  could  be  di- 
vided up  among  ‘a  consortium  of  colleges  and 
universities.’  A single  administrative  headquarters 
would  appear  essential  for  proper  coordination 
and  supervision  of  so  complex  an  institution  as  a 
medical  college  — - especially  if  it  is  relying  on  a 
number  of  separate  hospitals  for  clinical  material 
and  teaching  staff  . . . 

“Third,  even  though  it  is  feasible  to  utilize 
several  hospitals  in  the  area  for  teaching  purposes 
(as  is  being  done  here),  and  to  establish  a co- 
ordinated cooperative  residency  training  program 
in  several  hospitals  under  medical  college  auspices 


(also  being  done  here),  still  a ‘home  base’  hos- 
pital for  the  medical  college  is  essential.  If  a 
faculty  which  is  ‘oriented  toward  family  practice’ 
is  to  be  reunited,  presumably  such  a faculty  would 
want  to  be  involved  in  out-patient  and  in-patient 
care  — requiring  a hospital.  The  struggle  MCOT 
is  going  through  now  to  take  over  the  operation 
of  Maumee  Valley  Hospital  illustrates  how  im- 
portant its  own  hospital  is  to  the  growing  young 
medical  college. 

“Despite  this  attempt  to  offer  advice  to  the 
planners,  we  disclaim  any  expertise  in  medical 
college  administration.  Nevertheless,  we  speak  as 
physicians  with  well-preserved  memories  of  our 
own  medical  schooling,  and  as  members  of  a medi- 
cal community  with  a parental  interest  in  an  in- 
fant medical  college.” 

Drug  Addicts  Need  Well-Rounded 
Rehabilitation  Program 

Alan  E.  Zimmer,  M.D.,  assistant  commission- 
er, Department  of  Mental  Hygiene  and  Correc- 
tion, and  chief.  Bureau  of  Drug  Abuse,  State  of 
Ohio,  was  the  featured  speaker  at  the  January 
12  Meeting  of  Lorain  County  Medical  Society. 
Several  members  of  Lorain  County  Osteopathic 
Association  and  Lorain  County  Pharmaceutical 
Association  accepted  an  invitation  to  attend  the 
dinner  meeting  on  this  occasion. 

Dr.  Zimmer’s  topic  “The  Drug  Abuse  Prob- 
lem in  Ohio”  presented  the  importance  of  Nar- 


March,  1971  / 283 


cotic  Rehabilitation  Programs,  and  comprehensive 
goals  towards  outpatient  Therapeutic  and  Evalua- 
tion programs.  In  addition  to  die  psychiatric  treat- 
ment called  for  in  such  programs,  Dr.  Zimmer 
spoke  on  the  ancillary  services  that  can  be  render- 
ed by  individuals  in  an  effort  to  provide  the  milieu 
which  facilitates  rehabilitation  of  the  Addict  by 
a reentry'  system  within  his  own  community. 


Ohio  Medical  Historians 
To  Travel  for  April  Meeting 

By  special  invitation,  the  Ohio  Academy  of 
Medical  History  has  scheduled  its  1971  annual 
meeting  in  Louisville,  Ky.,  where  the  University 
of  Louisville  will  be  dedicating  its  new  Health 
Sciences  Library  with  its  History  Room.  The 
academy  meeting  will  be  held  on  Saturday,  April 
3 and  the  dedication  on  Sunday,  April  4.  Plans 
call  for  morning  and  afternoon  sessions  of  the 
academy,  a luncheon,  and  a business  meeting. 

Additional  information  may  be  obtained  by 
contacting  Professor  Emanual  D.  Rudolph,  Sec- 
retary-Treasurer, Ohio  Academy  of  Medical  His- 
tory, Department  of  Botany,  Ohio  State  University, 
Columbus  43210. 


Deadline  for  Submission 
of  Resolutions  to 
OSMA  Office  is  March  1 1 

Delegates  to  the  Ohio  State  Medical  As- 
sociation and  County  Medical  Societies  plan- 
ning to  have  resolutions  submitted  for  con- 
sideration by  the  House  of  Delegates  at  the 
1971  Annual  Meeting  should  be  guided  by  the 
following  requirements  of  the  Bylaws: 

Resolutions,  regardless  of  whether  they 
have  been  submitted  in  advance  must  be  in- 
troduced at  the  first  session  of  the  House  of 
Delegates,  Monday  evening,  May  10,  at  the 
Columbus-Sheraton  Hotel,  Columbus. 

To  be  eligible  for  presentation,  a reso- 
lution must  be  filed  with  the  Executive  Di- 
rector of  the  Ohio  State  Medical  Association, 
Columbus,  at  least  60  days  prior  to  the  first 
session  of  the  House  of  Delegates,  namely,  not 
later  than  March  11.  This  requirement  may  be 
waived  by  a two-thirds  majority  of  the  House 
of  Delegates. 

Copies  of  resolutions  will  be  distributed 
to  members  of  the  House  of  Delegates  to  give 
them  an  opportunity  to  discuss  issues  with  their 
constituents  and  possibly  receive  voting  in- 
structions from  their  County  Medical  Societies. 
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Where  has 

all  the 

money  gone? 

It  just  goes. 

You  shake  your  head. 

You  see  it  slip  out  of  your  hands 
and  you  worry. 

Instead  of  worrying,  why  not  do 
something  about  your  money?  Save 
some.  Painlessly. 

Join  the  Payroll  Savings  Plan 
where  you  work. 

Your  money  will  add  up  faster  than 
ever  before,  because  now  there’s  a 
bonus  interest  rate  on  all  U.S.  Sav- 
ings Bonds.  Now  E Bonds  pay  5J^% 
when  held  to  maturity  of  5 years,  10 
months  (4%  the  first  year).  That  ex- 
tra )d2%,  payable  as  a bonus  at  ma- 

Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 

■Jjk  The  U S Government  does  not  pay  for  this  advertisement. 

\\  It  is  presented  as  a public  service  in  cooperation  with  The 

!£•'*  Department  of  the  Treasury  and  The  Advertising  Council. 


turity,  applies  to  all  Bonds  issued 
since  June  1,  1970...  with  a com- 
parable improvement  for  all  older 
Bonds. 

Get  a grip  on  your  money  the  Pay- 
roll Savings  way.  It’s  an  easy  way  to 
see  your  money  grow  instead  of  go. 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  \\  hen  needed,  they  can  be  ^ IN, 
cashed  at  your  bank.  Tax  may  be  deferred  * * 

until  redemption.  And  always  remember 
Bonds  are  a proud  way  to  save. 


X,*' 
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Woman’s  Auxiliary  Highlights  . . . 

Mrs.  Robert  E.  Krone,  State  Publicity  Chairman 
4755  Miami  Road,  Cincinnati,  Ohio  45243 


* I 'HE  MAILMAN  for  Granard  Parkway  in 

Steubenville  has  recently  asked  to  be  trans- 
ferred to  another  route.  Could  it  be  that  the  Coll 
mail  was  too  heavy  for  him?  Dru  doesn’t  com- 
plain— she  is  happy  to  be  hearing  regularly  from 
her  state  chairmen  about  auxiliary  activities. 

In  her  report  at  the  mid-winter  Board  meet- 
ing in  Columbus  on  January  19,  our  state  presi- 
dent, Mrs.  Carl  F.  Coll,  reviewed  her  own 
activities.  Along  with  Mrs.  Russell  L.  Wiessinger, 
president-elect,  and  Mrs.  Lucile  Egger,  executive 
secretary',  she  attended  a national  conference  in 
Chicago.  “There  were  mini-workshops,  a discus- 
sion on  nutrition,  a defensive  driving  lecture  and 
several  key  speakers  from  the  AMA  office.”  Four 
of  our  state  chairmen  joined  them  for  regional 
workshops  in  special  areas  of  interest:  Mrs.  Karl 
l licny,  AMA-ERF:  Mrs.  Paul  A.  Jones,  legisla- 
tion; Mrs.  H.  I.  Humphrey,  health  careers;  and 
Mrs.  Henry  Holden,  community  health. 

Mrs.  Goll  reported  that  she  had  attended 
the  District  X meeting  in  Circleville,  and  a num- 
ber of  county  auxiliary  meetings  during  the  past 
several  weeks. 

Mrs.  Russell  Wiessinger,  president-elect,  sum- 
marized the  reactions  to  our  September  Fall  Fact 
Forum:  “A  review  of  the  evaluation  sheets  as  well 
as  personal  notes  written  to  me,  revealed  that 
this  was  an  outstanding  session.  The  weather  was 
excellent;  the  attendance  records  showed  that 


nearly  every  county  was  represented;  the  man- 
agement of  the  Crown  Inns  was  most  coopera- 
tive; and  Beth  Kircher  and  Joanne  Rose  were 
untiring  in  their  efforts  to  make  this  meeting  a 
success.” 

A few  statistics  from  the  two  chairmen,  Mrs. 
Konrad  Kircher  and  Mrs.  Norman  Rose  of  Mont- 
gomery County,  complete  the  story'  of  FFF.  There 
were  140  in  attendance  at  the  conference,  39  of 
them  being  state  board  members.  Counties  repre- 
sented included:  Allen,  Butler,  Clark,  Clinton, 
Columbiana,  Cuyahoga,  Darke,  Delaware,  Erie, 
Fairfield,  Franklin,  Greene,  Guernsey,  Hamilton, 
Hancock,  Hardin,  Huron,  Jefferson,  Knox,  Lake, 
Licking,  Lorain,  Lucas,  Mahoning,  Marion,  Mi- 
ami, Montgomery,  Muskingum,  Pickaway,  Rich- 
land, Sandusky,  Scioto,  Stark,  Summit,  Trumbull, 
Tuscarawas,  and  Union.  Was  your  county  one  of 
the  few  among  the  missing? 

State  Chairmen  Report 

Mrs.  Karl  Ulicny  stated  that  $10,187.72  has 
been  sent  to  the  AMA-ERF  treasurer,  Mrs.  C.  R. 
Crawley,  to  date.  She  indicated  that  most  of  the 
money  from  the  sale  of  Christmas  cards  has  not 
been  received.  Some  counties  are  simply  holding 
checks  too  long.  In  addition  to  the  North  Central 
Workshop  in  Chicago,  Susie  has  attended  the 
Seventh  District  Meeting  in  Coshocton  and  an 
AMA-ERF  benefit  luncheon  and  style  show  in 


THE  WOMAN’S  AUXILIARY  TO  THE  OHIO  STATE  MEDICAL  ASSOCIATION 


President 

Mrs.  Carl  F.  Goll 

1001  Granard  Parkway 
Steubenville,  43952 


President-Elect 

Mrs.  Russell  L.  Wiessinger 
2280  W.  Wayne  Street 
Lima,  45805 


Past  President 

Mrs.  Samuel  L.  Meltzer 
2442  Dorman  Drive 
Portsmouth,  45662 


First  Vice-President 

Mrs.  Rudolf  O.  Cooks 

15830  Van  Aken  Blvd.,  Apt. 
Cleveland,  44120 


Second  Vice-President 

Mrs.  Daniel  Wolff 

3963  W.  Bancroft  Street 
Toledo,  43606 


Third  Vice-President 

Mrs.  H.  I.  Humphrey 
389  S.  Drexel  Avenue 
Columbus,  43209 


Recording  Secretary 

Mrs.  Emil  L.  Barrows 
401  7181  W.  Aracoma  Drive 

Cincinnati,  45237 

Corresponding  Secretary 

Mrs.  F.  A.  Sunseri 
301  Woodridge  Drive 
Steubenville,  43952 


T reasurer 

Mrs.  Paul  Hahn 

122  Moore  Avenue,  N.W. 
New  Philadelphia,  44663 


286  I The  Ohio  State  Medical  Journal 


Mahoning  County.  Wherever  she  goes,  she  effec- 
tively peddles  her  wares,  always  offering  one  or 
more  new  items  to  sell  for  AMA-ERF.  Watch  for 
her  at  the  spring  convention! 

Mrs.  H.  W.  Haverland  reported  that  the 
National  Children  and  Youth  Committee  urges 
states  and  counties  to  renew  their  attention  to 
problems  of  drug  and  alcohol  abuse.  In  addition 
to  physical  and  emotional  dangers,  there  is  a 
very  real  problem  in  that  young  people  do  not 
understand  the  full  impact  of  a conviction  of 
possessing  drugs.  Another  area  of  concern  is  the 
increase  in  smoking  among  girls  between  the  ages 
of  12  and  15. 

Mrs.  H.  I.  Humphrey  attended  the  first 
meeting  of  the  “Ad  Hoc  Committee”  to  set  up 
the  formal  organization  for  Health  Careers  of 
Ohio  which  was  held  in  Arlington  in  November. 
This  committee  of  19  members  represents  educa- 
tion, health  professional  organizations,  consumer 
organizations,  etc.  Purposes  and  program  objec- 
tives were  defined  as  a first  step,  more  action 
will  follow  at  the  January  meeting  of  the  group. 

Mrs.  Paul  Jones  urged  Board  members  to 
keep  informed  about  legislation  of  interest  to  the 
medical  profession.  Read  the  American  Medical 
News,  the  Ohio  State  Medical  Journal,  and  Hart 
Page’s  Legislative  Roundup  in  the  OSMAgram. 
Auxilians  should  join  OMPAC  for  the  1971  year. 

Mrs.  Daniel  S.  Wolff  reported  a membership 
of  1541  to  date.  This  is  just  under  last  year’s 
January  figure  of  1599. 

Mrs.  L.  A.  Loria,  mental  health  chairman, 
sent  a letter  to  all  counties  following  the  Fall 
Fact  Forum,  urging  them  to  offer  auxiliary  pro- 
grams and  materials  to  their  schools  and  com- 
munities. In  Trumbull  County,  the  auxiliary  is 
circulating  five  books  concerning  drug  abuse 
which  it  purchased  for  community  use.  Members 
are  also  holding  small  group  discussions  about 
sound  mental  health  within  the  family  unit  as  a 
means  of  preventing  problems. 

Mrs.  Victor  Hinrichs,  safety  chairman,  is 
currently  concerned  with  the  dangers  relating  to 
the  lack  of  standard  automobile  bumper  heights. 
She  hopes  to  have  information  to  send  to  county 
chairmen  soon. 


Keep  Those  Dues  Coming! 

Our  state  treasurer,  Jo  Hahn,  has  asked  me 
to  remind  county  treasurers  to  send  state  and 
national  dues  to  her  as  soon  as  they  are  paid 
locally.  February  15  was  our  target  date  for  dues 
for  the  counties  to  have  representation  at  State 
Convention.  March  15  is  the  target  date  for 
National  dues  to  determine  the  quota  of  dele- 
gates to  National  Convention.  Beyond  that  dues 
will,  of  course,  be  accepted  up  until  the  books 


are  closed  for  the  fiscal  year.  Mrs.  Hahn  says  the 
absolute  deadline  would  be  June  20. 


News  from  the  County  Auxiliaries 

The  Auxiliary  to  the  Summit  County  Med- 
ical Society  met  for  a salad  luncheon  on  Tuesday, 
February  2.  The  program  “Look  at  What  We’ve 
Done,  See  What  We  Can  Do”  featured  a panel 
of  speakers:  Mrs.  Noah  Miller,  Mrs.  Alexander 
Ormond,  Jr.,  Mrs.  Ruebin  Pliskin  and  Mrs.  J. 
Paul  Sauvegeot.  Among  the  subjects  discussed 
were  the  Junior  League  proposed  health  museum, 
public  relations  at  Akron  General  Hospital,  the 
national  medical  auxiliary,  mental  health,  city 
planning  and  mobile  meals. 

Hostesses  in  charge  of  the  luncheon  included 
Mrs.  Demetrios  G.  Retikas,  Mrs.  Nathan  G.  Gor- 
don, Mrs.  Keith  P.  Kaufman,  and  Mrs.  Luis  G. 
Marrero.  Mrs.  J.  E.  Woodbury  and  her  commit- 
tee were  responsible  for  decorations. 

Medical  Relief  chairman,  Mrs.  William  Rowe 
and  her  energetic  committee  collected,  sorted,  and 
packed  drug  samples  for  three  days  in  November. 
As  a result,  the  Toledo  Medical  Auxiliary  sent 
one  treadle  sewing  machine  and  129  cartons 
(averaging  20  pounds  each)  containing  sample 
drugs,  medical  instruments  and  miscellaneous 
small  medical  equipment  to  the  World  Relief 
Organization.  Mrs.  Max  Schnitker,  Project  Hope 
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liaison  for  the  Auxiliary,  reported  that  the  Deck- 
Aid  Bridge  in  October  earned  $505  for  Project 
Hope. 

The  February  meeting  of  the  Toledo  group 
featured  a Swedish  smorgasbord  and  a thirtieth 
birthday  celebration.  Chairmen  and  hostesses  for 
the  day  included  Mrs.  C.  K.  Parker,  Mrs.  G.  N. 
Thrailkill,  Mrs.  Albert  Tremblay,  Mrs.  Daniel 
Wolff,  Mrs.  Ward  Jenkins  and  Mrs.  Leonard 
Heinz. 

Hamilton  County  auxilians  met  at  the  Uni- 
versity of  Cincinnati  Faculty  Club  to  hear  Thom- 
as N.  Bonner,  Ph.D.,  vice-president  and  provost 
for  academic  affairs,  discuss  the  survival  of  the 
modern  university.  Chairmen  for  this  February 
event  were  Mrs.  Ernst  Rolfes,  Mrs.  Frank  W. 
Cianciolo  and  Mrs.  F.  William  Vockell.  Past 
presidents  of  the  auxiliary  were  honored. 

Preview  of  Coming  Attractions 

The  Christopher  Inn,  our  favorite  spot  in 
Columbus,  will  again  be  the  site  for  the  annual 
meeting  of  the  state  auxiliary.  Mark  the  second 
week  in  May  on  your  calendar  now!  Check  to 
see  which  days  your  husband  is  attending  the 
OSMA  sessions.  Here  are  a few  of  the  preliminary 
plans  for  convention.  More  details  will  be  in- 


cluded in  the  April  issue  of  The  Journal  and  in 
your  Auxiliary  News. 

Monday,  May  10: 

Central  Office  Committee 
Finance  Committee 
State  Board  Luncheon 
Pre-convention  Board  Meeting 

Tuesday,  May  11: 

Doctors’  Day  Luncheon 

“Fun  and  Games”  (circle  this  date  on  your 
husband’s  calendar) 

Wednesday,  May  12: 

First  business  meeting 
OMPAC  Luncheon 
County  Presidents’  Report  Session 
Voting 

Thursday,  May  13: 

Second  business  meeting 
Luncheon  honoring  our  national  president- 
elect, Mrs.  G.  Prentiss  Lee 
Speaker — Rabbi  Folkman 
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Classified  Advertisements 
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line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


IMMEDIATE  OPENING:  INTERNIST  or  Gen- 
eral Practitioner  to  join  six  man  multi-specialty  group  in 
northeastern  Wisconsin.  Excellent  professional  opportuni- 
ty to  practice  in  a friendly  community,  only  two  actively 
practicing  physicians  (General  Practitioners)  in  the 
community  outside  of  our  clinic.  Salary  commensurate 
with  training  and  experience  first  year  and  then  full 
partnership.  Ideal,  safe  small  city  living  for  the  family 
on  scenic  Lake  Michigan  with  excellent  fishing,  boating 
and  hunting.  All  this  and  still  only  1J4  hours  drive  to 
Milwaukee  or  45  minutes  to  Green  Bay  or  lovely  Door 
County.  For  complete  details  contact  Robert  E.  Myers, 
M.D.,  Garfield  at  23rd.,  Two  Rivers,  Wisconsin  54241. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  praedee  for  G.P.  or  In- 
ternist desiring  family  praedee  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi,  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 
13,000  students,  modern  new  facilides,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  c/o  The  Ohio  State  Medical  Journal. 


PSYCHIATRIC  RESIDENCY  — modern  120  bed 
hospital  in  Akron  suburb,  40  mins,  from  Cleveland; 
comprehensive  3 yr.  approved  program.  Area  growing; 
high  demand  for  psychiatrists.  M.  Menassa,  M.D.,  DME, 
Fallsview  Mental  Health  Center,  Cuyahoga  Falls,  Ohio 
44222  (216)  929-8301. 


PSYCHIATRIC  RESIDENCIES:  Excellent,  ap- 
proved psychiatric  training;  both  demanding  and  clini- 
cally rich  in  a stimulating,  well-organized  program.  The 
setting  is  a culturally  satisfying  community;  the  serene, 
scenic.  Grand  Traverse  Bay  area.  Present  salaries;  3 
year  plan  ($1 1,359— $1 1.922— $12,925);  5 year  plan 
( $ 1 2,945—$  1 4,950—$  1 7,393— $23, 1 98— $24,409 ) . Con- 
tact Dr.  Paul  E.  Kauffman,  Director  of  Psychiatric 
Training,  Room  167,  Traverse  City  State  Hospital, 
Traverse  City,  Michigan  49684.  An  equal  opportunity 
employer. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller, 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210,  Phone  (513)  651-2470. 


OB-GYN  AND  INTERNIST:  Board  eligible  or  certi- 
fied physicians  sought  to  join  an  eight  doctor  multi- 
specialty group.  High  starting  salary  with  liberal  fringe 
benefits.  Partnership  opportunity  after  one  year.  New 
facilities,  additional  space  planned.  One  excellent  500 
bed  hospital  in  community  with  privileges.  No.  Ridge- 
ville  (pop.  15,000)  neighboring  Elyria  (pop.  60,000) 
Located  20  miles  west  of  Cleveland.  Call  (216)  365- 
7311  for  more  information. 


CENTRALLY  AIR  CONDITIONED  FULL  SER- 
VICE OFFICE:  Prime  University  Heights,  Cleveland 
Heights,  South  Euclid  intersection.  Excellent  for  In- 
ternist, General  Practitioner,  Ophthalmologist,  or  other 
specialist.  Opposite  May’s  on  the  Heights.  Doctors  Cen- 
ter Bldg.  14077  Cedar  Road,  Cleveland,  Ohio  44118. 
Phone  216-321-5060. 
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OHIO  LICENSED  PHYSICIAN,  age  43, 
with  background  in  Internal  Medicine  and 
Diagnostic  Radiology,  having  5 years  ex- 
perience in  Emergency  Room  practice,  de- 
sires to  take  full  charge  of  Emergency 
Department  of  general  hospital.  Interested 
Hospitals,  Reply:  Box  625  c/o  Ohio  State 
Medical  Journal. 


FAMILY  PRACTICE — Excellent  opportunity  for 
family  practice  in  pleasant,  progressive  town  near  Co- 
lumbus, Ohio.  No  OB;  well  equipped  medical  center 
includes  12  examining  rooms,  small  surgery,  own  labora- 
tory and  x-ray;  2 GP’s  already  in  practice;  part-time 
coverage  of  college  health  service;  modern  well  equipped 
350  bed  community  hospital  with  active  consulting  ser- 
vice and  ER  group  4 miles  from  office;  excellent  local 
schools.  Salary  plus  percentage  first  year,  leading  to 
partnership.  Write  to  Granville  Medical  Center,  Gran- 
ville, Ohio  43023. 


EMERGENCY  ROOM  PHYSICIAN— Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunt- 
ington, West  Virginia;  excellent  income  and  working 
conditions;  contact  Assistant  Administrator,  Cabell  Hunt- 
ington Hospital,  1340  Sixteenth  St.,  Huntington,  West 
Virginia  25701  or  call  collect  (304)  696-6590. 


ASSOCIATE — desired  for  developing  a group  with 
actively  established  G.P.  in  50,000  pop.  central  Ohio 
town  with  four  year  old  hospital  with  excellent  facilities. 
Salary  open — leading  to  partnership  with  incorporated 
practice  with  pension  and  retirement  fund.  Position 
available  immediately.  Reply  Box  618,  OSMA  Journal. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


STAFF  PHYSICIAN  — Immediate  opening  for 
General  Practitioner  or  Internist  in  a modern  well 
equipped  77  bed  tuberculosis  hospital  with  expanding 
out-patient  clinic  facilities.  Located  in  scenic  Southeast 
Ohio  only  10  minutes  from  Ohio  University.  Hospital 
has  J.C.A.H.  approval  and  is  approved  by  the  Social 
Security  Administration  for  Medicare  patients.  Ohio 
Licensure  or  eligibilty  for  reciprocity  with  the  State  of 
Ohio  is  required.  Excellent  starting  salary  with  increase 
July  1,  1971.  Other  fringe  benefits  include  paid  vaca- 
tion, sick  leave,  excellent  retirement  plan  and  at  no  cost 
a two  bedroom  completely  furnished  apartment  with  free 
utilities.  For  further  information  call  collect  614-753- 
1943  or  reply  to  Charles  S.  Baldwin,  M.D.,  Medical 
Director,  Southeast  Ohio  Tuberculosis  Hospital,  P.  O. 
Box  359,  Nelsonville,  Ohio  45764. 


RETIRING:  General  Practice  for  sale,  or  office  for 
rent.  Good  practice,  good  location.  Near  Cleveland, 
Ohio.  33641  Vine  St.,  Eastlake,  Ohio  44094.  Telephone, 
(216)  942-5300. 
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WINDSOR  HOSPITAL 


A NONPROFIT  CORPORATION 
— ESTABLISHED  1898  — 

Chagrin  Falls,  Ohio  44022 
247-5300  (Area  Code  216) 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

Booklet  available  on  request. 


Accredited  by  The  Joint  Commission  on  Accreditation  of  Hospitals. 

JOHN  H.  NICHOLS,  M.D.,  Medical  Director  G.  PAULINE  WELLS,  R.N.,  Admin.  Director  HERBERT  A.  SIHLER,  JR.,  Pres. 
MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals  — Ohio  Hospital  Association 
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FOR  SALE:  Gray  Keynoter  portable  disc  dictating 
machine.  Used  2 years.  $250.00  Includes  carrying  case 
adaptor  for  AC  use.  Contact  Roy  E.  Manning,  M.D., 
612  Central  Center,  Chillicothe,  Ohio  45601  or  call 
773-1178. 


O.S.U.  COLLEGE  OF  MEDICINE  GRADUATE, 
licensed  in  Ohio,  would  like  association  in  Ohio  as 
emergency  department  physician.  Reply  Box  624  c/o 
Ohio  State  Medical  Journal. 


OPENINGS  FOR  PHYSICIANS— MD.  and  D O. 
— in  University  Affiliated  Residency  Training  Program 
and  in  Staff  Appointment  as  Affiliate  in  Psychiatry.  For 
detailed  information  write:  Robert  St.  John,  M.D.,  Di- 
rector of  Education  and  Medical  Research,  Mayview 
State  Hospital,  Bridgeville,  Pennsylvania  15017. 


E.  R.  SITUATION  WANTED:  a member  in 
AAGP  & ACEP,  licensed  in  Ohio,  Indiana,  Illinois, 
Kentucky,  D.C.,  seeks  a position  in  a busy  E.R.  (high 
volume  work)  or  to  participate  in  organizing  an  Emer- 
gency Department  in  a busy  metropolitan  community 
hospital.  Write  Box  627,  c/o  Ohio  State  Medical 
Journal. 


GENERAL  PRACTITIONER  WANTED— to  join 
four  General  Practitioner  Group  in  young  suburban 
community  of  100,000.  Tired  of  long  hot  summers — cold 
winters  alone  on  call?  Move  to  San  Francisco  Bay  Area 
— mild  climate.  Must  have  California  license  and  no 
military  obligations.  Forty-five  minutes  from  downtown 
San  Francisco.  Salary  leading  to  partnership.  Contact- — 
Phillip  M.  Loeb,  M.D.,  Center  Medical  Group,  2190 
Peralta  Blvd.,  Fremont,  California  94536.  Telephone — 
(415)  793-2645. 


HEALTH  COMMISSIONER:  Greene  County, 

Ohio,  well-established  county  unit,  population  125,057 
located  near  Dayton.  Competent  staff  of  50.  Programs 
include  diversified  clinics,  home  care,  environmental 
health.  Requirement:  physician  with  Ohio  licensure  and 
public  health  training  and/or  experience.  Salary  range: 
$22,000  to  $25,000  and  fringe  benefits.  Contact  Greene 
County  Health  Department,  1157  N.  Monroe  Dr.,  Xenia, 
Ohio,  45385  or  call  collect  372-3527  or  426-6351. 


FOR  SALE  (or  rent):  10  room  modern  air  con- 
ditioned office  with  parking  area  in  community  of 
50,000  in  city  of  16,000  population.  Ideal  for  any 
kind  of  medical  practice  including  ophthalmology  for 
which  it  is  now  equipped.  Write  to  S.  R.  Kistler  M.D. 
1325  Chestnut  St.,  Coshocton,  Ohio  43812. 


IF  YOU  ARE  FED  UP  with  problems  of  the  city, 
congestion,  wasted  hours  in  your  car,  read  on:  Luding- 
ton,  the  most  beautiful  city  in  Michigan  offers  you 
respite  from  these  and  more,  too — a beautiful  new 
hospital,  a cooperative  medical  staff,  a cooperative  Board 
and  administration,  and  a chance  for  sharing  calls  and 
vacation  time.  Every  type  of  recreation  facilities.  Lake 
Michigan  community  of  10,000  with  a service  area  of 
35,000  is  developing  medical  center  and  wishes  to  attract 
family  physicians,  internists,  pediatricians,  urologist, 
ophthalmologists,  ENT,  etc.  Presently  has  fifteen  gen- 
eralists and  specialists  in  active  practice.  Inquire  by 
letter  or  phone  call  to  John  R.  Carney,  M.D.,  Chief 
of  Staff,  Memorial  Hospital  of  Mason  County,  Luding- 
ton,  Michigan,  or  A.  R.  Paulus,  Administrator,  at  843- 
2591. 


CHIEF  PHYSICAL  THERAPIST  — For  172  bed 
general  hospital  expanding  to  255  beds  within  the 
next  two  years.  Located  35  miles  north  of  Columbus, 
near  recreation  and  education  facilities.  Must  be 
graduate  of  approved  school  and  be  eligible  for  Ohio 
Licensure.  Contact:  James  L.  Badertscher,  Director  of 
Administrative  Services,  Marion  General  Hospital,  Mar- 
ion, Ohio  43302. 


DIRECTOR  FOR  NURSING  INSERVICE  ED- 
UCATION for  172  bed  general  hospital  expanding 
to  255  beds  within  two  years.  Located  in  the  heart  of 
Ohio,  35  miles  north  of  Columbus,  recreation  and 
educational  facilities  available.  Bachelor’s  degree  pre- 
ferred. Contact  James  Badertscher,  Director  of  Admin- 
istrative Services,  Marion  General  Hospital,  Marion, 
Ohio  43302. 


WANTED:  Affiliation  with  obesity  clinic  as  a re- 
tirement career,  salary  basis.  Special  knowledge  acquired 
by  obstetric  and  gynecology  practice  as  a diplomate  in 
that  specialty.  References  exchanged.  Reply  Box  626, 
c/o  Ohio  State  Medical  Journal. 
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■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

17°/ 


POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicirr 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


The  treatment  of 


I 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 

\ The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


I 

® #0 


oice  of  4 strengths: 

droid  Android-HP 


Android-x  Android-Plus 


i yellow  tablet  contains 

yl  Testosterone  2.5  mg. 

|jiid  Ext.  (1/6  gr.)  10  mg. 

nc  Acid  50  mg 

me  HCL 10  mg 

1 tablet  3 times  daily. 
R/a6/e 

Mes  of  100,  500,  1000 


HICH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  5 0 mg. 
Thyroid  Ext.  (Va  fr.)  30  mg. 

Glutamic  Acid  . . 50  mg 

Thiamine  HCL  10  mg. 

Dose  1 tablet  3 times  daily 
Available 

Bottles  of  100,  500,  1000. 


EXTRA  HICH  POTENCY 

Each  orange  tablet  contains 
Methyl  Testosterone  .12.5  mg 

Thyroid  Eit.  (1  gr.)  . 64  mg 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg 

Dose  1 or  2 tablets  daily. 

Available 

Bottles  of  60.  500 


REFER  TO 

PDR 


WITH  HICH  POTENCY 
B COMPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  2.5  mg 
Thyroid  Eit.  (V»  gr.)  15  mg 
Ascorbic  Acid  (Vit.  C)  .250  mg 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyndoxme  HCL  5 mg 

Niacinamide 75  mg 

Calcium  Pantothenate  . 10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg 

Dose:  2 tablets  daily. 
Available:  Bottles  Of  60.  500 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pam,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skm  eruptions,  loss  of  libido  in  males,  dysuna,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males 

Precautions:  if  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration, 

Adverse  Reactions  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected 

References  i Montesano.  P . and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence  Clin  Med  12  69,  1966  2 Dublin,  M F Treatment  of  impotence  with  methyltestosterone 
thyroid  compound  West  Med  5 67,  1964  3.  Titetf.  A.  S.  Methyltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25  6,  1962  4 Heilman,  L , Bradlow,  H L , Zumoff.  B , Fukushima,  D A.,  and  Gallagher,  T.  F 
Thyroid  androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19  936 
1959  5 Farris.  E J , and  Colton.  $ w Effects  ot  L thyroxine  and  hothyromne  on  spermatogenesis 
J Urol  79  863,  1958  6 Osol,  A.  and  Farrar.  G E,  United  States  Dispensatory  ed  25).  Lippincott.  Phila 
delphia.  1955,  p 1432  7.  Wershub  L.  P Sexual  Impotence  in  the  Male  Thomas,  Springfield, 

III  , 1959,  pp  79-99 


Vor  literature  and  samples:  (brc^JJA  BROWN  PHARMACEUTICAL  CO.,  INC,  2500  West  6th  Street,  Los  Angeles,  California  90057 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole. 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100  , 500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 
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THE  BROWN  PHARMACEUTICAL  CO. 

F2500W.  6th  St., Los  Angeles, Calif.90057 
Write  for  Product  Catalog 


The  hypochondriac 

fugitive  from  anxiety 

For  many  patients  with 
hypochondriacal  tendencies,  physical 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCI), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration, 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 


LibriurrilO  mg 

(chlordiazepoxide  HCl) 

1 or  2 capsules 

t.i.d./q.i.d. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  be  weighed  against  its  pos- 


sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0 mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi- 
tors and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable 
effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants,-  causal 


relationship  has  not  been  establishei 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxi 
and  confusion  may  occur,  especially  i 
the  elderly  and  debilitated.  These  ar 
reversible  in  most  instances  by  prope 
dosage  adjustment,  but  are  also  occc 
sionally  observed  at  the  lower  dosag 
ranges.  In  a few  instances  syncope  ha 
been  reported.  Also  encountered  ar 
isolated  instances  of  skin  eruption: 
edema,  minor  menstrual  irregularitie: 
nausea  and  constipation,  extrapyram 
dal  symptoms,  increased  and  decrease1 
libido— all  infrequent  and  generally  cor 
trolled  with  dosage  reduction;  changes  i 
EEG  patterns  (low-voltage  fast  activity 
may  appear  during  and  after  treatmen 
blood  dyscrasias  (including  agranuloq 
tosis),  jaundice  and  hepatic  dysfunctio 
have  been  reported  occasionally,  makin 
periodic  blood  counts  and  liver  functio 
tests  advisable  during  protracted  therap) 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche 
Nutley,  N.J.  07110 


THRILLS  OF  HARNESS  RACING  ARE  YOURS  AT  THE 
1 OSMA  SOCIAL  FUNCTION  TO  BE  HELD  ON  WEDNESDAY, 
Y 12.  FOR  FURTHER  ANNUAL  MEETING  INFORMATION 
PAGES  362-378. 
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At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
i patients  tend  to  crave 

) recognition  and  are 
j “especially  vulnerable  to 
./  threats  to  their  manly 


assertive  independence. 


»2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.’ 


Big  boys  don’t  cry.  If  more  men  c 
maybe  fewer  would  wind  up  with  duoc 
ulcers.  But  men  will  be  men— the  sum  tot 
their  genes  and  what 
are  taught.  Schottst 
observes  that  wh 
mother  admonishes 
son  who  has  hurt  hin 
that  big  boys  don’t  cry 
is  teaching 
stoicism.4  Crying  ii 
negation  of  everyt! 
society  thinks  of  as  rm 
A boy  starts  defendin; 
manhood  at  an  early 


: 


Take  away  st 
you  can  take  away  sympt 
There  is  no  question  that  stress  pla 
role  in  the  etiology  of  duodenal  u 
Alvarez5  observes  that  many  a man  wit 
ulcer  loses  his  symptoms  the  day  he  shut 
the  office  and  starts  out  on  a vacation, 
problem  is,  the  type  of  man  likely  to  ha\ 
ulcer  is  the  type  least  likely  to  take 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  actio 
Librax .®  For  most  patients,  the  rest  cu 
as  unrealistic  as  it  is  desirable.  Still, 
stress  factor  must  be  dealt  with.  And 
is  where  the  dual  action  of  adjunctive  Li: 
can  help.  Librax  is  the  only  drug  that  i 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe, 
et  al.  (eds.):  Harrison's  Principles  of  Internal  Medici 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  pi 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  | 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Chaj 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schott! 
W.  W.:  Psycliophysiologic  Approach  i)i  Medical  Pr 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  ] 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa., 
Saunders  Company,  1951,  p.  384. 


! 


it 


* 


THE  FRANCIS^ 

LIBRARY  dF" 


les  the  tranquilizing 
ion  of  Librium 
llordiazepoxide 
1 ) with  the  potent 
icholinergic 
tion  of  Quarzan 
idinium  Br). 

Protects  man  from  his  own  hungry  per- 
nality.  The  action  of  Librium  reduces 
xiety — helps  protect  the  vulnerable  patient 
Dm  the  psychological  overreaction  to  stress 
at  clutches  his  stomach.  At  the  same  time, 
a action  of  Quarzan  helps  quiet  the  hyper- 
tive  gut,  decreasing  hypermotility  and 
persecretion. 

An  inner  healing  environment  with  1 
2 capsules,  3 or  4 times  daily.  Of  course, 
ere’s  more  to  the  treatment  of  duodenal 
le r than  a prescription  for  Librax.  The  pa- 
nt— with  your  guidance — will  have  to  ad- 
st  to  a different  pattern  of  living  if  treat- 
nt  is  to  succeed.  During  this  adjustment 
riod,  1 or  2 capsules  of  Librax  3 or  4 times 
ily  can  help  establish  a desirable  environ- 
mt  for  healing. 

Librax:  It  can’t  change  man’s  nature, 
it  it  can  usually  make  it  easier  for  men  to 
De  with  the  discomfort  of  stress— both 
ychic  and  gastric — that  can  precipitate 
d exacerbate  duodenal  ulcer, 
brax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before^- prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/ or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 
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big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax!. 

bisacodyl 


it’s  predictable 
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the  night  shin 
of  depression... 
insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme,  Division  of  Merck&Co.Jnc.,  West  Point,  Pa.  19486 
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Medicine  in  Ohio  in  the  Mid-Nineteenth  Century 


Anne  B.  McNamara* 


PART  II 


[Continued  from  March  Issue) 


Education 

Medical  education  was  haphazard  in  the 
1860’s  because  education  was  largely  a matter  of 
teachers.  Students  acquired  knowledge  of  the 
facts  of  medicine  from  their  teachers  and  books 
but  that  was  all.  Its  weakness  lay  in  its  failure 
to  offer  clinical  training.  A hospital  internship 
was  not  required  and  was  rarely  taken,  and  the 
only  opportunity  that  students  had  to  learn  the 
art  of  medicine  while  at  medical  school  was  the 
short  contact  they  had  with  patients  in  the 
professors’  clinics  or  in  the  dispensaries. 

The  medical  student  was  expected  to  have  a 
preceptor  for  at  least  one  year  and  usually  for 
two,  before  taking  his  formal  medical  course. 
Daniel  Drake,  one  of  the  greatest  physicians  of 
the  Midwest,  was  issued  a diploma  by  his  pre- 
ceptor, Dr.  Goforth,  on  August  1,  1805,  certify- 
ing to  his  qualifications  for  the  practice  of  physic, 
surgery,  and  midwifery.  Under  this  authority, 
Drake  practiced  medicine  for  1 1 years  until  he 
was  given  a degree  in  medicine  by  the  University 
of  Pennsylvania  in  1816. 5 

Before  Drake  received  his  hand-written  di- 
ploma from  Dr.  Goforth,  he  had  never  witnessed 
a chemical  experiment  or  the  dissection  of  a 
human  body.  Dr.  Goforth  gave  Drake  the  title 
of  Surgeon  General,  First  Division,  Ohio  Militia, 


•Miss  McNamara,  Toledo,  is  a recent  graduate  of 
the  University  of  Dayton  with  a bachelor  of  arts 
degree  in  history.  She  is  the  daughter  of  Dr. 
G.  W.  McNamara  of  Toledo. 
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anyway.  This  was  the  first  medical  degree  given 
in  the  West.6 

Upon  deciding  that  Western  medical  knowl- 
edge was  lacking  but  necessary,  Drake  started  the 
Medical  College  of  Ohio  in  1819.  Due  to  his 
dictatorial  rule  and  bad  temperament,  he  was 
voted  out  of  his  own  presidency  before  long.  If  it 
had  not  been  for  Drake’s  college  in  Ohio,  John 
Lambert  Richmond  would  never  have  been  great. 
This  pioneer  of  cesarian  operations  in  America 
was  the  janitor  of  the  Medical  School  and  ar- 
ranged with  Drake  to  give  back  half  his  earnings 
as  tuition.  In  1827,  from  his  knowledge  of  the 
practice  of  cesarian  operations  in  antiquity,  he 
proceeded,  in  an  emergency,  to  save  the  mother 
but  lose  the  child  in  his  first  cesarian.7 

Richmond’s  account  of  the  case  appeared  in 
Drake’s  medical  journal  in  1827.  Since  it  was  the 
first  report  of  a cesarian  to  be  published  in  the 
United  States,  many  writers  have  accorded  him 
priority,  although  there  may  have  been  earlier 
cases.  No  one  really  knows  for  sure  who  did  the 
first  one  in  America,  for  not  only  did  temporarily 
deranged  mothers  sometimes  operate  on  them- 
selves to  stop  labor  pains  but  such  operations 
were  a part  of  the  medical  lore  of  Africa,  and 
there  is  every  reason  to  believe  that  the  slaves 
brought  the  custom  over  with  them.  Richmond 
founded  two  medical  schools  — Denison  Uni- 
versity in  Ohio  and  Franklin  College  in  Indiana. 

Drake,  Richmond’s  teacher,  also  founded  the 
medical  department  of  the  Cincinnati  College. 
Samuel  David  Gross  filled  the  earliest  chair  of 
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pathologic  anatomy  instituted  in  America.  Others 
on  the  faculty  included  Willard  Parker,  first  in 
America  to  remove  an  appendix,  and  John  Rid- 
dell, a famous  botanist  who  later  invented  a 
binocular  microscope.'  Drake  himself  was  ahead 
of  his  times  by  believing  that  most  fevers  were 
caused  by  germs. 

The  city  of  Willoughby  established  a uni- 
versity in  1834,  which  included  a medical  depart- 
ment the  following  year.  In  1847,  this  medical 
department  was  transferred  to  Columbus  and 
reorganized  as  the  Starling  Medical  College.  The 
Cleveland  Medical  College  (Western  Reserve), 
founded  in  1843,  was  flourishing  under  the  cap- 
able hands  of  Dr.  Jared  Potter  Kirkland.  Dr. 
Alvah  H.  Baker's  institution  operated  after  1851 
as  the  Cincinnati  College  of  Medicine  and  Sur- 
gery. In  1858,  the  Ohio  Medical  College  in  Cin- 
cinnati absorbed  the  Miami  Medical  College.1 

Dentistry  was  usually  practiced  not  as  a 
specialty  but  at  first  in  conjunction  with  medicine. 
Dr.  James  Taylor  founded  a dental  school  in 
Cincinnati  in  1845  after  his  efforts  to  have  it  a 
separate  department  in  the  Ohio  Medical  College 
had  failed. 

The  medical  warfare  among  Cincinnati’s 
schools  and  the  addition  of  irregular  factors  and 
quacks  made  Cincinnati  the  Medical  No-Man’s 
Land  of  the  period.  The  direct  result  of  this  state 
of  affairs  was  that  there  were  three  distinct  classes 
of  practicing  physicians  — those  who  had  re- 
ceived a degree  from  a medical  college;  those  who 
had  attended  lectures  at  some  medical  college 
but  had  not  gone  on  to  graduation;  and  those 
trained  entirely  under  the  preceptor  system.  A 
conglomeration  of  physicians,  would-be  physicians, 
medical  neophytes,  impostors,  and  cjuacks  plagued 
the  State  of  Ohio. 

Laws 

The  rapid  westward  movement  in  the  coun- 
try resulted  in  the  absence  of  effective  legal  regu- 
lations. This  lowered  educational  standards  and 
gave  free  rein  to  ruthless  commercialism.  State 
licensing  boards  w'ere  instituted  in  Ohio  only  in 
the  last  decades  of  the  nineteenth  century. 

By  1830,  abortion  had  become  such  a na- 
tional scandal  that  the  Ohio  State  Legislature  on 
February  27,  1834,  just  one  week  before  it  char- 
tered the  City  of  Columbus  and  Willoughby 
University  of  Lake  Erie,  the  forerunner  of  the 
College  of  Medicine  of  Ohio  State  University, 
passed  an  act  setting  forth  the  maximum  penalty 
for  physicians  committing  an  abortion  in  a 
woman  “quick  with  child  shall  be  imprisoned  in 
the  penitentiary  not  more  than  seven  nor  less 
than  one  year.”7  Drunken  physicians  endangering 
the  life  of  a patient  were  to  be  fined  $100. 

A law  passed  in  1868  demanded  that  anyone 
who  attempted  to  practice  the  healing  art  should 


be  a graduate  of  an  acceptable  medical  college 
and  should  be  able  to  produce  his  diploma  or 
other  evidence  of  qualification  to  the  authorities. 
This  law  could  not  be  enforced.  In  the  first  place, 
there  were  no  enforcement  officers.  The  law  only 
made  extra  and  often  unpopular  work  for  the 
prosecuting  attorney.  Finally,  if  a regularly 
licensed  physician  preferred  charges  against  the 
illegal  physician,  the  affair  smacked  of  jealousy 
and  envy  and  not  only  prevented  conviction  but 
actually  enhanced  the  position  of  the  irregular 
in  the  community.  In  addition  to  this  difficulty, 
there  was  another.  The  rights  of  an  individual 
made  the  court  powerless  to  make  any  person 
register  if  he  had  not  already  done  so.7  It  was  not 
until  1896  that  effective  laws  were  enacted. 

Associations 

In  the  1840’s,  major  medical  societies  and 
associations  began.  In  1844,  both  the  Cincinnati 
Association  of  Dental  Surgeons  and  the  Mississippi 
Valley  Association  of  Dental  Surgeons  were  form- 
ed. At  Cleveland  in  1857,  the  Northern  Ohio 
Dental  Association  came  into  being  and  two  years 
later,  the  Mad  River  Association  was  organized 
at  Springfield. 

In  1846  the  Ohio  State  Medical  Society  was 
organized.  Prior  to  1860,  the  only  district  society 
in  Ohio  was  the  Medical  Association  of  Adams, 
Brown,  and  Clermont  counties,  organized  in  1847. 
The  American  Medical  Association  was  organized 
in  1847  and  held  sessions  in  Cincinnati  in  1850 
and  1867.  Reuben  D.  Mussey  of  Ohio  was  presi- 
dent of  the  Association  at  the  time  of  the  1850 
Cincinnati  convention.8 

At  the  1867  convention,  there  were  the  usual 
resolutions  on  the  advancement  of  medical  edu- 
cation and  on  the  rank  of  medical  men  in  the 
Army  and  Navy.  The  AMA  also  urged  states  to 
set  up  licensure  for  physicians  and  a resolution 
asking  druggists  who  manufactured  nostrums 
(quack  medicines)  was  rejected.8  The  American 
College  of  Surgeons  did  not  begin  until  1913. 9 

Because  the  societies  acted  as  self-regulating, 
certain  standards  were  adopted  among  their  mem- 
bers. For  example,  in  1847,  the  Belmont  County 
(Ohio)  Medical  Society  adopted  a Bill  of  Rates: 


Visit  in  town  500 

First  mile  in  the  country $1.00 

Venesection  and  tooth  extraction  ....  250 

Vaccination  500 


Doses  of  medicine  250  and  500 

Parturition  $4.00  to  $10 

Fractures  $5.00  to  $20 

Amputations  $50  to  $100* 

Prices  that  had  been  adopted  by  the  Cin- 
cinnati Medical  Association  in  1821  were  similar. 

Publications 

The  Western  Journal  of  Medical  and  Phys- 
ical Sciences  was  the  first  medical  periodical  to 
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become  established  beyond  the  Alleghenies  in  the 
late  1820’s.  Daniel  Drake  wrote  most  of  it  him- 
self, reacting  against  the  violent  therapy  of 
Benjamin  Rush  (universal  bloodletting)  and  be- 
coming the  champion  of  moderate  dosage.  He 
also  wrote  a work  of  philosophical  and  ethical 
speculation,  a medical  geography  entitled  Treatise 
on  the  Principal  Diseases  of  the  Interior  Valley 
of  North  America  published  in  1850. 

Dr.  A.  H.  Baker,  founder  of  the  Cincinnati 
College  of  Medicine,  published  a monthly  journal 
in  the  interests  of  his  school,  known  as  the  Cin- 
cinnati Medical  News,  devoted  to  the  dissemina- 
tion of  truth.  It  began  in  1858  and  was  suspended 
in  1863.  In  1860,  its  name  was  changed  to 
Cincinnati  Medical  and  Surgical  News.  At  Co- 
lumbus the  Ohio  Medical  and  Surgical  Journal 
was  published  from  1848  to  November,  1864.  It 
was  revived  and  a new  series  ran  from  1876  to 
1878.  Dr.  James  Taylor  quarterly  published  the 
Dental  Register  of  the  West  from  1847  to  1865. 
It  became  the  Dental  Register  and  issued  its  last 
number  in  November  of  1923. 1 

Treatment  and  Instruments 

The  average  home  of  the  1860’s  in  Ohio  had 
no  running  water,  was  lighted  by  kerosene  lamps, 
had  no  sewage  system,  and  was  heated  by  fire- 
places. The  home  was  usually  also  the  place 
where  the  doctor  treated  his  patients. 

It  was  common  practice  for  a country  doctor 
to  operate  in  the  patient’s  home  or  in  a room 
nearest  to  where  the  patient  had  been  hurt.  The 
kitchen  table  was  the  scene  of  major  operations. 
In  summer  though,  the  process  was  carried  out 
on  the  back  porch. 

Common  in  the  1860’s  was  excessive  blood- 
letting, extravagant  use  of  drugs,  refusal  of  cool 
water  or  ice  to  quench  thirst  and  of  bathing  in 
fevers.  Bleeding  was  done  with  lancets,  leeches, 
and  cups.  It  was  considered  proper  at  the  be- 
ginning of  all  inflammatory  fevers,  inflammation 
of  the  lungs,  intestines,  bladder,  stomach,  kidneys, 
throat,  and  eyes,  good  for  coughs,  headaches, 
rheumatism,  apoplexy,  and  epilepsy.  The  more 
the  patient  was  bled,  the  weaker  he  got  and  the 
more  he  needed  to  be  bled.  Daniel  Drake  died  in 
1852  after  having  bled  himself  for  a headache. 

In  The  Science  and  Art  of  Surgery,  the  way 
to  lessen  the  determination  of  the  blood  to  a limb 
to  be  amputated  was  by  blood-letting  but  it  also 
warns  that  blood  can  be  easily  removed  but  is  not 
to  be  taken  unnecessarily  because  it  cannot  be 
replaced  easily.10 

Three  factors  instrumental  in  the  tremendous 
progress  of  surgery  in  the  nineteenth  century  were 
localism,  asepsis,  and  anesthesia.  Localism  dealt 
with  the  relation  of  the  function  to  the  parts.  A 


function  is  never  impaired  without  the  part 
governing  the  function  affected.  Asepsis  dealt 
with  the  importance  of  cleanliness  and  the  control 
of  contamination.  Successful  operations  more 
often  than  not  ended  in  fatal  septicemia.  This 
was  especially  rampant  in  hospitals.  The  concep- 
tion of  contagions  as  living  organisms  was  not 
accepted  yet,  and  only  by  1890  did  the  idea  of 
wearing  clean  gown  rather  than  street  clothes  in 
operating  rooms  come  into  practice.  Even  then 
gloves  and  masks  were  not  used.11 

William  Thomas  Green  Morton  demon- 
strated the  use  of  anesthesia  in  the  Massachusetts 
General  Hospital  on  October  16,  1846.  Ohio,  like 
other  states,  began  its  experiments  with  anesthesia 
by  means  of  the  amusing  sessions  of  “laughing 
gas”  inhalation  in  public  exhibitions.  Others  took 
it  seriously.  Dr.  R.  D.  Mussey,  professor  of  surgery 
in  the  Ohio  Medical  College  in  Cincinnati,  made 
reports  on  its  wonderful  effects  when  performing 
surgery  and  amputations.12 

When  amputations  were  to  take  place  the 
patient  was  given  some  opium.  Some  blood  was 
taken  to  reduce  inflammation,  though  it  didn’t 
really  help.  The  immediate  preparations  for  the 
operations : 

“.  . . should  always  be  superintended  by  the 
surgeon  himself.  He  must  see  that  the  table  is  solid, 
and  of  a convenient  height,  well-covered  with 
blankets,  and  provided  with  pillows;  and  that  the 
light  of  the  room  is  good.  There  must  be  sufficient 
supply  of  sponges  and  of  basins,  with  hot  and  cold 
water:  and  the  operation  be  likely  to  be  attended 
by  much  hemorrhage,  a tray  filled  with  sand  or 
sawdust  should  be  provided,  in  order  to  catch  the 
blood.  The  surgeon  must  then  look  over  his  instru- 
ments, comparing  them,  if  the  operation  be  com- 
plicated, with  a list  previously  made  out;  he  must 
see  that  they  are  arranged  in  the  order  they  are 
wanted,  and  properly  covered  with  a towel.”10 

Despite  the  general  lack  of  cleanliness  and 
sterilization,  chloroform  was  given  and  the  opera- 
tion was  begun.  There  were  several  types  of  ampu- 
tations but  the  most  widely  used  method  was  the 
flap  method.  A < -shaped  incision  made  two 
flaps  on  the  stump  which  were  sewn  together.  In 
order  to  make  the  operation  bloodless,  an 
Esmarch  rubber  bandage  might  be  applied  above 
the  point  of  amputation  and  then  the  tourniquet 
was  applied.  In  septic  cases  there  was  a danger  of 
forcing  infected  material  into  the  circulation. 
After  the  operation  the  patient  was  laid  to  rest 
or  to  die  with  an  opiate  or  wine. 

The  medically  advised  treatment  of  frostbite 
is  only  a wives’  tale  now: 

“The  treatment  of  frostbite  consists  in  en- 
deavoring to  restore  the  vitality  of  the  frozen  parts. 
In  doing  this  the  great  danger  is,  that  reaction  may 
run  on  to  so  great  a degree  as  to  induce  sloughing  of 
the  structures  whose  vitality  has  already  been  serious- 
ly impaired.  In  order  to  prevent  this  accident  oc- 
curring, the  most  gradual  elevation  of  temperature 
must  be  had  recourse  to  for  restoring  the  part.  The 
patient  should  be  placed  in  a cold  room,  without  a 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

WWAAWAWAWW. 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe- 
cial base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1 or  2 tablets  night  or  morning.  Children  (up  to  age 
10):  V s tablet.  A citrus  drink  taken  with  tablet  will  stimu- 
late action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


fire,  any  approach  to  which  would  certainly  lead  to 
the  destruction  of  the  frostbitten  members.  These 
must  be  gently  rubbed  with  snow  or  cold  water  and 
held  between  the  hands  of  the  person  manipulat- 
ing.” W 

When  gangrene  is  the  result  of  cold,  Dr. 
Chase  suggests  that  a restoration  of  the  suspended 
circulation  should  be  attempted  by  rubbing  the 
part  with  snow.3 

Also,  Dr.  Chase  outlines  the  duties  of  a nurse 
during  childbirth  in  his  domestic  medicine  book, 
because  most  children  were  born  in  their  own 
homes.  Everything  had  to  be  done  under  the 
sheets  to  protect  the  modesty  of  the  mother.  Only 
in  complicated  cases  was  a doctor  called.  When 
he  did  come,  he  sometimes,  but  not  always,  gave 
the  mother  chloroform.  Dr.  R.  D.  Mussey  reported 
in  the  Ohio  Medical  and  Surgical  Journal  of 
September,  1848,  that  he  had  used  both  ether  and 
chloroform.  However,  Dr.  M.  B.  Wright,  pro- 
fessor at  the  Ohio  Medical  College  in  1850,  be- 
lieved that  if  mothers  suffered  no  pain  they  would 
not  have  strong  affection  for  their  children  since 
he  felt  that  “In  sorrow  shalt  thou  bring  forth 
children.”  1 Some  patients  as  well,  objected  to  any 
mitigation  of  the  pain  of  childbirth  on  religious 
grounds. 

Yellow  fever  was  believed  to  be  caused  by 
a miasma  generated  by  the  decomposition  of  or- 
ganic matter  in  a peculiar  condition  and  under 
the  combined  influences  of  high  heat,  moisture, 
and  exposure  to  the  atmosphere.  It  was  believed 
that  in  many  instances,  the  filthiness  of  the  houses, 
or  the  accumulation  of  various  matters  in  lanes 
or  narrow  and  unventilated  places,  and  even  the 
decomposition  of  the  bilgewater  in  the  holds  of 
vessels,  appeared  to  be  the  originating  cause,  or 
one  of  the  originating  causes  of  the  spontaneous 
appearance  of  yellow  fever.13 

As  to  the  use  of  instruments  of  precision  in 
Ohio,  little  evidence  can  be  presented  except  by 
inference  based  on  their  discussion  in  medical 
literature  written  by  physicians  of  Ohio.  Instru- 
ments such  as  the  uterine  sound  and  instruments 
for  exploring  the  vagina  are  as  old  as  the  Talmud. 
The  rectal  speculum  was  used  as  far  back  as 
Hippocrates. 

The  stomach  pump  was  used,  but  rather  for 
treatment  than  diagnosis.  There  was  in  local  use 
a general  utility  kit  which  contained  a combina- 
tion pump  and  tube  for  emptying  the  stomach,  a 
second  for  giving  an  enema,  a third  for  colonic 
irrigation,  a glass  device  for  use  as  a breast  pump,  | 
and  a cup  for  letting  blood.14 

The  chief  instruments  of  physical  diagnosis 
were:  the  clinical  thermometer,  the  stethoscope, 
the  cannula  and  trocar,  exploratory  syringe,  and 
various  specula.  The  classical  old  surgical  set  con- 
sisted of  several  long  amputating  knives,  a bone 


I saw,  a tourniquet,  various  smaller  knives,  a 
trephine,  needles,  and  thread. 

New  instruments  were  also  developed  to 
| assist  the  doctor  in  his  struggles.  Stephen  Tarnier 
| developed  the  axis-traction  forceps  in  1877  to 
| assist  in  obstetric  duties.  The  artery  clamp  was 
invented  in  1862,  and  the  hypodermic  syringe 
was  introduced  in  America  by  Fordyce  Barker  in 
1856  and  by  George  Thompson  Elliott  in  1858. 11 

(To  be  concluded  in  May  Issue) 


Poison  Information  Center 
Reports  on  1970  Experiences 

The  annual  report  for  1970  of  the  Poison 
Information  Center  of  the  Community  Hospital 
of  Springfield  and  Clark  County  gives  some  in- 
teresting statistics  on  number  and  types  of  cases 
reported  through  the  center.  Last  year  was  the 
twelfth  year  of  the  center’s  operation. 

Of  512  cases  reported,  30  patients  were  ad- 
mitted to  Community  Hospital,  6 were  admitted 
to  other  hospitals,  and  262  were  examined  and/or 
treated  and  released.  There  were  210  general  calls 
for  information,  3 calls  from  physicians,  and  1 
from  another  hospital. 

Of  the  persons  involved,  356  were  age  5 or 
under.  Reports  on  nature  of  the  incidents  showed 
409  to  be  accidental,  and  103  presumed  to  be 
intentional.  Aspirin  and  aspirin  compounds  were 
involved  in  88  cases,  other  analgesics  in  18,  and 
hypnotics  and  sedatives  in  42.  Twenty-seven  per- 
sons had  taken  two  drugs,  four  persons,  three 
drugs,  and  three  persons  four  drugs.  Household 
preparations  were  involved  in  72  cases. 

The  center  reported  100  percent  recoveiy 
of  the  512  patients. 


New  Jersey  Medical  Society 
Announces  Annual  Meeting 

The  Medical  Society  of  New  Jersey  is  hold- 
ing its  204th  annual  meeting  in  Atlantic  City, 
May  15-18,  and  officers  have  issued  a special  in- 
vitation for  Ohioans  to  attend. 

Persons  interested  in  attending  should  write 
to  the  Society  at  315  West  State  Street,  Trenton, 
N.  J.  08605. 


fectively.  A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 

QUI-A-Z0NE 
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Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 
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Orient  Adventure 


FOURTEEN-DAY  Orient  Adventure  holi- 
day has  been  arranged  for  members  of  the 
Ohio  State  Medical  Association.  Departure  date 
for  the  trip  to  Tokyo  and  Hong  Kong  is  July  31, 
with  a choice  of  boarding  the  plane  at  Cleveland 
or  Columbus. 

The  Orient  Adventure  was  made  available 
when  The  Council  of  the  Ohio  State  Medical  As- 
sociation at  its  February  20-21  meeting  arrived  at 
an  agreement  with  INTRAV  (International 
Travel  Advisors,  Inc.)  to  conduct  the  tour.  This 
travel  agency,  with  headquarters  in  St.  Louis,  has 
an  extensive  background  in  the  business  and  is 
conducting  similar  tours  for  numerous  medical  as 
well  as  other  professional  organizations. 

Some  of  the  other  state  associations  which 
sponsor  tours  through  INTRAV  are  the  Illinois 
State  Medical  Society,  Louisiana  State  Medical 
Association,  Minnesota  State  Medical  Association, 
Texas  Medical  Association,  and  the  Medical  So- 
ciety of  Virginia. 

The  Association  has  been  able  to  arrange  this 
all-inclusive  vacation  for  just  $898  — which  is  less 
than  regular  round  trip  tourist  air  fare  alone. 

What  Is  Included 

This  special  Orient  Adventure  price  includes 
chartered  round  trip  jet  transportation,  deluxe 
hotels,  two  meals  daily  (an  American  breakfast 
in  your  hotel  and  gourmet  dinners  at  a choice  of 
the  finest  restaurants  in  each  city),  tips,  transfers 
and  many  other  extras  to  make  your  trip  more 
enjoyable.  The  baggage  allowance  has  been  in- 
creased to  100  pounds,  more  than  adequate  allow- 
ance for  Hong  Kong  shopping  and  your  golf  clubs. 

There  is  absolutely  no  regimentation  on  the 
Orient  Adventure.  You  are  free  to  go  where  you 
want,  do  what  you  want  — when  you  feel  like 
doing  it!  You  may  join  in  group  activities  or  ex- 
plore on  your  own. 

A special  Orient  Adventure  escort  will  travel 
with  you  throughout  the  trip.  In  Japan  and  Hong 
Kong  you  will  have  five  personable  hosts  to  assist 
in  arranging  sightseeing,  shopping,  golfing,  night- 
clubbing  and  other  activities. 

Begin  your  Orient  Adventure  by  flying  di- 
rectly from  Cleveland  or  Columbus  to  Tokyo  via 
chartered  World  Airways  707  private  jet  with  first 


class  service  aboard,  including  stretch-out,  extra 
comfort  seating,  the  finest  food  and  complimentary 
cocktails  and  champagne. 

Stay  In  Tokyo 

The  first  seven  days,  in  Tokyo,  you  will  stay 
at  the  beautiful  New  Otani  Hotel,  situated  on  ten 
acres  of  classical  Japanese  gardens. 

Tokyo  is  the  world’s  largest  city  with  a popu- 
lation of  twelve  million  people.  This  still  growing 
metropolis  is  a fascinating  mixture  of  temples, 
towers  and  palaces.  Bustling  department  stores,  as 
modern  as  any  in  the  U.  S.,  dramatically  contrast 
with  tiny  open-front  shops.  These  stores  are  a 
shopper’s  paradise  with  their  woodblock  prints, 
pearls,  laccjuerware,  silk,  electronic  equipment  and, 
of  course,  the  world  reknowned  Japanese  cameras. 

There  are  eleven  fine  restaurants  in  the  New 
Otani  Hotel.  Or  choose  the  best  in  international 
cuisine  from  an  outstanding  selection  of  the  finest 
restaurants  in  the  city.  A dining  must  in  Tokyo  is 
sukiyaki  . . . lightly  sauteed  vegetables  mixed  with 
Japanese  Kobe  beef,  prepared  at  your  table.  Part 
of  the  fun  is  eating  with  chopsticks. 

An  optional  side  trip  to  Kyoto  on  the  famous 
130  mile-per-hour  Bullet  Train  places  you  in  a 
land  of  the  past.  Kyoto,  capital  of  feudal  Japan, 
is  still  the  artistic  and  cultural  center  of  the 
country.  Here  are  hundreds  of  gracious  traditional 
Japanese  gardens  and  over  two  thousand  Buddhist 
Temples  and  Shinto  Shrines. 

Pearl  of  the  Orient 

Then  on  to  Hong  Kong,  “Pearl  of  the  Ori- 
ent”, for  seven  days.  Hong  Kong  is  a fascinating 
mixture  of  British  tradition  and  the  intrigue  of 
the  Far  East.  This  British  Crown  Colony  is  actu- 
ally two  cities  — Victoria,  on  the  island  of  Hong 
Kong,  and  Kowloon,  on  the  mainland  peninsula. 
The  two  are  separated  by  the  world’s  most  spec- 
tacular harbor.  A ferry  ride  across  this  bustling 
waterway  offers  close-up  views  of  sampans,  junks, 
freighters  and  luxury  liners. 

You  will  fall  in  love  with  your  hotel  in  Hong 
Kong:  The  Mandarin  . . . rated  by  Fortune  Maga- 
zine one  of  the  world’s  ten  best!  The  service,  the 
decor  and  the  food  are  unmatched  anywhere.  In 
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Norgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine.  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon@). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  it  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Riker  Laboratories,  Inc. 

NORTHRIDGE.  CALIFORNIA  91324 


i NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin,  160  mg. .caffeine, 30  mg.) 


the  versatile  analgesic 


fact,  most  of  I long  Kong  boasts  of  the  best  Chinese 
food  as  well  as  the  finest  in  international  cuisine. 

Hong  Kong  is  an  international  free  port,  and 
the  marketplace  of  the  Orient.  Row  after  row  of 
shops  burst  with  eye-catching  bargains  in  custom- 
made  clothes  and  shoes,  handcrafted  jade  jewelry 
and  figurines,  rosewood  and  antique  furniture, 
delicate  silks  and  brocades. 

Plan  to  take  the  optional  three  day  excursion 
to  the  fairy-tale  city  of  Bangkok.  In  this  “Land  of 
Smiles”  the  splendor  of  the  Grand  Palace  blends 
with  the  glittering  Temple  of  the  Dawn  and  the 
awesome  beauty  of  the  Golden  Buddha  — five  and 
one-half  tons  of  solid  gold!  The  Bangkok  excursion 
is  available  to  members  at  a special  reduced  Orient 


Adventure  price! 

The  Orient  Adventure  is  a completely  new 
concept  in  travel  that  stretches  vacation  dollars  so 
that  two  can  travel  for  little  more  than  the  price 
of  one.  And,  there  is  absolutely  no  regimentation 
on  this  luxury,  care-free  vacation. 

If  you  have  not  yet  sent  in  your  reservations 
for  our  Orient  Adventure,  do  so  right  away.  Or 
contact  the  Ohio  State  Medical  Association  head- 
quarters office  for  any  additional  information  you 
may  need.  Space  is  limited,  so  make  your  reserva- 
tions now.  The  tour  guides  don’t  want  to  leave 
without  you. 

See  page  355  in  this  issue  for  additional  in- 
formation and  an  application  blank. 


NEW 


Jft  a pre-season  prophylaxis  to 

CAPS  STOP 


POISON  IVY 
REACTION 

in  9 out  of  10  cases 

Improvement  of  a Formula  used  by 
Allergists  for  over  50  years 

• Full  season  protection  with  only 
200  IVY  CAPS 

• Just  Pennies  a Day 

• Sig— 1 Capsule  per  day 

• A natural  product  of  pure  plant 
oleoresins 

Send  for  Free  Test  Patches,  Information 


Exclusive  Distributors: 

ALLERGY 

LABORATORIES 

OF  OHIO,  INC. 


150  EAST  BROAD  STREET,  COLUMBUS,  OHIO  43215 
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ANNOUNCING 

SPECIAL  OPEN  ENROLLMENT  PERIOD 


■ Physicians  under  age  60  may  apply  NOW  for 
up  to  $2000  a month  of  Practice  Overhead  In- 
surance. 

■ Up  to  $1000  a month  is  GUARANTEED  ISSUE 
to  those  under  age  60,  regardless  of  previous 
health  history. 

■ From  $1100  to  $2000  a month  protection  is 
available  to  those  under  age  60  on  an  under- 
written basis. 

■ A unique  Survivor  Benefit  has  been  added  at 
NO  ADDITIONAL  COST.  It  pays  the  chosen 
benefit  for  up  to  three  months  after  death  in 
addition  to  benefits  paid  while  disabled. 


■ Physicians  between  age  60  and  70  may  apply  for 
up  to  $1000  a month  Practice  Overhead  Insurance 
subject  to  acceptance. 

B Those  who  practice  in  partnerships  or  profes- 
sional corporations  are  also  eligible  for  this 
protection. 

® Because  of  the  unique  nature  of  this  plan,  the 
Special  Open  Enrollment  Period  must  be  limited. 
APPLY  NOW!  After  this  short  period  ends, 
only  those  under  age  60  may  apply  and  all  ap- 
plic-tions  will  be  underwritten  and  subject  to 
acceptance. 


For  information,  write  or  call  collect 

Spencer  W.  Cunningham,  President 
DANIELS-HEAD  & ASSOCIATES,  INC. 

Daniels-Head  Building  • Portsmouth,  Ohio  45662 
Telephone  614/354-4561 

Administrators  of  OSMA  Sponsored  Major  Medical  and  In-Hospital  Indemnity  Insurance 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus 

I DON’T  KNOW  how  you  reacted,  but  I was 
dumbfounded  to  read  the  other  day  an  an- 
nouncement by  General  Motors  that  they  plan  to 
reimburse  dealers  for  inspecting  and  repairing  new 
cars  before  they  are  delivered  to  buyers.  They  in- 
dicated that  this  new  program  is  aimed  to  counter- 
act the  mounting  criticism  about  the  quality  of 
new  cars.  Naturally,  the  costs  entailed  with  this 
program  will  be  passed  on  to  buyers.  And  still  the 
pay  increases  go  on  while  productivity  lags.  1 his 
is  a specific  example  of  how  and  why  inflation 
remains  unchecked.  Isn’t  it  pathetic  that  we  now 
have  to  repair  new  cars  before  they  are  delivered 
to  us. 

We  must  recognize  that  inflation  cannot  be 
forgotten  and  dismissed  from  our  minds.  It  is  still 
with  us  notwithstanding  the  upturn  in  the  econ- 
omy. In  fact,  we  are  finding  it  increasingly  difficult 
to  overcome  its  erosion  of  savings.  Quite  frankly 
inflation  makes  it  more  and  more  difficult  to  select 
investments.  Surely  all  investments  will  not  even 
keep  pace.  Actually  inflation  impairs  the  earnings 
of  almost  all  businesses,  contrary  to  popular  belief. 
When  inflation  was  advancing  at  the  rate  of  about 
2 percent  annually,  all  but  the  weakest  companies 
could  swim  strongly  against  the  tide.  You  could 
choose  almost  any  stock  and  find  that  your  selec- 
tion increased  your  investment  capital.  But  today, 
we  are  seeing  inflation  exceeding  6 percent  per 
year  and  most  companies  are  finding  it  difficult, 
if  not  impossible,  to  overcome  this  high  tide.  And 
I assume  you  will  find  reading  this  investment 
column  to  be  profitable  if  I can  alert  you  to  the 
problem  and  help  you  select  inflation  resistant 
stocks.  And  this  swimming  to  overcome  the  tide 
is  a family  problem  too.  Over  40  percent  of  all 
wives  in  the  U.  S.  had  jobs  last  year  and  this  is 
a shocking  statistic  to  those  of  us  who  can  re- 
member when. 

Brewery  sales,  benefiting  from  favorable 
demographic  trends  and  intensified  promotion  are 
expected  to  continue  to  grow  at  a rapid  pace.  For 

This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company,  Columbus. 


example,  the  rapid  annual  increase  in  the  19-30 
age  group,  which  is  the  largest  beer  drinking  age 
group,  materially  enhances  the  growth  potential. 
In  the  brewing  industry,  the  big  companies  are 
swallowing  the  little  ones  and  are  growing  bigger 
and  bigger.  This  is  a growth  industry  offering  at- 
tractive stocks  that  should  be  purchased  now.  Call 
or  write  to  me  if  you  want  information  and  com- 
parison of  these  stocks. 

I am  offering  two  stocks  for  your  considera- 
tion this  month. 

Clorox  Company:  This  company  became  pub- 
licly owned  in  May  1958  following  the  start  of 
divestment  proceedings  by  Procter  & Gamble 
which  were  completed  in  January  1969.  Clorox, 
its  principal  product,  is  the  largest  selling  house- 
hold bleach  in  the  nation.  Enzyme  detergents  are 
falling  out  of  favor  and  the  current  clamor  about 
effects  of  phosphates  used  in  laundry  detergents 
has  already  resulted  in  some  restrictions  on  their 
use.  This  will  be  added  fuel  for  the  growing  sales 
of  Clorox.  But  the  diversification  of  this  company 
also  make  it  an  attractive  growth  investment. 
Earnings  are  up  sharply  and  the  long  term  growth 
prospects  are  very  favorable.  This  is  an  excellent 
buy  to  beat  the  inflation  bug-a-boo. 

Emerson  Electric  Company:  This  company  is 
one  of  the  leaders  in  the  manufacture  and  sale  of 
electrical  and  electronic  products  and  has  shown 
a steady,  impressive  increase  in  earning  in  the  last 
10  years.  Many  of  its  products  are  found  in  the 
home  as  well  as  in  industrial  plants.  With  the 
expansion  of  the  residential  home  building  market 
in  the  next  few  years  and  the  expected  expansion 
of  consumer  spending,  Emerson  Electric  should 
earn  an  important  share  of  this  growing  market. 
This  company  is  broadly  diversified  and  has  a 
strong  research  program.  If  you  are  seeking  growth 
instead  of  income,  I strongly  recommend  an  in- 
vestment in  Emerson  Electric  Co. 

Incidentally,  I read  recently  that  someone 
compiled  a list  of  211  electrical  appliances  now 
available  for  use  in  the  home.  Your  home  contains 
many  of  these  and  it  is  self  evident  that  electricity 
has  transformed  man’s  life  on  earth.  Even  a brief 
power  failure  instantly  points  out  our  almost  com- 
plete dependence  on  this  service. 
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A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 

100  000  N.f  Units. CNymoNypim:  8.000  N.F.  Units: 
«du.»>l«nt  in  tryptic  actmly  to  40  mg.  ot  N.f.  trypsin 

Reduces  swelling 
■ Hastens  healing 
* Speeds  recovery 


One  fabletq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
topatientswithaknownsensitivitytotrypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
* groups.  (See  Precautions.)  It  is  recommended  that  if  side 
I effects  occur  medication  be  discontinued. 

Dotage:  One  tablet  q.i.d. 

I the  national  drug  company 

I HH  I DIVISION  OF  RICHARDSON  MERRELL  INC. 

• 11  PHILADELPHIA.  PENNSYLVANIA  19144 

T1ADEMA8K  BIT  ABS  U.S.  PATENT  NO.  3.004.893  9/70  0-009A  161 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  mm  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehei 
therapy  that  combats  all  three  major  va 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamid 
15.0%,  allantoin  2.0% 

Suppositories  (aminacrine  hydrochloride  0.014  Gm„  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm, 


vindications:  Known  sensitivity  to  sulfonamides, 
ttions/ Adverse  Reactions:  The  usual  precautions  for  topical 
■stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticoria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  )2  with  applicator. 

TRADEMARK,  AVC  AV-104  2/71  Y-U9 

■ I THE  NATIONAL  DRUG  COMPANY 

' I f ill  D /'SION  OF  RICHARDSON  MERRELL  INC 

m 1 PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


\ east^atjLla- 

f \ ove^  Yvea^e^  paT-rne 

L\  erati«eF 


Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 

Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 
Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 

, j"  leu  cyf  j^(al?/iaceuleca/&  Effince  f&'Sfi 


February  2,  1971 

Dear  Editor: 

I am  responding  to  your  request  that  Ohio 
physicians  express  their  opinions  on  reform  of  our 
out-dated  abortion  laws. 

As  a 1921  medical  graduate,  I am  reminded 
of  how  slowly  the  waves  of  change  roll  into  our 
profession.  But  they  do  roll,  for  only  a few  issues 
back,  our  Journal  cautioned  us  about  those  “bad 
guys”  in  New  York  who  were  soliciting  our  abor- 
tion cases.  We  were  not  enlightened  about  which 
ones  were  reliable  and  which  hospitals  might  be 
dangerous. 

Although  anesthesiology  was  my  specialty, 
even  as  a girl  of  ten,  I sensed  the  tragedy  of  un- 
wanted pregnancy  reflected  in  the  sad  faces  of 
women  about  me.  They  had  to  accept  what  could 
not  be  changed;  they  were  like  the  cow  in  the 
field,  but  not  contented. 

Later,  as  a medical  student,  I lived  two  years 
in  a physician’s  home  and  helped  him  deliver 
coal  miners’  wives.  Many  of  those  poor  women 
begged  him  for  help  to  keep  from  having  more 
children. 

Two  years  more  and  our  professor  of  obstetrics 


gave  his  last  lecture  on  how  to  avoid  pregnancy. 
Be  continent.  He  had  not  heard  about  “Sex: 
The  Silent  Bell.” 

Continuing  the  “Up  the  Down  Staircase”  of 
medical  education  in  New  York  City  and  Chicago, 
I heard  the  pleas  of  poor  women  for  birth  con- 
trol knowledge  and  saw  the  pale,  wan  faces  of 
desperate  women  who  had  risked  their  lives  with 
illegal  abortion. 

In  the  year  of  1971,  my  hope  is  that  enough 
courageous,  forward  looking  people  will  demand 
that  our  lawmakers  realize  every  woman  has  the 
right  to  reliable  birth  control  information,  in- 
cluding male  and  female  sterilization.  It  is  the 
right  of  the  woman  and  her  physician  alone  to 
decide  to  terminate  an  unwanted  pregnancy, 
without  brainwashing  by  a committee  at  the 
hospital  or  a long  waiting  period. 

(Signed)  Eva  G.  Cutright,  M.D. 

Wooster,  Ohio 

February  16,  1971 

To  the  Editor: 

I would  like  to  take  this  opportunity  to  con- 
gratulate and  thank  you  and  your  staff  for  the 
excellence  of  the  Ohio  State  Medical  Journal. 
It  is  obvious  that  the  editor  is  attempting  to  in- 
clude articles  of  interest  for  every  segment  of  a 
doctor’s  life.  There  is  something  of  worth  in  every 
issue  for  each  doctor  regardless  of  his  specialty, 
location,  or  interest. 

I have  no  way  of  knowing  what  all  the  other 
state  medical  journals  are  like  but  I would  bet 
that  ours  is  among  the  first  five. 

Sincerely, 

(Signed)  David  H.  Greegor,  M.D. 

Columbus,  Ohio 

Turn  Page  for  Additional  Letter 


AN  OPEN  LETTER 


the  Physicians  of  Ohio 


Who  are  the  children  for  whom  those  of  us 
associated  with  the  Bureau  of  Crippled  Children 
Services  are  responsible? 

Our  Medical  Director,  Dr.  Elizabeth  R.  Ap- 
lin,  has  defined  for  us  in  the  Ohio  State  Medical 
Journal * the  crippled  child  as  an  individual  under 
21  years  of  age  who  has  an  organic  disease,  defect, 
or  condition  which  may  hinder  the  normal  achieve- 
ment of  growth  and  development.  To  some  of  us, 
the  use  of  the  term  “crippled  child”  in  this  con- 
notation is  inappropriate,  but  its  use  is  so  firmly 
established  in  Welfare  Departments  about  the 
country  that  to  change  it  now  would  be  difficult. 
Up  until  about  thirty  years  ago  most  of  the  chil- 
dren cared  for  under  the  program  had  skeletal 
problems  which  were  more  literally  “crippling,” 
and  their  care  was  generally  supervised  by  ortho- 
pedic surgeons.  Today  a continuing  case  load  of 
16,000  handicapped  children  is  maintained,  with 
diagnoses  which  include  almost  every  remediable 
abnormality  of  childhood. 

Since  funds  are  limited,  priority  is  given  to 
children  with  defects,  the  correction  of  which  will 
permit  them  to  live  normal  lives  in  the  community, 
avoiding  as  much  as  is  reasonable  extremely  costly 
forms  of  treatment  which  deplete  our  resources 
unduly.  The  eligibility  requirements  are  clearly 
stated  in  the  OSM J article.  This  is  not  a “give 
away”  program,  and  available  insurance  resources 
must  be  applied  before  the  BCCS  “picks  up  the 
tab.” 

The  Medical  Director,  who  is  a board  certi 
fiecl  pediatrician,  is  supported  by  a full  time  stafl 
of  53,  and  a Medical  Advisory  Board  composed 
of  specialists  in  most  of  the  appropriate  fields  of 
practice,  appointed  by  the  Director  of  Welfare  of 
the  State  of  Ohio.  Members  of  this  Board  serve 
on  a completely  voluntary  basis.  Treatment  of  the 
crippled  child  is  carried  out  by  board  certified 
specialists  who  have  applied  for  such  privileges, 
who  are  willing  to  accept  fees  which  are  some- 
what less  than  the  usual  rate,  and  are  recommend- 
ed to  the  Director  by  the  Medical  Advisor)7  Board. 
Treatment  is  carried  out  in  the  office  of  the  physi- 
cian or  in  a hospital  approved  by  the  Board  and 
the  Medical  Director.  It  is  assumed  that  part  of 
the  compensation  of  the  specialists  is  the  satisfac- 
tion of  contributing  to  the  welfare  of  the  children 
of  Ohio. 


*Ohio  State  Medical  Journal,  67:118,  February 
1971,  “Highlights  in  Ohio  Welfare  — Functions 
of  the  Bureau  of  Crippled  Children  Services.” 


While  some  of  the  needy  children  are  “found” 
by  county  nurses  and  social  agencies,  the  majority 
are  recommended  by  the  physician  in  practice.  He 
refers  the  patient  to  an  appropriate  specialist  who 
then  initiates  a request  to  the  Medical  Director  for 
acceptance  of  the  child  under  the  program,  and 
outlines  his  planned  course  of  treatment.  Since  the 
practicing  physician  is  the  keystone  of  the  pro- 
gram, it  is  essential  that  he  be  knowledgeable 
about  the  program  and  that  he  provide  all  the 
medical  and  social  information  about  the  child 
which  is  available  to  him,  and  the  results  of  any 
studies  which  have  been  made.  The  same  applies 
to  the  specialist  who  plans  the  program  and  carries 
out  the  treatment.  Detailed  records  are  essential. 

In  order  to  keep  the  physicians  of  Ohio  in- 
formed about  the  activities  of  the  program  in  the 
future,  bulletins  will  be  sent  to  them  periodically, 
or  published  in  the  OSM J , as  found  appropriate. 

Sincerely  yours, 

Donald  M.  Glover  M.D.,  Chairman 
Medical  Advisory  Board, 

Bureau  of  Crippled  Children  Services 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Fast.  ..long-lasting 
relief  of  aches 
and  pains  *--» — 4 

of  colds  and  flu  ^ 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 
offers  a new  kind  of  control  for  your  patients  with  cold 
and  flu  discomforts.  In  each  10-grain  tablet  are  over 
6,000  microscopic  reservoirs  that  release  aspirin  at  a 
controlled  rate— some  right  away  and  some  later 
on.  This  means  fast  relief  of  symptoms, 
followed  by  hours  of  comfort.  Throughout 
the  day,  Measurin  gives  your  patients 
freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


PRimER 

PLUS 

Flexoplnst 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 

cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


c...  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City 

State Zip 


MDs  in  the  News 

Dr.  Jack  Schreiber,  Canfield,  recently  was 
honored  for  the  fourth  time  with  the  Freedoms 
Foundation  Award.  The  1970  award  came  as  a 
result  of  his  talk  entitled  “Can  We  Really  Save 
America?”  given  first  as  the  commencement  ad- 
dress before  the  Liberty  High  School  class  in 
Youngstown. 

The  Samuel  O.  Freedlander  Chair  in  Physi- 
ology has  been  established  jointly  at  the  Technion, 
the  Israel  Institute  of  Technology,  and  the  Aba 
Koushy  School  of  Medicine  in  Haifa,  Israel.  The 
late  Dr.  Freedlander  practiced  for  many  years 
in  Cleveland. 

Dr.  Edward  A.  Gall  has  been  named  vice- 
president  of  the  University  of  Cincinnati  and  di- 
rector of  the  University  Medical  Center.  Dr.  Gall 
has  been  associated  with  the  university  since  1941 
and  for  many  years  was  director  of  the  Depart- 
ment of  Pathology.  Dr.  Clement  F.  St.  John  re- 
tired as  vice-president  last  September. 

Dr.  .Alton  W.  Behm,  Chardon  practitioner 
and  Geauga  County  coroner,  was  named  a mem- 
ber of  the  Board  of  Trustees  of  Bethany  College, 
Bethany,  W.  Va.  He  is  a graduate  of  Bethany 
College. 

Dr.  Tony  P.  Delventhal,  practitioner  of  long 
standing  in  the  community,  was  presented  the 
1970  outstanding  citizen  award  by  the  Napoleon 
Chamber  of  Commerce. 

Dr.  Leonard  E.  Pritchard,  Columbiana,  was 
the  subject  of  a feature  under  the  “People  You 
Should  Know”  heading  in  the  local  newspaper.  He 
is  family  practitioner,  accomplished  organist  and 
conducts  a Dixieland  band  appropriately  named 
“Doc  and  His  Hypo-Dermics.”  In  addition,  the 
article  relates,  he  is  a sculptor,  woodworker  and 
physical  fitness  advocate. 

Dr.  John  H.  Schulte,  Columbus,  has  been 
elected  president  of  the  American  Academy  of 
Occupational  Medicine  for  1971.  He  is  professor 
of  preventive  medicine  at  Ohio  State  University 
College  of  Medicine,  and  medical  director  for  the 
Ohio  Bell  Telephone  Company,  Southwestern 
Area. 

W.  S.  Elliott,  M.D.,  and  Mildred  (Mrs.  Jack) 
Ashbridge,  R.N.  were  cited  by  the  East  Palestine 
Rotary  Club  and  presented  the  Man-of-the-Year 
and  Woman-of-the-Year  Awards  for  their  out- 
standing contributions  to  the  community. 
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Echography:  An  Advance 
of  Abdominal  Aortic 


in  the  Diagnosis 
Aneurysm 


INCE  ANEURYSMS  of  the  abdominal  aorta 
may  be  repaired  with  relative  safety,  it  is 
essential  to  develop  more  accurate  methods  of 
diagnosis.  Standard  methods  used  to  identify  and 
evaluate  aneurysms  of  the  abdominal  aorta  each 
have  serious  limitations.  Physical  examination 
often  fails  to  detect  small  aneurysms,  and  in  obese 
patients,  even  large  aneurysms  may  be  over- 
looked. In  51  of  100  patients  reported  by  Rob 
and  Williams,  an  aneurysm  of  the  abdominal 
aorta  was  not  discovered  by  the  initial  examiner.1 
Plain  roentgenograms  of  the  abdomen  show  diag- 
nostic curvilinear  calcifications  in  only  55  to  85 
percent  of  patients  with  aneurysms  of  the  aorta. 
Aortography,  an  expensive  and  potentially  hazard- 
ous examination,  usually  fails  to  define  an  aneu- 
rysm of  the  aorta  since,  with  the  exception  of  the 
central  channel,  the  aneurysm  is  ordinarily  filled 
with  laminated  thrombus. 

We  have  recently  studied  the  abdominal 
aortas  of  80  patients  using  echography  (reflected 
ultrasound).2  Echography  of  the  aorta  is  a safe 
and  rapid  examination,  and  in  79  (98.8  percent) 
of  the  80  patients,  it  correctly  defined  the  diameter 
and  contour  of  the  abdominal  aorta.  It  appears 
that  echography  is  capable  of  discerning  whether 
a pulsatile  mass  in  the  abdomen  is  an  aneurysm 
or  a periaortic  mass  with  transmitted  pulsations. 


In  addition,  it  is  possible  to  distinguish  between 
a normal  or  tortuous  aorta  and  a small  aneurysm. 

Echography  is  performed  by  passing  the  trans- 
ducer-receiver of  an  ultrasonic  laminograph  over 
the  skin  surface  of  the  abdomen.  The  echoes  from 
the  sound  waves  are  portrayed  on  a storage  oscil- 
loscope and  appropriate  polaroid  photographs  are 
made.  The  use  of  both  transverse  and  longitudinal 
scans  results  in  an  accurate  definition  of  the  ab- 
dominal aorta  and  increased  precision  in  distin- 
guishing between  aneurysm  and  other  abnormali- 
ties, such  as  enlarged  periaortic  lymph  nodes. 

Echography  does  not  obviate  the  need  for  or 
diminish  the  usefulness  of  the  standard  methods 
of  evaluating  the  abdominal  aorta.  Certainly  the 
abdominal  aortas  of  many  patients  may  be  ade- 
quately evaluated  by  physical  examination.  In 
most  instances,  the  physical  examination  and  plain 
roentgenograms  of  the  abdomen  are  sufficient  to 
make  a diagnosis  of  aneurysm  of  the  infrarenal 
aorta.  Arteriography  is  of  most  value  and  best 
used  when  patients  with  an  aneurysm  of  the  aorta 
are  suspected  of  having  associated  occlusive  disease 
of  branches  of  the  abdominal  aorta.  Examples  in- 
clude patients  with  hypertension  who  may  have 
renal  artery  stenosis  and  patients  with  postprandial 
pain  suggestive  of  intestinal  ischemia  from  disease 
of  the  superior  mesenteric  artery.  Another  unusual 
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circumstance  in  which  arteriography  is  of  value 
is  when  an  abdominal  aortic  aneurysm  is  asso- 
ciated with  horseshoe  kidney  and  the  surgeon 
wishes  to  determine  the  arterial  blood  supply  of 
the  renal  mass  in  advance  ol  operation. 

Although  each  of  the  standard  methods  of 
studying  the  abdominal  aorta  provides  important 
information,  echography  appears  to  be  a more 
accurate  and  dependable  examination.  In  addition 
to  identifying  small  aneurysms,  echograms  deter- 
mine the  length  and  diameter  of  each  aneurysm. 
This  information  is  of  great  value  since  the  size 
of  an  aneurysm  is  an  important  factor  in  deciding 
upon  operation.  When  patients  with  small  aneu- 
rysms do  not  undergo  operation,  echography  offers 
a safe  method  of  obtaining  periodic  measurements 
of  the  aneurysm  to  detect  enlargement.  Finally, 
echography  may  be  beneficial  as  a screening  test 
for  elderly  males,  the  segment  of  our  population 
in  which  aneurysms  of  the  abnominal  aorta  are 
most  common. 


Guest  Editor: 

Neil  R.  Thomford,  M.D.,  Columbus 
Associate  Professor  of  Surgery 
OSU  College  of  Medicine 
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Reserve  Forces  Medical 
Symposium  Scheduled 

Medical  Air  National  Guardsmen  and  Air 
Force  Reservists  are  invited  to  attend  the  Eighth 
Annual  Reserve  Forces  Medical  Symposium  in 
Houston,  Texas,  April  26-29. 

The  Symposium,  jointly  sponsored  by  the  Air 
National  Guard  and  Air  Force  Reserve,  will  be 
held  at  the  Shamrock  Hilton  Hotel  in  conjunction 
with  the  42nd  Annual  Scientific  Meeting  of  the 
Aerospace  Medical  Association. 

Reservists  and  Guardsmen  in  units  can  get 
more  detailed  information  from  their  unit  com- 
manders. Mobilization  Augmentees  should  address 
inquiries  to  the  major  air  command  to  which 
they’re  assigned. 
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Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia.  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
Impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin’ 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-live  with  cost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salutensin* 

hydroflumethiazide,  50  mg./reserpine, 
mu  0.125  mg.  protoveratrine  A,  0.2  mg. 
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KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


April 

V isiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabeth  Hospital,  Youngstown — April 
1,  Rheumatoid  Arthritis,  Gerald  Rodnan,  M.D., 
U.  of  Pittsburgh;  April  8,  Mitral  Stenosis  with 
Insufficiency  and  Tricuspid  Insufficiency,  James 
Leonard,  M.D.,  April  22,  Liver  Cirrhosis,  Bertram 
Fleshier,  M.D.,  Case  Western  Reserve  U. 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown  — April  2,  Flirtatious  T 
Waves  in  Electrocardiography  Coronary  Mimics; 
April  9,  Critical  Rate  and  Concealed  Conduction; 
April  16,  Echo  Beats — Problems  with  Pauses — 
Trigeminy — Bigeminy;  April  23,  Problems  with 
Tachycardias;  April  30,  Introduction  to  Vector- 
cardiograph— I. 

Visiting  Professor  Series,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown — April 
8,  Renal  and  Hepatic  Transplantation,  Lawrence 
Brettschneider,  MC,  USN,  George  Washington 
University;  April  22,  Pediatric  Arteriography  in 
Abdominal  and  Peripheral  Lesions,  William  Mol- 
nar,  M.D.,  OSU. 

Special  Problems  in  Children’s  Fractures  — 

Fort  Steuben  Academy  of  Medicine,  Fort  Steuben 
Motor  Hotel,  Steubenville;  8:15  p.m.,  April  13; 
guest  lecturer,  Paul  H.  Curtiss,  Jr.,  M.D.,  Co- 
lumbus. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown — April  13,  Rx  of 
Acute  Drug  Intoxication,  Dr.  Johnson;  April  30, 
Acute  Pancreatitis,  Dr.  Gaylord;  April  27,  Med- 
ical Audit  Conference,  Dr.  Gaylord. 

Symposium  on  Anesthesiology'  — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  April  14-15. 

Cirrhosis,  Ascites,  Edema,  and  Hepatic  Coma; 
Youngstown  Hospital  Association,  April  15,  8:00 
a.m. 

Obstetrics  and  Gynecology  — Visiting  Pro- 
fessor program  of  the  Akron  City  Hospital,  525 
E.  Market  Street,  Akron  44309,  April  15-16; 
Thomas  H.  Green,  M.D.,  Harvard  Medical  School. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Association  of  Physicians  of  the  State  of 
Ohio,  quarterly  meeting,  Fairfield  School  for  Boys, 
Lancaster,  April  16;  contact  Dr.  Virginia  S.  Ed- 
wards, Secretary-Treasurer,  347  Lexington  Ave., 
Mansfield  44907. 

Anesthesia  Conference  — OSU  College  of 
Medicine,  in  Upham  Hall  in  the  OSU  Medical 
Center,  April  16. 

Current  Concepts  in  Radiology;  seminar  to 
be  presented  by  outstanding  faculty;  April  21, 
8:00  a.m.  to  4:00  p.m.  at  the  Veterans  Admin- 
istration Center,  Dayton;  contact  Emil  Gutman, 
M.D.,  Chief,  Radiology  Service,  VA  Center,  4100 
W.  Third  Street,  Dayton  45428. 

Urology  — Visiting  Professor  Program,  Akron 
City  Hospital,  525  E.  Market  Street,  Akron  44309; 
James  F.  Glenn,  M.D.,  Duke  University;  April 
22-23. 

Diagnosis  and  Treatment  of  Tumors  of  the 
Face  — OSU  College  of  Medicine,  at  the  OSU 
Center  for  Tomorrow,  2400  Olentangy  River 
Road,  Columbus;  April  23. 

Management  of  Graves  Disease  (Metabolic 
Series) — Youngstown  Hospital  Association,  April 
26. 

Respiratory  Failure  — Trumbull  Memorial 
Hospital,  Warren;  April  27. 

May 

Ohio  Chapter,  American  Academy  of  Pedi- 
atrics, Spring  Meeting,  May  1-2,  Hospitality  Inn, 
Route  161  and  1-71,  Worthington  (north  end  of 
Columbus).  Subject  will  be  the  Fetus  and  New- 
born. For  members  and  nonmembers;  also  families 
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Thiamine  mono- 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IVi  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  A.  H.  Robins  Company,  Richmond.  Va.  23220 

/I'H'DOBINS 




nitrate  (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vit.  C)  300  mg 


‘the  cDonnatal  TLffecA 

each  tablet,  capsule  or  each  Donnatal  each  Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab®  „„u  tu 


hyoscyamine  sulfate 

0.1037  mg. 

0.1037  mg. 

0.3111  mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital  (*4  gr.)  16.2  mg. 

(Warning:  may  be  habit  forming) 

(%  gr.)  32.4  mg. 

(%  gr.)  48.6  mg. 

Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


/1'H'f^OBINS 


vacation  in 
a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Educational  Opportunities  in  Ohio — Continued 


invited.  Contact  Chapter  office,  101  E.  Wilson 
Bridge  Road,  Worthington  43085;  telephone  (614) 
885-1031. 

Dickson,  Duncan,  Rainbow,  Reich  Annual 
Orthopaedic  Seminar,  Cleveland  Clinic,  Cleve- 
land ; two-day  program,  May  3-4,  sponsored  by 
the  Orthopaedic  Department  of  the  Clinic,  Mt. 
Sinai,  St.  Luke’s,  and  University  Hospitals.  Guest 
lecturers  will  be  Drs.  H.  B.  Boyd,  A.  R.  Hodgson, 
H.  J.  Mankin,  and  R.  B.  Salter.  For  reservations 
contact  Dr.  B.  Friedman,  5 Severance  Circle, 
Cleveland  44118. 

John  H.  Heberding  Memorial  Lecture, 
Youngstown  Hospital  Association,  May  6,  by- 
Henry  N.  Wagner,  Jr.,  M.D.,  professor  and  chair- 
man, Department  of  Nuclear  Medicine,  Johns 
Hopkins  University. 

Visiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabeth  Hospital,  Youngstown — -May 
6,  Hypoglycemia,  T.  S.  Danowski,  M.D.,  U.  of 
Pittsburgh;  May  20,  Hypertension  and  Bilateral 
Renal  Artery  Stenosis,  Alvin  Shapiro,  M.D.,  U. 
of  Pittsburgh. 

Internal  Medicine  — Visiting  Professor  Pro- 
gram, Akron  City  Hospital,  525  E.  Market  Street, 
Akron  44309;  May  6-7;  William  F.  Bean,  Uni- 
versity of  Iowa. 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown  — May  7,  The  Normal 
Vectorcardiograph;  May  14,  The  Normal  VCG; 
May  21,  The  VCG  in  Myocardial  Infarction; 
May  28,  The  VCG  in  Right  Ventricular  Hyper- 
trophy. 

Lipoprotein  Abnormalities  and  Coronary 
Atherosclerosis  (Metabolic  Series)  — - Youngstown 
Hospital  Association,  May  10. 

Ohio  State  Medical  Association,  Annual 
Meeting,  Columbus,  May  10-14.  Program  con- 
tains a broad  selection  of  courses,  panel  discus- 
sions, conferences,  etc. 

Internal  Medicine  — Visiting  Professor  Pro- 
gram, Akron  City  Hospital,  525  E.  Market  Street, 
Akron  44309;  May  21;  J.  F.  Pantridge,  Belfast, 

Ireland. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m. — May- 

11,  Treatment  of  Lymphomas,  Dr.  Altier;  May 
18,  Hyperosmolar  Coma,  Dr.  Cleary;  May  25. 
Medical  Audit  Conference,  Dr.  Gaylord. 


Practical  Dermatology  — Cleveland  Clinic 
Educational  Foundation,  May  12-13. 

Visiting  Professor  Series,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown — May- 
13,  Surgical  Problems  in  Pulmonary  Emphysema, 
Jay  L.  Ankeney,  M.D.,  OSU;  May  27,  Ulcero- 
genic Tumor,  Arthur  G.  James,  M.D.,  OSU. 

Hypoglycemia — Diagnosis  and  Management, 
and  Management  of  Diabetes  with  Oral  Agents 
and  Insulin;  Youngstown  Hospital  Association; 
May  20,  8:00  a.m. 

Therapeutic  Ablation  of  Adrenal  or  Pituitary 
Gland  for  Malignancy  (Metabolic  Series)  - — 
Youngstown  Hospital  Association,  May  24. 

Ambulatory  Care  of  the  Chronic  Respiratory 
Disease  Patient  — Trumbull  Memorial  Hospital, 
Warren;  luncheon  program,  May  25;  Charles 
Payne,  M.D.,  clinical  instructor  of  medicine,  Case 
Western  Reserve  University. 

June 

Visiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabedi  Hospital,  Youngstown — June 
3,  Supra  Valvular  Pulmonic  Stenosis,  James 
Leonard,  M.D.,  U.  of  Pittsburgh. 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown — June  4,  Combined  Ven- 
tricular Hypertrophy;  June  11,  Problems  and 
Review;  June  18,  Problems  and  Review;  June  25, 
Problems  and  Review. 

Thirteenth  annual  Refresher  Course  in  Di- 
agnostic Roentgenology-  sponsored  by  the  Radiol- 
ogy Department,  University  of  Cincinnati  College 
of  Medicine,  under  direction  of  Dr.  Benjamin 
Felson,  June  5;  contact  Dr.  Harold  B.  Spitz,  De- 
partment of  Radiology,  Cincinnati  General  Hos- 
pital, Cincinnati  45229. 

Internal  Medicine:  Clinical  Problems,  1971- — 

A Postgraduate  Course  of  the  American  College 
of  Physicians;  University  of  Cincinnati  Medical 
Center;  June  7-11;  Richard  W.  Vilter,  M.D.,  and 
James  F.  Schieve,  M.D.,  codirectors. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m. — June 
8,  Respiratory  Insufficiency,  Dr.  Saadi;  June  15, 
Allergic  Purpura,  Dr.  Deramo;  June  22,  L-Dopa 
in  Parkinson’s  Disease,  Dr.  Gilliland. 

( Continued  on  Page  327 ) 
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Announcing 
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“in  the  euthyroid  zon 
of  the  new  Free 
Thyroxine  Index**  \ 
full  replacement  do 


iliroid  (liotrix)  yields  reliable,  easily  interpreted  test  values 

:£se  Euthroid  incorporates  both  active  fractions  of  endogenous  thyroid — T4  and  T3— it 
pimes  the  need  for  special  interpretation  of  thyroid  function  test  values, 
ever,  whatever  the  therapy  used,  ordinary  tests  can  be  thrown  off  by  such  factors  as 
cnal  thyroid-binding  protein  levels,  oral  contraceptive  use  and  pregnancy.  A new 
hd  of  assessment— the  Free  Thyroxine  Index  (FTI)**— helps  eliminate  these  errors.  By 
I g measurements  of  total  and  protein-bound  T„,  the  FTI  indicates  your  patient’s  status 
I ely.  And  with  Euthroid,  the  precision  of  your  diagnosis  is  matched  by  the  precision 
cr  therapy. 


est  in  clinical  effect  to  human  endogenous  thyroid 

| id  provides  both  T«  and  T3  in  the  optimum  oral  ratio  of  4:1  by  weight  and  in  proper 
nounts,  closely  simulating  endogenous  thyroid  in  clinical  effect.  Dose  response  can 
ipssed  unequivocally  through  use  of  the  FTI  — and  because  we  want  you  to  put  Euthroid 
est  with  this  most  rigorous  of  tests,  we  offer  you  an  aid  to  easier  determination: 

Euthroidex™  calculator— 

le  “new  math”  of  thyroid  laboratory  tests 

er  does  FTI  determination  require  you  to  perform  lengthy  mathematical  exercises, 
e Euthroidex  calculator  — another  first  from  Warner-Chilcott  — you  compute  it  easily 
rately . . . almost  instantly.  Send  for  yours  now. 

id  therapy,  Euthroid  offers  you  the  calculated  success— and  the  calculator  to  go  with  it. 


\ To  request  your 
\ Euthroidex™  calculator 

\ (with  booklet  explaining 
\ its  use  and  rationale 
\ for  the  FTI),  just  write 
\ “Euthroidex”  on  your 
\ imprinted  card,  pre- 
\ scription  blank  or 
\ stationery,  and 
\ mail  to 
\ Warner-Chilcott, 
\ Morris  Plains, 
\ N.J.  07950. 

\ 

\ 


\ 

\ 

\ 


\ 


the  first  synthetic  to  replace  both  active  fractions  of  endogenous  thyroid 

Euthroid  (liotrix) 


and  Horn,  D.  B.:  Assessment  of  thyroid  function  by 
i |#ined  use  of  the  serum  protein-bound  iodine  and  resin  uptake  of 
dothyronlne,  J.  Clin.  Endocrinol.  25:39  (Jan.)  1965. 


sodium  levothyroxine  (T4) 
sodium  liothyronine  (T3) 


I©  (liotrix) 

Federal  law  prohibits  dispensing 
prescription. 

I is  synthetic  microcrystalline  sodium 
oxine  (T«)  USP  and  synthetic  micro- 
ie  sodium  liothyronine  (T3)  USP  com- 
a constant  4:1  ratio. 


— >—CHs — CH — GOO  Na*xHiO 

r nh» 

|;m  levothyroxine  (/-thyroxine)  T« 

V-CHj-CH  -COONa 
r nhj 

jm  liothyronine  (/-triiodothyronine)  Ta 

Euthroid  provides  replacement  ther- 
the  thyroactive  material  normally 
I by  the  human  thyroid.  The  normal 
gland  produces  and  stores  thyro- 
, the  active  components  of  which  are 
tabolically  active  hormones:  /-thy- 
nd  liothyronine.  Euthroid  (liotrix)  pro- 
combination of  these  hormones  in 
synthetic  form,  supplied  in  a con- 
ratio  in  order  to  simulate  as  closely 
ible  the  physiologic  and  metabolic 
>f  normal  endogenous  thyroid  secre- 


ntrast  with  the  individual  synthetic, 
ically  active  hormones,  Euthroid  will 
produce  normal  results  for  PBI,  T3, 
er  thyroid  function  tests— consistent 
nical  progress— when  persons  with 
ious  thyroid  deficiencies  are  made 
Id.  Sodium  liothyronine  (T3)  acts  more 
land  for  a shorter  period  of  time  than 
lions  of  biological  origin.  Custom- 
use  as  a single  agent  produces  in- 
iately  decreased  PBI  values.  Sodium 
oxine  (T4),  on  the  other  hand,  is  more 

Iound  by  plasma  protein  fractions  and 
jwhat  slower  acting  than  sodium 
line  (Ta);  its  use  as  a single  agent 
5 produce  inappropriately  elevated 
jes.  Euthroid,  with  its  unvarying  4:1 
T4/T3,  permits  interpretation  of  ap- 
e laboratory  tests  consistent  with  the 
nical  status  of  the  patient. 

>ns:  Euthroid  (liotrix)  provides  thyroid 
nent  therapy  in  all  conditions  of  in- 
e production  of  thyroid  hormones, 


namely: 

1)  Hypothyroidism,  including  cretinism  and 
myxedema. 

2)  Simple  (nontoxic)  goiter. 

3)  Subacute  or  chronic  thyroiditis  including 
Hashimoto’s  disease. 

4)  Prevention  of  goiter  in  hyperthyroid  pa- 
tients undergoing  treatment  with  thiouracil 
derivatives. 

5)  Usage  in  patients  who  may  manifest  in- 
tolerance to  thyroid  products  of  animal  origin. 
Contraindications:  Acute  myocardial  infarc- 
tion, adrenal  insufficiency,  hypersensitivity  to 
any  component  of  this  drug. 

Warnings:  Liotrix  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless 
thyroid  replacement  therapy  is  clearly  indi- 
cated. If  the  latter  exists,  low  doses  should 
be  instituted  (Euthroid-1/2  or  Euthroid-1)  and 
increased  by  the  same  amount  in  increments 
at  2-week  intervals.  This  demands  careful 
clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  and  adrenal  deficiency 
due  to  hypopituitarism  corrected  before  lio- 
trix therapy  is  started. 

If  hypothyroidism  and  adrenal  insufficiency 
exist  concomitantly,  cortisone  or  similar  ste- 
roids should  be  given  at  dose  levels  sufficient 
to  correct  the  adrenal  insufficiency  before 
attempting  replacement  therapy  with  thyroid 
hormones. 

Likewise,  the  possibility  of  alterations  in 
the  prothrombin  time  must  be  considered 
and  closely  monitored  in  patients  on  antico- 
agulant therapy. 

Myxedematous  patients  are  very  sensitive 
to  thyroid  hormones,  and  dosage  should  be 
started  at  a very  low  level  and  increased 
gradually. 

Precautions:  Hypothyroid  patients  are  espe- 
cially sensitive  to  thyroid  preparations,  and 
those  with  severe  hypothyroidism  may  be  un- 
usually so. 

Initiation  of  thyroid  replacement  therapy 
in  patients  with  diabetes  must  be  carefully 
monitored  because  of  potential  fluctuation 
in  daily  insulin  or  oral  hypoglycemic  require- 
ments. 

As  with  all  thyroid  preparations,  this  drug 
will  alter  the  results  of  thyroid  function  tests. 
Adverse  Reactions:  Overdosage  or  too  rapid 
increase  in  dosage  of  thyroid  preparations 
can  produce  signs  and  symptoms  of  hyper- 
thyroidism, such  as  menstrual  irregularities, 
nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 


Dosage  and  Administration:  Initial  dosage 
should  be  low  and  gradually  increased  at  2- 
week  intervals  until  the  desired  clinical  re- 
sponse is  obtained. 

Laboratory  criteria  of  euthyroidism  include 
a PBI  of  3.5  to  8 meg;  Ta,  T4,  and  BEl  tests 
are  useful. 

For  most  patients,  a single  daily  dose  of 
Euthroid-1,  -2,  or  -3  will  maintain  euthyroid- 
ism. Transfer  of  a patient  from  a maintenance 
dose  of  another  thyroid  preparation  to 
Euthroid  can  usually  be  effected  smoothly. 
See  table  for  initiating  therapy  or  converting 
from  other  thyroid  preparations. 


Approximate  Equivalents 
Euthroid  (liotrix)  Natural  Synthetic 

Thyroid 


Tablet 

t4*/t3** 

meg 

USP 

T«* 

T3’* 

Euthroid-1/2 
pale  orange 

( 30/7.5) 

1/2  grain 

.05  mg 

12.5  meg 

Euthroid-1 
light  brown 

( 60/15  ) 

1 grain 

.1  mg 

25.0  meg 

Euthroid-2 

violet 

(120/30  ) 

2 grains 

.2  mg 

50.0  meg 

Euthroid-3 

gray 

(180/45  ) 

3 grains 

.3  mg 

75.0  meg 

*T«=sodium 

**T3=sodium 

levothyroxine  liothyronine 

(/-thyroxine)  (/-triiodothyronine) 


Dosage  for  cretinism  or  severe  hypothy- 
roidism in  children  is  the  same  as  for  adults 
with  myxedema.  Eventual  maintenance  dos- 
age in  the  growing  child  may  be  higher  than 
in  the  adult. 

Overdosage:  Symptoms— Headache,  instabil- 
ity, nervousness,  sweating,  tachycardia,  and 
unusual  bowel  motility.  Angina  pectoris  or 
congestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive 
overdosage  may  result  in  symptoms  resem- 
bling thyroid  storm;  chronic  excessive  dos- 
age will  produce  the  signs  and  symptoms  of 
hyperthyroidism. 

Treatment  — Shock  — Supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered. 
Supplied:  Square  W/C  monogrammed  tablets 
of  four  potencies,  each  identified  by  a differ- 
ent color  (see  table);  bottles  of  100  and  1000. 

E-GP-11-  4C 


WARNER-CHILCOTT  Morris  Plains,  N.J.  07950 


HERE  ARE 
THE  COLD  FACTS: 


ISOCLOI 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  — a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 

Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI 25  mg. 

Each  isoclor  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI 65  mg. 

In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympath 
mimetic  agents.  Severe  hypertension  or  severe  cardiac  diseas 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with 
perthyroidism.  Patients  susceptible  to  the  soporific  effects 
chlorpheniramine  should  be  warned  against  driving  or  operati 
machinery  should  drowsiness  occur. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescriptic 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottU 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION 

Tablets 

Liquid 

Timesul 

Adults 

1 q.  4 h. 

2 tsp.  q.  3-4  h. 

1 q.  12 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

3/4-1  tsp.  q.  3-4  h. 

30-40  pounds 

¥2-3/4  tsp.  q.  3-4  h. 

20-30  pounds 

V4-V2  tsp.  q.  34  h. 

15-20  pounds 

¥s-¥4  tsp.  q.  34  h. 

H 


ARNAR-STONE  LABORATORIES,  INC. 

QUALITY- RESEARCH-SERVICE 
SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


Educational  Opportunities 
in  Ohio — Continued 

Hypertension  in  Primary'  Renal  Disease 
(Renal  Series)  — Youngstown  Hospital  Associa- 
tion, June  14. 

Mid-West  Association  of  Professors  of  Psy- 
chiatry — Hosted  by  OSU  College  of  Medicine; 
in  the  OSU  Center  for  Tomorrow,  2400  Olentangy 
River  Road,  Columbus;  June  24-26. 

July 


Quarterly  Meeting,  Association  of  Physicians 
of  the  State  of  Ohio,  July  9,  Apple  Creek  State 
Hospital. 


August 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  February.  List  shows 
name  of  physician,  county,  and  city  in  which  he 
is  practicing,  or  in  which  he  is  taking  postgraduate 
work. 


Short  Course  on  Laser  Safety,  University  of 
Cincinnati,  August  2-6;  contact  R.  James  Rock- 
well, Jr.,  Course  Director,  Laser  Laboratory, 
Children’s  Hospital  Research  Foundation,  Cin- 
cinnati 45229. 


What  To  Write  For 


Good  for  a Lifetime  — This  illustrated  36- 
page  booklet  is  a summary  of  Ohio’s  programs  for 
the  mentally  retarded,  with  special  efforts  toward 
creating  understanding  of  the  problems  of  retarda- 
tion. Included  is  a description  of  Ohio’s  six  insti- 
tutions for  the  retarded.  Copies  are  obtainable  by 
writing  the  Ohio  Division  of  Mental  Retardation, 
1209  State  Office  Building,  Columbus  43215. 


Rubella,  Its  Past,  Present  and  Future:  This 
is  the  title  of  a short  paper  written  by  John  J. 
Witte,  M.D.,  chief  of  the  Immunization  Branch, 
Center  for  Disease  Control,  Atlanta,  Ga.  The 
article  appeared  in  the  February  1971  issue  of 
interaction,  Journal  of  the  Ohio  Public  Health 
Association.  Copies  are  available  while  they  last 
from  the  Ohio  Public  Health  Association,  101  E. 
Wilson  Bridge  Road,  Worthington,  Ohio  43085. 


ALLEN 

Nicanor  G.  Pasion 
Rienzi  G.  Remitio 
Lima 

ATHENS 

Monica  V.  Nicolas 
Tomas  O.  Nicolas 
Athens 

BUTLER 

Ronald  J.  Solar 
Middletown 

CLARK 

Robert  L.  Brown 
Arnold  Greenblatt 
Springfield 

CRAWFORD 
John  K.  Kurtz 
Bucyrus 

DEFIANCE 

John  A.  Mitchell 
Defiance 

ERIE 

Robert  E.  Bartholomew 
Joseph  F.  Pokorny 
Sandusky 

FAIRFIELD 
James  E.  Key 
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Posttransfusion  Viral  Hepatitis  and  the 
Hepatitis- Associated  Antigen  (HAA) 

R.  Thomas  Holzbach,  M.D.,  and  Myron  A.  Leon,  Ph.D. 


HE  AMERICAN  ASSOCIATION  of  Blood 
Banks  has  recently  estimated  that  the  current 
annual  requirement  for  blood  in  the  United  States 
is  more  than  6.5  million  units  with  an  annual  pre- 
dicted increase  of  10  to  12  percent.1  Based  on  earlier 
figures,2’3  one  can  calculate  from  this  a current 
annual  incidence  of  about  120,000  cases  of  post- 
transfusion jaundice  with  a mortality  of  about 
14,000  patients  (12  percent).  The  magnitude  of 
this  problem  has  not  been  recognized  generally 
by  either  the  public  or  the  medical  profession, 
although  awareness  is  growing.3  The  recent  dis- 
covery of  a serum  antigen  (HAA)  closely  as- 
sociated with  the  virus  commonly  responsible  for 
posttransfusion  hepatitis  has  provided  new  hope 
for  solution  of  this  problem.  It  is  now  believed 
that  using  currently  available  methods  of  HAA 
detection,  to  be  briefly  summarized  here,  80  to 
90  percent  of  all  instances  of  posttramfusion 
hepatitis  can  be  prevented.  This  belief  is  based  in 
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part  on  the  clear  demonstration  that  transfusion 
with  1 1 AA  positive  donor  blood  is  followed  by  a 
high  incidence  of  posttransfusion  hepatitis,  and 
that  conversely,  posttransfusion  hepatitis  with 
HAA  negative  blood  is  very  uncommon.4’5 

The  public  health  implications  of  this  infor- 
mation are  obvious.  A medicolegal  implication 
has  recently  appeared  which  likewise  can  scarcely 
be  avoided. 

On  September  29,  1970,  the  Illinois  Supreme 
Court  rendered  a judgment  that  the  McNeal 
Memorial  Hospital,  Berwyn,  111.,  can  be  held 
liable  for  the  damages  ($50,000)  resulting  from 
hepatitis  following  blood  transfusion.6  The  suit 
was  brought  by  Mrs.  Frances  Cunningham  and 
the  episode  occurred  in  May  1960,  long  before 
HAA  detection  was  possible.  Study  of  this  de- 
cision suggests  that  liability  can  be  extended  to  all 
parties  involved,  ie,  the  hospital,  the  source  blood 
bank,  and  ultimately  the  donor  himself.  Many 
controversial  legal  questions  are  raised  by  this 
decision  regarding  the  nature  of  liability,  but  one 
consequence  at  least  seems  highly  probable.  Failure 
to  apply  the  HAA  test  universally  to  all  donor 
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blood  will,  in  the  very  near  future,  permit  suit  by 
the  recipient  on  the  grounds  of  ordinary  medical 
negligence.  The  grounds  for  this  suit  would  prob- 
ably be  accepted  by  any  court  in  the  United 
States. 

The  story  of  the  antigen  itself  is  an  interest- 
ing one  consisting  of  two  serendipitous  discoveries. 
Recent  reviews78  have  detailed  the  roundabout 
identification  of  the  “Australia  antigen”  in  1963 
and  its  subsequent  almost  coincidental  linkage  to 
viral  hepatitis  in  1967.  There  has  been  a veritable 
explosion  of  research  on  the  antigen  since  the  lat- 
ter observation  and  many  aspects  of  the  relation- 
ship of  the  antigen  to  liver  disease  remain  under 
active  investigation.  One  of  the  controversies  still 
not  answered  is  whether  the  antigen  itself  is  a 
rather  unique  type  of  virus  or  whether  it  is  a 
“host-component”  induced  by  virus.  Strong  lines 
of  evidence  exist  for  both  hypotheses.1 2 3 4 5 * * * 9 * *'12  For 
purposes  of  the  present  discussion,  however,  the 
question  is  not  really  important  since  the  close 
association  of  the  antigen  with  the  transmissible 
agent  responsible  for  hepatitis  can  no  longer  be 
questioned.1315 

In  addition  to  the  urgent  need  for  widespread 
laboratory  HAA  testing  because  of  the  posttrans- 
fusion hepatitis  problem,  a few  other  points  of 
clear  and  immediate  interest  to  the  practicing 
physician  are  worth  noting.  It  has  now  been 
demonstrated  that  most  sporadic  cases  of  adult 
viral  hepatitis  are  HAA  positive16  thus  affording 
a more  adequate  means  of  specific  etiologic 
diagnosis.  Further,  in  some  studies  as  many  as 
70  percent  of  hepatitis  cases  associated  with  drug 
abuse,  an  increasing  problem,  may  be  HAA 
positive.  Finally,  asymptomatic  chronic  carriers 
of  hepatitis  virus  can  now  be  identified  by  HAA 
testing.  Such  identification  is  of  particular  im- 
portance for  certain  occupational  groups  such  as 
food  handlers. 

There  are,  at  this  stage,  some  problems  as- 
sociated with  HAA  testing.  The  most  significant 
problem  is  standardization  of  antibody  reagent. 
The  National  Institutes  of  Flealth,  Division  ol 
Biologies  Standards  expects  that  licensing  of  pro- 
ducers of  this  material  will  be  accomplished  ac- 
cording to  established  specifications  in  the  near 
future.  The  McNeal  Hospital  decision,  however, 
focuses  attention  on  the  need  to  use  those  mea- 
sures now  available  to  improve  the  safety  of  blood. 
In  addition  to  HAA  testing,  washed  frozen  blood 
suspended  in  albumin17-18  appears  virtually  free 
of  hepatitis  virus  and  some  hospitals  are  now  in- 
vesting in  the  needed  but  expensive  equipment. 
This  is  usually  practical  only  for  specialized  services 
such  as  chronic  hemodialysis  units. 

Four  methods  which  are  not  now  widely  used 
will  be  briefly  outlined,  and  a fifth  method, 
which  is  standard  in  many  laboratories,  will  be 
more  extensively  discussed. 
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(1)  Immunodiffusion  (ID)  (Ouchterlony). 

-This  has  been  the  reference  method  used 

throughout  the  early  phases  of  work  on  the  HAA. 
Its  disadvantages  are  relative  lack  of  sensitivity 
and  the  fact  that  48  to  72  hours  are  usually  re- 
quired for  development  and  interpretation. 

(2)  Complement  fixation  (CF).- — This  more 
recent  method  has  the  advantage  of  being  10  to 
100  times  more  sensitive  than  immunodiffu- 
sion.1920 Its  performance  requires  a high  order  of 
technical  skill.  The  test  takes  20  to  24  hours  and 
there  are  occasional  difficulties  in  interpretation 
associated  with  complement  inhibition. 

(3)  Hemagglutination  (HA). — This21  and  the 
radioimmunoassay  method  are  the  most  recently 
described  techniques.  It  is  rapid,  simple  to  per- 
form, and  its  sensitivity  is  claimed  to  be  com- 
parable to  CF  and  immunoelectrophoresis.  In  ad- 
dition, only  very'  small  amounts  of  reagents  are 
needed.  HA  may  become  the  standard  method 
in  the  future.  At  present,  however,  confirming 
experience  from  additional  laboratories  is  needed. 

(4)  Radioimmunoassay  (RAI). — A full  field 
trial  with  this  method  is  not  yet  available,  and 
data  using  it  have  only  recently  been  provided 
in  abstract  form.22-23  It  is  estimated,  with  recent 
modification,  that  the  method  is  1200  to  2000 
times  more  sensitive  than  ID  and  20  times  more 
sensitive  than  CF.  The  RAI  can  be  completed  in 
18  to  24  hours  by  a specialized  laboratory.  Its  use 
will  likely  be  restricted  to  situations  where  its 
great  sensitivity  outweighs  the  greater  technical 
difficulty,  expense,  and  time  necessary  for  its  ap- 
plication. 

(5)  Immunoelectrophoresis  (IE).- — This  gen- 

eral method24  has  now  been  described  by  several 

groups,  with  concordant  results,  under  designations 

variously  termed  counterimmunoelectrophoresis25 

or  immunoelectroosmophoresis  (IEOP).26  It  has 

the  advantage  over  ID  in  concentrating  the  react- 

ing antibody  and  antigen  at  an  interface  resulting 

from  their  opposite  movement  in  an  electrical 
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field.  In  contrast,  in  the  ID  method  the  radial 
double  diffusion  of  both  antigen  and  antibody 
considerably  dilutes  the  amounts  of  these  sub- 
stances that  come  into  direct  contact  from  a 
given  starting  point.  The  sensitivity  of  IE  is 
comparable  to  that  of  CF.  In  addition,  the  in- 
duced movement  in  IE  is  much  more  rapid  than 
the  passive  one  in  ID  so  that  results  can  be  inter- 
preted in  one  to  two  hours.  This  probably  makes 
IE  the  most  rapid  of  the  relatively  sensitive 
methods  available.  In  addition,  it  is  technically 
simple  to  operate  and  interpret  and  can  be  es- 
tablished at  low  unit  cost  (around  2b<f  to  50^  per 
test) . 

The  advantages  of  IE  over  the  other  describ- 
ed methods  in  rapidity,  sensitivity,  and  relative 
simplicity  are  not  trivial  considerations  in  blood- 
banking practice.  Blood  is  often  urgently  needed 
in  clinical  situations  so  that  even  the  time  re- 
quired for  typing  and  crossmatching  can  be  of 
critical  importance.  By  anticipation  of  require- 
ments or  pretesting  of  potential  donor  sources, 
some  of  the  premium  on  rapid  testing  can  be 
reduced  but  this  cannot  always  be  the  case. 

These  considerations  have  led  us  recently 
to  install  routine  testing  of  all  donor  blood  for 
HAA  by  the  IE  method.  Our  current  average 
utilization  of  blood  on  a monthly  basis  is  about 
400  units. 

Commercial  blood  banking  services  are  ob- 
viously interested  in  the  issues  raised  here  and  for 
the  most  part  have  already  begun  testing.  Never- 
theless, over  half  the  number  of  blood  units  used 
at  our  institution  in  a recent  month  were  obtained 
from  local  donors  and  would  not  have  been 
screened  if  our  HAA  testing  service  were  not 
operational.  In  this  group  of  nonprofessional  do- 
nors we  found  the  rather  high  incidence  of  1.4 
percent  HAA  positive  bloods.  This  is  not  surpris- 
ing in  an  urban  facility  and  may  in  part  be  in- 
fluenced by  the  factors  identified  in  a similar 
group,  namely,  the  socioeconomic  and  racial  make- 
up of  the  donor  population.27’28  It  can  be  predicted 
that  continued  HAA  testing  will  eliminate  known 
HAA  positive  donors  and  lower  the  monthly  inci- 
dence of  HAA  positive  reactors  in  our  donor 
population. 

Addendum:  The  National  Institutes  of  Health 

(NIH)  Division  of  Biologies  Standards  has  just  released 
a licensed  standardized  antibody  reagent.  Because  of 
the  urgent  need  to  make  this  material  available  on  a 
widespread  basis  for  testing,  the  potency  of  this  current 
reagent  is  lower  than  some  reagent  serums  which  can 
be  obtained  locally  from  high  titer  patients.  For  example, 
the  apparent  potency  of  our  standard  antibody  is  two- 
fold or  greater  as  compared  with  the  NIH  antibody. 

Summary 

This  paper  has  emphasized  the  practical  and 
compelling  aspects  of  an  important  national  health 


problem.  We  believe  it  is  mandatory  that  all 
hospitals  with  blood  banking  services  promptly 
begin  HAA  testing  on  all  blood  donors.  The 
potential  decrease  in  morbidity  and  mortality  from 
posttransfusion  hepatitis  resulting  from  this 
measure  provides  a remarkable  opportunity  rare  in 
medical  history  for  the  practice  of  truly  preven- 
tive medicine. 
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Liberalization  of  ohio  s abortion  law  was  thoroughly  dis- 
cussed pro  and  con  by  Drs.  R.  A.  Schwartz  and  E.  G.  Kilroy  in  The  Journal 
for  January  1971.  In  the  same  issue,  a guest  editorialist,  Helene  P.  Ayres,  urged 
each  physician  to  make  a personal  decision  regarding  this  important  subject  and 
to  transmit  the  decision  to  his  legislator  (and  to  his  delegates  to  the  OSMA) . 

Much  discussion,  including  an  excellent  summation  by  The  Cleveland 
Press  for  February  16,  1971,  has  been  engendered  by  these  articles,  and  it  has 
become  apparent  that  many  physicians  and  laymen  are  not  fully  informed 
regarding  the  current  Ohio  law  and  the  official  policy  adopted  by  the  OSMA 
in  1965. 

Now,  the  current  law  of  our  State  provides  that  abortion  can  be  done 
only  when  physicians  believe  that  termination  of  pregnancy  is  necessary  to 
save  the  mother’s  life. 

In  1965,  the  OSMA  took  a stand  favoring  limited  liberalization  of  the 
law.  The  following  three  points  summarize  the  official  policy  of  the  OSMA. 
Abortion  should  be  permissible  when  the  attending  physician  and  two  other 
physicians  agree  it  is  indicated  in  the  following  situations  : ( 1 ) when  abortion 
is  considered  necessary  to  protect  the  physical  and  mental  health  of  the  mother  ; 
(2)  when  there  is  reason  to  believe  the  child  will  be  born  with  grave  physical 
or  mental  defects;  and  (3)  when  pregnancy  has  resulted  from  rape  or  from 
incest. 

Certainly,  this  policy  cannot  accurately  be  interpreted  as  “abortion  on 
demand.” 

P.R.A. 
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Comprehensive  Respiratory  Care:  A Reality 
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A COMPREHENSIVE  respiratory  disease  pro- 
gram  was  described  in  this  Journal  in  Feb- 
ruary 1969.  It  was  stated  at  that  time  that  the 
C.  F.  Kettering  Memorial  Hospital  was  embarking 
upon  a broad  program  of  respiratory  care  to  in- 
clude a pulmonary  intensive  care  unit,  interme- 
diate care  unit,  and  pulmonary  outpatient  unit. 
Now,  after  more  than  one  year’s  operation,  the 
following  information  is  presented. 

The  Program 

A program  aimed  at  comprehensive  care  of 
patients  with  chronic  obstructive  lung  disease  is 
manifold  in  its  scope.  The  C.  F.  Kettering  Me- 
morial Hospital  has  embarked  upon  a broad  pro- 
gram of  respiratory  care  to  encompass  acute  care 
in  the  form  of:  (1)  a Pulmonary  Intensive  Care 
Unit  (PICU)  ; intermediate  care  in  the  form  of  a 
(2)  Pulmonary'  Intermediate  Care  Ward  (PICW)  ; 
and  outpatient  rehabilitation  in  the  form  of  a (3) 
Pulmonary  Outpatient  Unit  (POU)  staffed  and 
ecjuipped  to  carry  out  physical  therapy,  exercise 
programs,  vocational  counseling,  inhalation  ther- 
apy, and  patient  education.  These  areas  are  sup- 
ported by  a pulmonary  function  laboratory  and 
respiratory  therapy  unit. 

1.  Pulmonary  Intensive  Care  Unit 

The  pulmonary  intensive  care  unit  (PICU) 
is  similar  in  operation  to  coronary  care  units  ex- 
cept the  equipment  and  monitoring  are  geared  to 
pulmonary  as  well  as  cardiovascular  problems. 
This  unit  acts  as  a support  facility  for  the  other 
portions  of  the  program.  Only  patients  with  overt 
or  incipient  respiratory  failure  are  admitted  into 
this  unit.  This  includes  patients  with  pulmonary 
failure  due  to  chronic  obstructive  lung  disease, 
drug  overdosage,  neurologic  disorders,  crushed 
chest  injuries,  and  postoperative  patients  needing 
respiratory  support.  This  unit  offers  skilled  nursing 
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care,  monitoring  of  various  cardiopulmonary  pa- 
rameters, and  utilization  of  the  newest  concepts  in 
intensive  pulmonary  care.  All  nursing  personnel 
in  the  PICU  have  taken  both  a two-week,  80-hour 
coronary  care  unit  course  and  a two-week,  80-hour 
pulmonary  care  unit  course.  Each  nurse  also  has 
had  previous  intensive  care  unit  experience. 

Recent  statistics  have  demonstrated  a decline 
in  death  rates  from  75  percent  to  25  percent  in 
such  units.1'3  Figures  1,  2,  and  3 demonstrate 
our  unit.  Four  beds  monitor  electrocardiogram, 
cardiac  rate,  and  respiratory  rate.  Three  other  beds 
measure  these  parameters,  but  in  addition,  they 
monitor  tidal  volume,  minute  volume,  end  tidal 
C02,  venous  pressure,  and  arterial  pressure.  The 
three  beds  with  multiple  monitoring  parameters 
necessitate  continual  assisted  or  controlled  venti- 
lation. As  noted,  the  most  crucial  measurements 
involve  the  respiratory  system.  With  the  exception 
of  respiratory  rate,  none  of  these  parameters  could 
be  obtained  as  part  of  any  single  currently  avail- 
able patient  monitoring  system.  End  expiratory 
C02  is  measured  by  the  infrared  absorption  tech- 
nique and  airflow  measurements  via  mass  flow. 
Since  respiratory  measurements  based  on  mass 
flow  were  not  available  commercially,  a system 
(pulmonary  parameter  computer*)  was  designed 


*The  pulmonary  parameter  computer  was  developed 
in  association  with  Systems  Research  Labora- 
tories, Incorporated,  7001  Indian  Ripple  Road, 
Dayton,  Ohio  45432. 
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Fig.  1.  Central  monitor,  oscilloscope,  and  view  of  patients’  glass  enclosed  rooms  in  Pulmonary  Intensive  Care  Unit. 


Fig.  2.  Central  Station  in  Pulmonary  Intensive  Care  Unit. 
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for  our  needs,  which  would  provide  breath-by- 
breath  meter  readouts  of  minute  volume  and  tidal 
volume.  The  tidal  volume  computer  will  compute 
and  meter  display  the  integrated  value  of  the 
expiratory  flow  signal  on  a breath-to-breath  basis. 

An  arterial  blood  gas  machine  (IL  meter) 
is  kept  in  the  unit  for  immediate  analysis  of  arte- 
rial blood  gases  and  nursing  personnel  draw  all 
arterial  bloods. 

All  parameters  monitored  are  metered  at  a 
central  station  and  have  high-low  alarms,  and 
there  is  an  automated  recording  with  the  onset  of 
any  emergency  situation.  The  electrocardiogram 
(ECG)  trace  is  displayed  both  at  bedside  and  at 
a central  oscilloscope. 

With  the  system  so  described,  pertinent  in- 
formation becomes  available  at  the  central  station 
in  advance  of  emergency  situations.  It  is  antici- 
pated that  as  our  experience  grows  with  this 
system,  death  as  a result  of  pulmonary  failure 
should  be  reduced  to  the  absolute  minimum.  In 
the  first  176  days  of  operation,  a total  of  144 
patients  were  admitted  to  the  unit.  Sixty-three 
physicians  were  involved  in  the  care  of  these 
patients  (Table  1).  The  bed  occupancy  rate  dur- 
ing this  period  of  time  was  73.4  percent.  Mean 
time  in  the  unit  per  patient  was  5.5  days.  Admit- 
ting diagnoses  and  cause  of  death  may  be  seen  in 
Table  2.  Eighteen  of  the  144  patients  died  while 
in  the  unit  (12.5  percent).  Nine  of  the  18  were 
terminal*  upon  entrance  into  the  unit  and  died 
within  24  hours  (mean  10.3  hours).  During  this 
176-day  period,  839  arterial  blood  gas  studies 
were  done.  All  samples  were  drawn  by  either  a 
nurse  or  a respiratory  therapist.  It  should  be  noted 
that  for  any  patient  to  be  admitted  into  the  unit, 
acute  respiratory  distress  or  pulmonary  failure 
must  have  been  present.  Only  three  patients  had 
normal  arterial  blood  gas  values  on  admission  to 
the  unit.  Also,  many  patients  coming  to  the  unit 
from  the  emergency  room  or  other  areas  of  the 
hospital  had  oxygen  flowing  when  the  first  arterial 
blood  was  drawn,  but  even  so,  80  percent  of  the 
patients  had  a reduced  P02  and  31  percent  had 
an  elevated  PC02. 

There  are  certain  policies  which  are  automati- 
cally set  into  motion  upon  admittance  of  a patient 
into  the  PICU,  unless  otherwise  ordered  by  the 
admitting  physician.  These  include  orders  such 
as,  sputum  culture,  tuberculin  test,  arterial  gas 
studies,  suction,  and  other  supportive  care  orders. 
This  situation  has  worked  well  toward  insuring 
full  utilization  of  the  facilities  by  all  who  need 
them.  The  medical  director  of  the  unit  also  has 


^Terminal  is  defined  as  in  shock  and  not  breathing 
spontaneously  and/or  irreversible  central  nervous 
system  damage  in  accident  cases. 


Table  1.  Type  and  Number  of  Physicians  Utilizing 
Pulmonary  Intensive  Care  Unit  During  First 
176  Days  of  Operation 


General  Practice 

25 

Internal  Medicine 

17 

General  Surgeon 

4 

Thoracic  Surgeon 

7 

Plastic  Surgeon 

2 

Pediatrician 

2 

ENT 

1 

Neurosurgeon 

3 

Urologist 

1 

Psychiatrist 

1 

Total 

63 

Table  2.  Diagnosis  and 
Patients  Admitted  tc 

Cause  of  Death  in  First 
> Pulmonary  Care  Unit. 

144 

No.  of 
Patients 

% 

Death 

%*  %** 

Asthma 

31 

22 

Accident 

7 

5 

2 

28.5 

1.4 

Atelectasis 

I 

.7 

Hemoptysis 

4 

2.8 

Post-thoracotomy 

8 

5.7 

Drug  reaction 

1 

.7 

Drug  overdose 

8 

5.7 

CVA 

5 

3.6 

2 

40 

1.4 

Croup 

2 

1.4 

Pulmonary  emboli 

3 

2.1 

Emphysema  with 

37 

26.4 

8 

21.6 

5.6 

pulmonary  insuf- 

ficiency  or  failure 

Bronchiectasis  with 

2 

1.4 

pulmonary  failure 

Pneumonia 

9 

6.4 

1 

11.1 

0.07 

Pulmonary  fibrosis 

7 

5 

2 

28.5 

1.4 

with  pulmonary 

insufficiency  or 

failure 

Arteriosclerotic 

15 

10.7 

2 

13.3 

1.4 

heart  disease  with 

pulmonary  edema 

Patients  admitted 

4 

2 

1 

25.0 

0.07 

without  pulmonary 

problem 

144 

18 

* Percent  death  within  group 
**  Percent  death  of  total  patients  admitted 


the  option  to  suggest  consultation  to  the  admitting 
physician  if  the  medical  director  feels  the  patient 
is  not  getting  full  benefit  from  the  unit. 

2.  Pulmonary  Intermediate  Care  Ward 

The  Pulmonary  Intermediate  Care  Ward 
(PICW)  is  adjacent  to  the  PICU.  It  consists  of 
24  beds  for  patients  with  pulmonary  disease.  The 
key  to  its  operation  lies  in  the  central  core  concept 
of  nursing.  The  same  training  program  is  admin- 
istered to  the  nurses  working  in  the  PICW  as  to 
those  in  the  PICU.  These  nurses  are  interchange- 
able. The  head  nurse  on  days  covers  both  areas 
giving  continuity  of  care  when  a patient  is  trans- 
ferred from  the  PICU  to  the  PICW  or  vice  versa. 
Disease  education  classes  are  held  on  the  ward  five 
days  a week,  and  postural  drainage  and  breathing 
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Fig.  3.  Mobile  monitoring  unit  reflecting  ECG,  respiratory  rate,  minute  volume,  tidal  volume,  and  end  tidal  CO.. 


retraining  is  carried  on  at  bedside  by  nurses  and 
respirator)'  therapists  specially  trained  in  these 
procedures.  Respiratory  therapy  utilization  is  also 
improved,  since  on  each  shift,  a set  of  therapists 
can  work  this  ward  and  are  under  the  supervision 
of  a registered  therapist  who  works  in  the  PICU. 

3.  Pulmonary  Outpatient  Unit 

The  Pulmonary  Outpatient  Unit  is  a func- 
tional unit  (Figs.  4 and  5).  The  program  in  this 
unit  is  aimed  at  the  rehabilitation  of  patients  with 
chronic  lung  disease.  The  program  works  in  con- 
cert with  the  Montgomery-Greene  County  Tuber- 
culosis and  Respiratory  1 )isease  Association  both 
financially  and  personally.  There  arc  four  basic 
personnel  in  the  unit,  viz:  a nurse  respiratory 
care  specialist;  a respiratory  therapist;  a licensed 
practical  nurse;  and  a secretary.  The  actual  out- 
patient area  has  treadmills,  exercise  steps,  a row- 
ing machine,  wall  pulleys,  and  tilt  table.  This  area 
is  adjacent  to  both  the  pulmonary  function  labora- 
tory and  the  respiratory  therapy  department. 

The  patient  is  referred  into  the  pulmonary 
outpatient  unit  by  his  private  physician  either  as 
an  outpatient  or  during  a hospitalization.  On  his 
first  visit,  the  patient  is  interviewed  as  to  work 


Fig.  4.  Oxygen  supported  treadmill  exercise  in  Pulmo- 
nary Outpatient  Unit. 
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history,  vital  statistics,  and  financial  support.  He 
fills  in  a programmed  sheet  for  data  retrieval, 
and  receives  a physical  examination.  Routine  lab- 
oratory studies  plus  chest  x-ray,  ECG,  and  com- 
plete pulmonary  function  studies  are  done.  The 
patient  is  then  finished  for  that  visit.  Once  all 
his  data  are  complete,  a conference  is  held  re- 
garding his  problems.  Attending  the  conference 
are  the  social  worker,  nurse  respiratory  care  spe- 
cialist, respiratory  therapist,  examining  physician, 
and  program  medical  director.  A course  of  ap- 
proach is  decided  upon  to  include:  (1)  patient's 
financial  status  in  regard  to  the  program;  (2) 
whether  the  condition  is  one  amenable  to  the 
program;  (3)  if  number  2 is  positive,  whether 
the  patient  is  in  a stable  phase  of  his  disease  pro- 
cess or  whether  stabilization  is  necessary  either  on 
an  inpatient  or  outpatient  basis;  and  (4)  outline 
a program  for  the  patient  in  the  unit  and/or 
recommendations  to  the  referring  physician  re- 
garding steps  necessary  for  the  patient  to  become 
medically  eligible  for  the  program.  The  three  pro- 
gram grades  include  from  14  to  22  visits  by  the 
patient  depending  upon  disease  status. 

The  outpatient  program  itself  has  several 


phases.  These  include : ( 1 ) education  of  the  pa- 
tient as  to  his  disease,  and  steps  he  can  take  to 
control  it  and  to  exist  better  with  it;  (2)  intro- 
duction to  respiratory  therapy;  (3)  active  physical 
therapeutic  measures  to  include  breathing  training 
and  exercise  as  well  as  postural  drainage  when 
indicated;  (4)  graded  exercise  programs  both 
oxygen  and  air  supported;  and  (5)  vocational 
and/or  home  care  rehabilitation.  The  first,  second, 
third,  and  fifth  portions  of  the  program  are 
blocked  out  and  prepared,  while  the  fourth  com- 
ponent depends  upon  the  status  of  the  disease  in 
each  patient,  and  this  is  the  variable  phase  of  the 
program.  The  personnel  from  the  outpatient  unit 
also  work  on  the  wards  of  the  hospital  when 
necessary  to  assist  inpatients  in  pre-  and  post- 
operative breathing  instruction  and  postural  drain- 
age, as  well  as  to  work  with  patients  acutely  ill 
with  pulmonary  difficulties  in  areas  other  than 
the  PICU  or  PICVV. 

At  the  end  of  the  first  year  of  operation,  121 
patients  had  been  entered  into  the  full  program  as 
outlined.  Fifty-eight  other  patients  had  been  seen 
for  various  phases  of  pulmonary  rehabilitation, 
such  as  breathing  retraining  or  postural  drainage 


Fig.  5.  Overall  view  of  Pulmonary  Outpatient  Unit. 
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Table  3.  Admission  and  Death  Rates  for  Obstructive  Pulmonary  Disease  at  C.  F.  Kettering  Memorial  Hospital 


Years 

Total 

Admissions 

Obstructive 

Admissions* 

Deaths* 

% of 

Admissions** 

% of 
Dyingf 

1965-1967* 

26,587 

581 

35 

2.3 

6.0 

1968 

16,461 

808 

33 

4.9 

4.1 

1969 

16.776 

1184 

32 

7.1 

2.7 

* Emphysema,  bronchitis,  asthma 
**  % of  total  admission 

t % of  obstructive  admission 
+ July  1,  1965  to  July  1,  1967 


instruction;  and  469  inpatients  had  been  seen  by 
the  personnel  of  this  unit. 

Discussion 

The  overall  program  as  described  is  new  in 
concept  and  large  in  scope.  It  brings  to  Dayton 
and  the  surrounding  areas  improved  medical  care 
and  many  social  benefits  to  the  patient  such  as 
return  to  society  and  occupation.  It  also  serves 
as  a prototype  for  other  such  programs  through- 
out the  country.  While  it  is  realized  that  such  a 
program  is  not  needed  in  every  hospital,  our  ex- 
perience to  this  point  would  indicate  the  need  of 
such  a unit  in  each  metropolitan  area.  Over  50 
percent  of  our  outpatients  have  been  referred  by 
physicians  not  on  the  C.  F.  Kettering  Memorial 
Hospital  staff. 

Patients  with  chronic  respiratory  disease  have 
been,  in  the  past,  shunted  to  the  background  of 
active  medical  treatment.  By  and  large,  they  have 
been  given  supportive  medication  and  a pat  on 
the  back  but  no  firm  measures  have  been  taken  to 
come  to  grips  with  the  real  problem.  These  people, 
now  statistically  as  a group,  comprise  the  most 
rapidly  growing  medical  disease  in  the  United 


States  today.  Pulmonary  emphysema  leaves  its  vic- 
tims with  destroyed  lungs,  and  there  is  no  way 
to  replace  that  tissue.  However,  it  has  been  ade- 
quately demonstrated  that  proper  rehabilitative 
measures  can  improve  the  useful  life  of  the  patient 
and  that  even  following  severe  episodes  of  respira- 
tory failure,  the  chronic  obstructive  patient  can 
be  saved,  revitalized,  and  rehabilitated.  As  noted, 
we  are  not  suggesting  a complete  program  in  each 
community  hospital,  but  we  are  demonstrating 
that  such  a program  can  become  operational  in  a 
community  setting  and  elevate  the  care  of  pul- 
monary patients  to  its  highest  level.  Table  3 docu- 
ments the  change  in  admission  and  death  rates 
from  obstructive  pulmonary  disease  since  the  in- 
ception of  our  program  in  1967  at  the  C.  F. 
Kettering  Memorial  Hospital. 
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POSTOPERATIVE  PULMONARY  ATELECTASIS  AND  COLLAPSE.— 

Of  181  patients  undergoing  major  abdominal  surgery  116  developed  chest 
complications  associated  with  a metabolic  acidosis,  low  Pco2,  depressed 
tidal  volume,  increased  respiratory  rate,  but  no  increase  in  minute 
volume.  In  a matched  group  of  116  patients  given  intravenous  bicarbonate 
postoperatively  only  15  developed  chest  complications.  This  suggests  that 
respiratory  physiological  dead  space  decreases  in  patients  with  pulmonary  col- 
lapse and  atelectasis  following  surgery.  Acidotic  respiration  proved  inefficient  in 
the  postoperative  period,  and  intravenous  bicarbonate  had  a very  pronounced 
effect  on  the  tidal  and  minute  volumes  of  acidotic  patients  with  pulmonary 
collapse  and  atelectasis.  — M.  O’Driscoll,  F.R.C.S.,  Bristol:  British  Medical 
Journal , 4:26-28,  October  3,  1970. 
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'V/fULTIPLE  SCLEROSIS  (MS)  is  a disease 
that  occurs  in  all  age  groups,  pediatric  to 
4 geriatric.  There  is  a greater  concentration  of  cases 
in  northern  climates,  but  MS  is  not  confined  to 
a single  sex,  socioeconomic  group,  or  ethnic  popu- 
lation.1 The  etiology  remains  obscure,  but  most 
investigators  feel  that  it  may  represent  an  altered 
immune  response  to  an  ubiquitous  but  undeter- 
mined antigen.  Some  suggest  that  immune  re- 
sponses to  a latent  virus  may  be  significant. 

There  are  many  factors  that  conspire  to  make 
the  diagnosis  of  MS  difficult  or  misleading.  First, 
there  is  the  variable  nature  of  the  disease.  It  may 
run  a benign  course  extending  over  decades,  but 
on  rare  occasions,  it  is  fulminating  and  leads  to  se- 
vere incapacity  and  death  within  a few  weeks. 
Cases  with  a 30-year  latent  period  between  the 
first  and  second  exacerbations  have  been  recorded; 
and  as  high  as  5 percent  of  the  patients  have  a 
quiescent  phase  which  lasts  for  over  15  years.  A 
second  factor,  that  may  contribute  to  difficulty  in 
diagnosis  and  yet  may  assist  in  diagnostic  cer- 
tainty, is  the  wide  variety  of  possible  signs  and 
symptoms  which  result  from  the  varied  sites  of 
involvement.  A third  factor  which  complicates 
diagnosis  is  the  subtlety  of  the  inidal  signs  and 
symptoms.  Minor  findings  are  often  ignored  or 
may  be  considered  psychosomatic  until  more  ma- 
jor manifestations  of  the  disease  appear.  In  addi- 
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tion  to  these  reasons  for  diagnostic  confusion, 
many  physicians  are  quite  properly  loathe  to  diag- 
nose a basically  unbeatable  disease. 

There  are  three  laboratory  tests  on  the  cere- 
brospinal fluid  (CSF)  which  give  a high  yield  of 
positive  results.  These  are  CSF  protein,  colloidal 
gold,  and  immunoelectrophoresis.2  Elevation  of 
protein  is  a nonspecific  finding  that  may  occur  in 
anything  from  a prolapsed  nucleus  pulposus 
(rarely)  to  brain  tumor.  Approximately  one  third 
of  the  cases  of  MS  will  show  a mild  to  moderate 
elevation  of  CSF  protein  at  some  time  in  the 
course,  but  values  in  excess  of  120  mg  per  100  cc 
are  rare. 

A first  or  midzone  elevation  of  colloidal  gold 
is  said  to  be  present  in  from  30  percent  to  80 
percent  of  the  patients.  An  elevated  first  zone,  or 
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Lange  type  D,  is  characteristic  of  fluids  with  rela- 
tively stable  albumin  and  an  elevated  immuno- 
globulin G (IgG).  This  pattern  is  characteristical- 
ly seen  in  MS,  and  in  some  cases  of  neurosyphilis. 
False  negatives  are  common  in  the  colloidal  gold 
test,  and  the  results  of  this  test  are  never  definitive 
support  for  the  diagnosis. 

Immunoelectrophoresis  is  of  more  current 
interest.  In  this  test,  the  CSF  demonstrates  a rise 
in  the  gamma  globulin,  often  compensated  for  by 
a diminution  in  the  albumin  fraction.  These 
changes  are  reported  in  from  55  percent  to  70 
percent  of  the  patients,  making  this  one  of  the 
more  useful  laboratory  tools  in  the  diagnosis  of 
MS. 

This  study  reviews  retrospectively  The  Ohio 
State  University  Hospital  experience  with  MS 
from  January  1965,  to  July  1969,  and  notes  the 
variety  of  presentations  of  MS.  Charts  of  108  MS 
patients  hospitalized  during  the  above  period  were 
reviewed.  For  a patient  to  be  included  in  this 
study,  the  diagnosis  must  have  been  confirmed  by 
a neurologist,  a neurosurgeon,  or  a physiatrist. 
In  addition,  in  every  case  there  must  have  been 
historical  or  physical  evidence  of  two  or  more 
distinct  lesions  of  the  central  nervous  system. 
Cases  with  concomitant  neurologic  disease  such  as 
stroke,  tumor,  or  chronic  alcoholism  were  ex- 
cluded. Though  no  definite  figures  are  available, 
it  is  likely  that  the  patients  with  MS  who  were 
hospitalized  composed  less  than  half  of  the  total 
number  seen  at  The  Ohio  State  University  Hos- 
pital during  this  period  of  time.  An  example  of 
one  of  the  less  certain  cases  is  presented  here. 

Presentation  and  Discussion  of  a Representative 
Case  in  Whom  the  Diagnosis  Was  Not  Apparent: 

This  51 -year  old  white  woman  entered  the 
hospital  because  of  weakness  of  her  right  leg.  She 
was  in  excellent  health  until  two  years  before 
admission,  when  she  noted  the  insidious  onset  of 
weakness  of  her  right  leg  and  instability  when 
climbing  stairs  or  dancing.  At  the  time  of  admis- 
sion, the  weakness  had  progressed  to  the  point 
where  she  stumbled  over  almost  every  step.  Both 
legs  were  stiff  and  weak  in  the  morning,  and  at 
the  end  of  a short  period  of  work,  she  was  totally 
exhausted.  She  specifically  denied  diplopia,  blurred 
vision,  headaches,  seizures,  paresthesias,  urinary 
symptoms,  and  pain.  Review  of  systems,  family 
history,  and  past  medical  history  were  noncontrib- 
utory. Physical  examination  was  within  normal 
limits. 

On  neurologic  examination,  she  was  found 
to  have  bilateral  medial  rectus  weakness  with  di- 
plopia on  lateral  gaze,  the  image  in  the  abducting 
eye  being  most  lateral  on  red  glass  testing  (thus 
representing  a bilateral  intranuclear  ophthalmo- 
plegia) . The  ocular  fundi  were  normal,  and  the 


remainder  of  the  cranial  nerves  were  also  normal. 
Sensory  examination  revealed  a small  area  of 
decreased  pinprick  on  the  dorsum  of  the  right 
foot.  There  was  weakness  of  the  right  iliopsoas, 
hamstrings,  and  anterior  tibial  muscles.  Reflexes 
were  hyperactive  bilaterally  and  were  more  brisk 
on  the  right.  There  was  a right  extensor  plantar 
reflex.  The  remainder  of  the  neurologic  examina- 
tion was  normal. 

Laboratory'  examination  revealed  a CSF  pro- 
tein of  76  mg  per  100  cc.  Colloidal  gold  curve  and 
spinal  fluid  immunoelectrophoresis  were  normal. 
Myelogram  was  negative. 

MS  might  be  included  in  the  initial  differen- 
tial diagnosis,  but  there  was  no  history  of  a second 
lesion,  a factor  necessary  to  establish  the  diagnosis. 
The  intranuclear  ophthalmoplegia  indicates  a le- 
sion in  the  median  longitudinal  fasciculus  between 
the  nuclei  of  cranial  nerves  III  and  IV.  Though 
not  common  even  in  MS,  if  this  sign  is  found,  MS 
must  be  considered  highly  likely.  Unilateral  in- 
tranuclear ophthalmoplegia  is  often  indicative  of 
a vascular  lesion.  Either  unilateral  or  bilateral  in- 
tranuclear ophthalmoplegia  may  be  present  with 
vascular,  neoplastic,  degenerative,  or  inflammatory 
lesions  of  the  brain  stem.  When  the  sign  in  this 
case  is  combined  with  diminished  pinprick  on  the 
dorsum  of  the  right  foot,  hyperreflexia,  decreased 
strength  in  the  right  lower  extremity,  and  an 
elevated  CSF  protein,  the  diagnosis  of  MS  be- 
comes highly  probable.  Subsequent  follow-up  has 
not  suggested  any  other  diagnosis. 

Age  - Sex 

Of  108  patients  seen,  76  were  female  and  32 
were  male.  The  ratio  of  2.4:1  female  to  male 
differs  from  the  1.7:1  female  to  male  figure  cited 
by  McAlpine,  et  al. 

The  age  extremes  at  the  onset  of  the  disease 
were  13  and  58  years  of  age,  with  50  percent  of 
the  patients  younger  than  31  years  of  age.  The 
data  regarding  age  at  onset  are  plotted  in  Table 
1.  They  are  in  good  agreement  with  a series  of  46 
autopsied  cases  and  1,107  non-autopsied  cases 
reported  by  Carter,  Sciarra,  and  Merritt.3 

Initial  Symptoms 

The  initial  symptoms  are  categorized  and 
compared  where  possible  with  published  data  in 
Table  2.  In  general,  three  classes  of  symptoms 


Table  1.  Age  at  Onset 


Age  in  Years 

O.S.U.  Series 

Literature3 

Below  10 

0% 

2% 

10-20 

14% 

14% 

21-30 

35% 

39% 

31-40 

39% 

28% 

41-50 

10% 

12% 

51-60 

2% 

4% 

over  60 

0% 

1% 
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Table  2.  Initial  Symptoms 


Number 

07 

/o 

Reported 

Range3 

1.  Extremity  Symptoms 

52 

48 

40-68 

Weakness 

42 

39 

Incoordination 

36 

33 

2.  Visual  Symptoms 

41 

38 

9-39 

Diplopia 

21 

19 

Blurred  vision 

24 

22 

Retrobulbar  neuritis 

8 

7 

Scotomata 

3 

3 

Optic  neuritis 

2 

2 

3.  Paresthesis 

34 

32 

14-16 

4.  Miscellaneous 

5-11 

Vertigo 

10 

9 

Pain  (other  than  headache) 

9 

8 

Dysarthria 

8 

7 

Nausea 

5 

5 

Tremor,  decreased  depth  perception,  urinary 

retention,  frequency, 

dysuria,  blindness, 

incontinence  of 

stool,  Lhermitte’s  sign,  facial  paralysis,  visual 

field  cuts,  impotence. 

, altered  taste  of  food  on  one  side 

of  tongue:  one  of  each. 

dominated  the  picture  initially.  In  order  of  de- 
creasing frequency  they  were:  (1)  weakness  or 

clumsiness  of  an  extremity;  (2)  visual  distur- 
bances; and  (3)  paresthesiae.  In  considering 
symptomatology,  it  must  be  recognized  that  with 
a more  protracted  course  it  is  likely  that  the  pa- 
tient will  remember  distressing  symptoms  such  as 
extremity  weakness  or  retrobulbar  neuritis  rather 
than  milder  symptoms  such  as  paresthesiae. 

Just  as  they  are  frequent  as  an  initial  symp- 
tom of  MS,  extremity  weakness  and  clumsiness, 

Table 

visual  disturbances,  and  paresthesias  are  also  com- 
mon in  cases  of  MS  which  are  relentlessly  pro- 
gressive. In  addition,  genitourinary  symptoms, 
mental  and  emotional  disturbances,  speech  dis- 
orders, and  atypical  pain  patterns  contributed 
significantly  to  the  total  disease  picture.  These 
data  are  detailed  in  Table  3. 

Signs 

A logical  classification  for  the  signs  in  MS  is 
according  to  major  location  of  the  lesions,  as 
(1)  cerebral,  (2)  brain  stem,  (3)  cerebellar,  or 

3.  Symptoms 

Number 

% 

1. 

2. 

Extremity  weakness  or  incoordination 
Visual  disturbances 

99 

91 

Blurring  (decreased  visual  acuity) 

46 

43 

Diplopia 

38 

35 

Retrobulbar  neuritis 

10 

9 

Blindness 

7 

7 

Scotomata 

5 

5 

Field  defects 

5 

5 

3. 

Paresthesia 

63 

52 

Decreased  proprioception 

2 

2 

4. 

Urinary  Symptoms 

38 

35 

Incontinence 

22 

20 

Urgency 

20 

19 

Frequency 

8 

7 

Retention 

7 

7 

5. 

Hesitancy 

Miscellaneous 

6 

6 

Dysarthria 

26 

24 

Pain  (other  than  headache) 

20 

19 

Loss  of  balance 

17 

16 

Emotional  disorders 

13 

12 

Vertigo 

12 

11 

Fecal  incontinence 

8 

7 

Nausea 

7 

7 

Muscle  spasms 

6 

6 

6. 

Hearing  loss 
Less  than  3% 

5 

5 

Memory  loss,  tic  douloreux,  constipation, 
episodes,  seizures,  anorexia  nervosa 

hyperacusis,  oscillopsia,  Lhermitte’s  sign,  syncopal 
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(4)  spinal  cord.  Major  abnormalities  included,  in 
order  of  decreasing  frequency,  pathologic  reflexes 
and  reflex  changes;  decreased  strength,  incoordi- 
nation, and  tremor;  pathologic  changes  in  the  eyes, 
including  nystagmus;  and  abnormalities  in  the 
sensory  examination  (Table  4). 

One  sign  of  infrequent  occurrence  (4  of  108 
patients)  but  of  considerable  importance  is  Lher- 
mitte’s  sign,  which  is  an  electric  shock  sensation 
radiating  down  the  arms  or  torso  on  flexion  of  the 
neck.  This  sign  may  be  seen  in  traumatic  or  neo- 
plastic lesions  of  the  cervical  cord,  and  it  has  been 
reported  in  degenerative  diseases  of  the  cervical 
cord.  When  the  sensation  is  bilateral,  it  is  strong 
evidence  for  the  diagnosis  of  MS. 

Course  and  Duration 

In  75  of  108  patients,  the  course  had  been 
one  of  typical  exacerbations  and  remissions.  Fif- 
teen patients  had  been  diagnosed  less  than  three 


months  and  were  assigned  to  a group  in  which 
it  was  too  early  to  predict  the  course.  The  re- 
mainder, a total  of  18  patients,  manifested  a 
steadily  downhill  course.  The  duration  of  the  dis- 
ease at  the  time  of  the  last  hospitalization  averaged 
7.4  years,  with  50  percent  of  the  patients  diag- 
nosed as  having  MS  for  four  years  or  less.  The 
extremes  with  regard  to  duration  were  one  week 
and  40  years.  Eighteen  of  the  108  patients  were 
bedridden  or  confined  to  a wheelchair  at  the  time 
of  their  last  admission.  Although  there  were  no 
hospital  deaths  recorded,  several  patients  had  de- 
cubiti,  recurrent  urinary  tract  infections,  or  pneu- 
monia. These  factors,  along  with  renal  calculi,  are 
often  present  in  the  terminal  stages  of  MS.  It  is 
uncommon  for  patients  with  MS  to  die  in  an 
academic  setting,  since  most  are  in  custodial  fa- 
cilities in  the  later  stages  of  the  illness. 

Drug  therapy  was  attempted  in  40  patients 
and  was  equally  divided  between  ACTH  and  ste- 


Table  4.  Signs 


Number 

% 

Reported 
Range  (%)3 

1.  Reflex  changes  and  pathological  reflexes 

91 

84 

Hyperreflexia 

84 

78 

Clonus 

43 

40 

Extensor  plantar 

70 

65 

78-91 

Absent  abdominals 

42 

39 

64-77 

Unilateral  Hoffmann’s 

11 

10 

Palmomental 

8 

7 

Suck 

2 

2 

Crossed  adductor 

2 

2 

2.  Extremity  dysfunction 

88 

82 

Weakness 

78 

72 

Ataxia 

37 

34 

Intention  tremor 

24 

22 

34-55 

3.  Visual  signs 

82 

76 

Nystagmus 

48 

44 

56-74 

Disc  pallor 

24 

22 

32-58 

Intranuclear  ophthalmoplegia 

17 

16 

Decreased  visual  acuity  (excluding  blindness) 

11 

10 

Optic  atrophy 

10 

9 

Field  defects 

7 

7 

Enlarged  blind  spot 

6 

6 

Blindness 

6 

6 

Fixed  pupil 

5 

5 

Retrobulbar  neuritis 

3 

3 

4.  Sensory  examination  abnormalities 

66 

61 

Vibratory 

38 

35 

32-61 

Proprioception 

30 

29 

Light  touch 

24 

22 

Pin  prick 

18 

17 

Two  point 

10 

9 

Hyperesthesia 

9 

8 

Pain 

11 

10 

Hypesthesia 

8 

7 

Temperature 

7 

7 

Stereognosis 

7 

7 

5.  Miscellaneous 

Dysarthria 

1 I 

19 

Altered  mentation 

19 

17 

5-16 

Romberg 

19 

17 

Dysdiadochokinesis 

15 

14 

Dysmetria 

7 

7 

Hearing  loss 

6 

6 

Lhermitte’s  sign 

4 

4 

Rebound 

4 

4 

Deviated  tongue 

3 

3 

Decreased  sphincter  tone 

1 

1 
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roids.  There  is  no  firm  evidence  that  AGTH  is 
superior  to  oral  steroid  therapy  in  these  patients  or 
from  the  literature.  Bed  rest  is  often  beneficial  in 
acute  exacerbations,  and  intravenous  therapy  may 
lead  to  more  improvement  by  this  indirect  means. 
The  difficulty  in  assessing  the  value  of  any  therapy 
in  altering  the  course  and  outcome  of  MS  is  ap- 
parent from  the  descriptions  of  the  extremely 
variable  nature  of  the  disease.4 

It  took  several  years  and  numerous  studies 
before  therapies  such  as  tolbutamide  and  isoniazid 
were  discarded  as  worthless  for  MS.  Current  inter- 
est involves  use  of  anti-immune  agents  such  as 
antilymphocytic  serum  or  azathioprine,  neither  of 
which  has  been  used  systematically  at  The  Ohio 
State  University  Hospitals.  A brief  trial  of  both 
agents  at  the  University  of  Minnesota  in  approxi- 
mately 40  patients  is  unpublished,  but  no  signifi- 
cant benefit  was  noted  with  either  agent.  Anti- 
lymphocytic serum  is  not  only  expensive  but 
hazardous,  and  azathioprine  lowers  the  white  count 
which  can  reduce  the  resistance  to  infections  in 
patients  with  MS.  Trials  of  intrathecal  steroids  and 
use  of  antiviral  agents  are  under  active  investiga- 
tion in  several  centers,  but  data  are  not  available. 

Management  of  infections  in  the  patients  and 
of  the  emotional  turmoil  so  characteristic  in  the 
families  of  patients  with  MS  is  surely  helpful. 
The  physician  can  also  assist  with  aids  in  self-care, 
and  can  repeatedly  remind  the  patient  of  the 
benefits  of  rest  and  of  the  need  for  a stable  en- 
vironment. Though  many  patients  are  transiently 
worse  in  sultry  weather  or  after  a hot  bath,  change 
to  a new  climate  does  not  alter  the  course  of  the 
disease.  Patients  on  long  term  steroids,  and  many 
now  are,  should  of  course  be  seen  at  regular  in- 
tervals by  their  physicians. 

As  can  be  seen  in  Table  5,  two  thirds  of  the 
patients  had  abnormalities  in  the  CSF,  but  with- 
out certain  correlation  with  the  clinical  state. 


Table  5.  Cerebrospinal  Fluid  Examination* 


Number 

% 

Protein 

83 

— 

Elevated 

30 

37 

Normal  (15-45  mg% ) 

53 

63 

Colloidal  Gold 

65 

— 

Elevated  1st  or  midzone 

25 

38 

Normal 

40 

62 

Immunoelectrophoresis 

50 

— 

Suggestive  of  M.S. 

29 

58 

Normal 

21 

42 

* In  two  thirds  of  the  84  patients  who  had  lumbar 
puncture,  at  least  one  of  the  examinations  was  abnormal. 


Summary 

A restrospective  review  of  108  patients  with 
multiple  sclerosis  seen  at  The  Ohio  State  Univer- 
sity Hospital  revealed  a frequency  of  symptoms 
and  signs  similar  to  larger  reported  series.  CSF 
electrophoresis,  colloidal  gold,  and  protein  abnor- 
malities can  be  helpful  in  the  diagnosis;  but  there 
is  no  pathognomonic  sign.  Multiplicity  of  lesions 
appearing  at  varying  times  is  the  usual  rule;  but 
the  wide  range  of  variability  in  the  disease  must 
be  recognized. 
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T TSE  OF  AMANTADINE  IN  PARKINSON'S  DISEASE.  — In  a four- 
week  double-blind  trial  of  62  patients  with  parkinsonism  29  were  treated 
with  amantadine  and  33  with  a placebo.  Modest  but  statistically  significant 
improvement  was  observed  in  the  first  group,  optimum  benefit  occurring  after 
the  first  two  weeks.  Patients’  reactions  to  the  drug  were  favorable  in  79 
percent,  and  side  effects  were  insignificant.  Though  amantadine  appears  to  be 
a useful  additive  drug  in  the  treatment  of  parkinsonism,  its  value  as  a 
single  treatment  is  as  yet  undetermined.  — Vera  Dallos,  M.B.;  Kenneth 
Heathfield,  M.D.;  Patricia  Stone,  M.P.S.;  and  F.  A.  D.  Allen,  F.P.S. ; London: 
British  Medical  Journal,  4:24-26,  October  3,  1970. 
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Highlights  of  Auscultation  in  Congenital 

Heart  Disease 

(Part  I) 


Joseph  K.  Perloff,  M.D.* 


' I 'HE  HEART  SPEAKS  in  a language  of  its 
own;  its  vocabulary'  consists  essentially  of 
sounds  and  murmurs.  Once  the  vocabulary  is 
understood,  considerable  insight  can  be  gained 
into  the  anatomic  and  physiologic  condition  of  the 
heart  and  circulation. 

The  Mitral  Orifice 

The  commonest  cause  of  obstruction  at  the 
mitral  orifice  is  rheumatic  mitral  stenosis.  The 
auscultatory  hallmarks  of  this  disorder  consist  of 
a loud  first  heart  sound,  increased  intensity  of 
pulmonary  valve  closure,  an  opening  snap,  and  a 
middiastolic  murmur  followed  by  presystolic  ac- 
centuation. The  skilled  clinician  not  only  under- 
stands the  mechanisms  of  these  signs  but  also 
understands  how  best  to  elicit  them.  A loud  first 
heart  sound  and  an  opening  snap  imply  good 
valve  mobility  and  together  are  features  of  tight 
mitral  stenosis.  Accordingly,  these  auscultatory 
events  w'ould  not  be  expected  in  the  presence  of 
immobilizing  calcification  of  the  leaflets  or  con- 
siderable mitral  incompetence.  Similarly,  a loud 
pulmonary  closure  sound  (best  judged  during  in- 
spiratory splitting  of  the  second  heart  sound)  re- 
flects an  elevated  pressure  in  the  pulmonary  trunk. 
A presystolic  murmur  implies  sinus  rhythm  and 
dominant  mitral  stenosis,  so  that  this  murmur 
vanishes  with  the  advent  of  atrial  fibrillation  or 
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appreciable  mitral  incompetence.  In  the  presence 
of  atrial  fibrillation,  the  duration  of  the  mid- 
diastolic murmur  is  an  accurate  mirror  of  the 
degree  of  stenosis;  a middiastolic  murmur  that 
continues  up  to  the  end  of  diastole  means  that  the 
gradient  continues  to  the  end  of  diastole,  implying 
that  stenosis  is  sufficient  to  prevent  the  left  atrium 
from  effectively  emptying. 

It  is  important  to  remember  that  the  ausculta- 
tory signs  of  mitral  stenosis  are  best  heard  over  the 
left  ventricular  impulse.  It  is  mandatory'  that  the 
bell  of  the  stethoscope  be  placed  precisely  over 
this  impulse,  which  is  most  readily  located  by 
palpating  the  region  of  the  apex  while  the  patient 
partially  turns  to  the  left.  The  physiologic  effects 
of  turning  serve  the  additional  useful  purpose  of 
transiently  increasing  the  intensity  of  the  murmur. 
Coughing  has  a similar  effect.  Unless  the  proper 
positions  and  maneuvers  are  employed,  the  auscul- 
tatory signs  of  mitral  stenosis  can  be  overlooked. 
Silent  mitral  stenosis  is  rare  but  may  occur  when 
severe  pulmonary  hypertension  causes  such  en- 
largement of  the  right  ventricle  that  it  displaces 
the  left  ventricular  impulse  from  the  chest  wall. 

Mitral  incompetence  is  accompanied  by  the 
prototype  of  the  holosystolic  murmur,  ie,  a mur- 
mur that  begins  with  the  first  heart  sound  and 
goes  throughout  systole  up  to  the  second  heart 
sound.  Such  murmurs  are  generally  maximal  at 
the  cardiac  apex,  although  variations  must  be  un- 
derstood. The  murmur  of  mitral  incompetence  is 
known  to  radiate  to  the  axilla  and  back,  but  it 
occasionally  radiates  to  the  left  sternal  edge,  base, 
and  even  into  the  neck  where  it  may  be  mistaken 
for  the  murmur  of  aortic  stenosis.  The  murmur  of 
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aortic  stenosis  itself — especially  in  older  patients — 
may  be  well-heard  if  not  best  heard  at  the  apex 
and  incorrectly  ascribed  to  mitral  incompetence; 
this  error  can  be  avoided  if  it  is  remembered  that 
the  murmur  of  aortic  stenosis — irrespective  of  its 
chest  wall  location — is  rahfsystolic  and  ends  before 
the  second  heart  sound  (see  The  Aortic  Valve). 

There  are  two  important  deviations  from  the 
classic  holosystolic  murmur  of  mitral  incompe- 
tence. A late  systolic  murmur  preceded  by  one  or 
more  systolic  clicks  may  accompany  prolapse  of  a 
redundant  posterior  mitral  leaflet.  Although  the 
degree  of  mitral  incompetence  is  generally  mild 
in  such  patients,  it  is  important  to  recognize  the 
significance  of  clicks  and  late  systolic  murmurs 
since  the  deranged  mitral  valve  is  susceptible  to 
bacterial  endocarditis.  An  early  systolic  or  decre- 
scendo systolic  murmur  is  a feature  of  severe  mitral 
incompetence  of  recent  onset  as  with  ruptured 
chordae  tendineae;  under  these  circumstances,  the 
major  part  of  regurgitation  occurs  in  early  systole 
since  a very  high  left  atrial  pressure  results  in  a 
striking  increase  in  the  resistance  to  left  atrial 
filling  in  latter  systole. 

The  Tricuspid  Valve 

The  murmur  of  tricuspid  stenosis  is  commonly 
missed  even  though  this  valvular  defect  occurs  in 
2 to  3 percent  of  patients  with  rheumatic  mitral 
stenosis.  Several  guidelines  set  the  stage  for  clinical 
recognition.  The  murmur  is  confined  to  a localized 
area  along  the  lower  left  sternal  edge  and  is  pre- 
systolic  with  sinus  rhythm  and  middiastolic  with 
atrial  fibrillation.  The  most  distinctive  feature  is 
; the  selective  inspiratory  increase  in  loudness;  dur- 
ing inspiration  the  tricuspid  gradient  increases  and 
with  it  the  intensity  of  the  murmur. 

When  tricuspid  incompetence  occurs  with  an 
elevated  right  ventricular  systolic  pressure  (pulmo- 
nary hypertension  or  congestive  heart  failure), 
there  is  a high  velocity  of  regurgitant  flow  through- 
out systole  and  a relatively  high  frequency  holo- 
systolic murmur  that  selectively  increases  during 
inspiration  (Carvallo’s  sign).  Occasionally  tri- 
cuspid incompetence  occurs  with  normal  right 
I ventricular  systolic  pressure  as  with  Ebstein’s 
anomaly  or  following  tricuspid  endocarditis  caused 
by  “main  line”  administration  of  addictive  drugs. 
Under  these  circumstances,  a low  velocity  of  re- 
gurgitant flow  occurs  chiefly  in  early  systole  so 


the  murmur  is  relatively  low  frequency  and  early 
systolic  but  still  selectively  increases  during  in- 
spiration. 

The  Aortic  Valve 

The  aortic  stenotic  murmur  is  the  model  of 
the  midsystolic  murmur,  crescendo-decrescendo  in 
shape,  beginning  after  the  first  heart  sound  or 
with  an  ejection  sound,  and  ending  before  aortic 
valve  closure.  In  valvular  aortic  stenosis  the  mur- 
mur is  maximal  in  the  second  right  intercostal 
space  with  radiation  upward,  to  the  right,  and 
into  the  neck.  In  older  patients,  especially  those 
with  calcific  aortic  stenosis,  the  murmur  in  the 
second  right  interspace  may  be  harsh  and  grunt- 
ing, whereas  the  murmur  at  the  apex  is  pure  and 
musical.  It  is  important  to  remember  that  the 
classic  midsystolic  murmur  of  aortic  stenosis  is 
sometimes  absent  altogether  in  patients  with  se- 
vere obstruction;  left  ventricular  failure  may  result 
in  a substantial  decrease  in  flow  across  the  stenotic 
valve  with  disappearance  of  the  midsystolic  mur- 
mur or  replacement  by  the  holosystolic  murmur  of 
mitral  incompetence.  In  the  presence  of  an  in- 
crease in  anteroposterior  chest  dimensions  (emphy- 
sema) the  basal  murmur  may  soften  or  vanish 
although  radiation  into  the  neck  persists. 

The  typical  murmur  of  aortic  incompetence  is 
readily  recognized  especially  when  loud  and  ac- 
companied by  bounding  arterial  pulses.  However, 
faint  high  frequency  murmurs  of  mild  aortic  in- 
competence are  difficult  to  hear  and  must  be  spe- 
cifically sought  by  applying  very  firm  pressure  of 
the  stethoscopic  diaphragm  to  the  mid-left  sternal 
border  while  the  patient  sits  or  stands,  leans  for- 
ward, and  holds  the  breath  in  full  expiration. 
Squatting — by  raising  aortic  root  pressure — tends 
to  augment  these  faint  murmurs  and  serves  a 
useful  purpose  in  their  detection  which  is  impor- 
tant because  of  susceptibility  to  endocarditis.  The 
direction  of  the  blowing  early  diastolic  murmur 
should  be  determined  by  comparing  its  loudness 
along  the  left  and  right  sternal  borders  especially 
at  the  third  intercostal  spaces.  Prominent  radiation 
to  the  right  sternal  border  suggests  a nonrheu- 
matic etiology  such  as  aortic  root  disease  or  spe- 
cific cusp  deformity. 

(To  be  concluded  in  May  issue ) 
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Concepts  of 

A State  “Foundation  Plan” 

A Method  of  Health  Care  Delivery 


HE  MEDICAL  PROFESSION  is  under  at- 
tack by  many  segments  of  society  because  of 
the  spiraling  costs  of  health  care  in  this  country. 
The  medical  profession  therefore,  has  become  the 
“fall  guy”  for  this  spiraling  cost  which  could  result 
in  the  destruction  of  the  health  care  system  as  we 
know  it  today.  We  all  know  the  physician  has  con- 
trol over  some  aspects  of  health  care,  but  for  many 
areas  this  escalating  cost  factor  is  beyond  the  physi- 
cians’ control.  The  other  major  point  of  criticism 
which  is  being  hurled  at  the  profession  is  that  of 
the  distribution  of  health  care,  with  particular 
reference  to  the  ghetto  and  rural  areas. 

We  do  have  the  capability  of  providing  solu- 
tions to  the  cost  factors  and  distribution  of  medical 
care.  Without  our  guidance  and  influence,  legisla- 
tors, government  leaders,  labor  leaders,  bureaucrats 
and  health  and  social  planners  will  completely 
alter  the  health  care  system  by  using  these  two 
major  factors  as  an  excuse  for  a radical  and  com- 
plete change.  Why  not  treat  the  “patient”  pro- 
fessionally instead  of  permitting  non-professionals 
to  institute  a treatment  that  would  be  worse  than 
the  disease  itself. 

Therefore,  it  is  imperative  that  the  medical 
profession  clearly  recognize  the  problems  that  exist 
today  and  come  up  with  a program  that  will  re- 
solve both  the  short  term  problems  and  the  long 


term  needs  of  the  profession  and  the  people  that 
it  serves.  Dr.  Richard  Fulton,  OSMA  President, 
and  the  OSMA  Council  determined  the  need  for 
an  evaluation  and  for  recommendations  to  solve 
the  short  and  long  range  problems  in  the  Financ- 
ing and  Delivery  of  Medical  Care.  They  have  es- 
tablished an  Ad  Hoc  Committee  on  Health  Care 
Delivery  Systems.  This  is  a report  of  that  com- 
mittee. 

When  you  review  the  proposals  and  concepts 
that  are  offered  by  all  of  the  “experts”  in  this  field 
you  must  recognize  several  common  denominators. 
These  are  that  the  service  must  be  available  to 
everyone  and  that  it  must  be  at  a reasonable  cost. 
It  is  essential  that  medical  care  be  provided  at  a 
high  quality  level  to  all  and  the  physician  should 
be  responsible  for  the  quality  care  in  all  segments 
of  the  health  care  field.  We  agree  that  the  costs 
must  be  reasonable  but  that  this  cost  factor  should 
apply  not  only  to  the  physicians  but  to  facilities 
and  the  other  elements  of  the  health  care  industry. 
It  is  only  reasonable  that  the  profession  should 
manage  such  a system  of  care  in  that  they  are  in 
the  best  position  to  evaluate  the  efficiency  and  the 
productivity  of  the  delivery  system. 

Considerable  discussion  is  going. on  throughout 
the  country  regarding  the  formation  of  health  care 
foundations.  The  foundation  concept  was  initiated 
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by  Henry  Kaiser  in  the  construction  of  the  Grand 
Coulee  Dam  in  1938  for  comprehensive  medical 
care  on  a capitation  basis  and  founded  by  Dr. 
Sidney  Garfield.  This  Kaiser  Foundation  concept 
was  expanded  during  World  War  II  in  the  Kaiser 
shipyard  facilities.  It  is  now  a large  program  cov- 
ering two  million  people  in  several  of  our  states 
with  over  twenty  hospital  facilities  and  many  out- 
patients clinics.  The  Kaiser  plan  is  a pre-paid  full 
coverage  capitation  plan  with  a limitation  of  the 
choice  of  physician  and  of  facility  to  those  within 
the  plan.  The  physicians  are  salaried  and  the  pa- 
tient’s choice  limited.  As  a counter  measure  to  the 
closed  panel  pre-payment  Kaiser  system,  particu- 
larly in  California,  local  “foundation”  plans  have 
been  established.  Most  of  these  were  created  by 
county  medical  societies  to  offer  a competitive  sys- 
tem. These  latter  medical  care  foundations  offer 
free  choice  of  physician,  of  those  physicians  par- 
ticipating in  the  program  (90%  to  95%),  and  on 
a usual,  customary  and  reasonable  basis.  One  of 
the  first  of  these  was  the  San  Juaquin  Valley  pro- 
gram and  now  over  thirty  of  these  exist  in  the 
State  of  California.  A study  of  these  local  founda- 
tion plans  reveals  many  alternate  approaches  to 
the  problem;  but  there  is  a definite  control  of  the 
program  by  the  physician  members.  Several  of  our 
sister  states  are  currently  formulating  plans  for 
similar  foundations  or  “modified  foundation  pro- 
grams.” There  are  variations,  of  course,  to  these 
proposals  but  the  primary  objective  of  all  is  quality 
care  and  reasonable  cost. 

Your  OSMA  committee,  in  evaluating  these 
varied  programs  and  in  contemplating  the  future 
of  health  care,  believes  that  the  Ohio  State  Medi- 
cal Association  should  be  the  catalyst  to  the  for- 
mation of  a state-wide  “foundation”  concept.  It 
would  be  necessary  to  establish  a parallel  organi- 
zation to  the  OSMA  in  order  to  carry  out  such  a 
function.  We  view  the  role  of  this  foundation  as 
one  which  would  serve  as  the  agent  for  the  physi- 
cian membership  of  the  organization  and  in  so 
doing  would  assure  any  third  party,  whether  it 
be  governmental,  labor,  management,  insurance 
carriers,  patient  groups,  individual  patients,  etc., 
that  quality  medical  care  would  be  delivered.  This 
agency  would  also  assure  the  third  parties  and  its 
provider  members  that  this  care  would  be  delivered 
on  a usual  customary  and  reasonable  fee  basis.  The 
foundation  would  process  all  claims  and  payment 
hopefully  through  contracts  with  established  car- 
riers, assure  prompt  reasonable  payment  and  make 
this  payment  to  both  facilities  and  providers  on 
the  principal  of  the  usual,  customary  and  reason- 
able basis.  The  foundation  would  carry  out  utili- 
zation review  within  both  the  facilities  and  pro- 
viders areas  and  it  would  also  carry  out  peer  review 
of  the  providers. 

The  criteria  for  both  utilization  review  and 


peer  review  should  be  established  by  another  physi- 
cian group.  If  the  Bennett  Amendment  that  was 
formulated  by  the  Senate  Finance  Committee  in 
the  late  1970  is  finally  enacted  by  the  present  Con- 
gress, a State  PSRO  (professional  Standards  Re- 
view Organization)  could  be  established  by  the 
OSMA  to  formulate  the  guidelines  for  utilization 
and  peer  review  and  also  be  responsible  for  the 
implementation  and  supervision  of  these  criteria. 
Each  hospital  utilization  committee  would  func- 
tion as  of  now,  but  they  would  be  required  to 
perform  to  the  prescribed  standards.  Peer  review 
committees  would  be  organized  on  a county  or 
regional  basis,  and  likewise  they  would  be  required 
to  function  according  to  the  PSRO  standards. 

Physicians  and  other  providers,  as  well  as 
facilities,  would  participate  on  a voluntary  basis 
and  would  agree  to  adhere  to  the  rules  and  regu- 
lations of  the  foundation.  Those  not  electing  mem- 
bership would  receive  payment  for  their  services 
through  their  patients  who  would  be  reimbursed 
at  a limit  to  be  established  by  the  foundation.  This 
brings  up  the  problem  of  the  individual  nature  of 
medical  practice  as  it  has  traditionally  existed.  It 
would  seem  at  this  time  that  there  are  three  pos- 
sibilities available  to  the  profession.  One— a na- 
tional health  service  as  has  been  advocated  by 
some  which  would  be  a restrictive,  inflexible  sys- 
tem. Two — remaining  totally  independent  of  all 
organized  systems  and  excluding  one’s  self  from 
the  vast  majority  of  people  who  will  be  under 
either  a voluntary  health  plan  or  a compulsory 
nationalized  health  plan.  Three — participation  in 
a physician  oriented  and  organized  structure  that 
would  inherently  have  some  restrictions  but  would 
in  general  follow  the  pattern  of  patients  free  choice 
of  physician  and  fee  for  service  on  the  usual,  cus- 
tomary and  reasonable  basis. 

A great  advantage  to  the  physician  operated 
foundation  could  be  the  establishment  of  a self- 
contained  professional  liability  program  that  would 
hopefully  reduce  the  liability  costs  that  the  pro- 
vider now  is  burdened  with  through  the  high 
premiums  paid  to  liability  insurance  companies.  It 
seems  only  reasonable  that  through  proper  peer 
review,  the  “bad  risk”  provider  would  either  be 
excluded  from  such  a program  of  delivery,  or  if 
he  were  a participant  he  would  be  under  sufficient 
control  to  markedly  reduce  the  liability  exposure. 

Because  of  the  existant  health  care  areas  with- 
in our  state,  each  area  should  have  its  own  func- 
tioning organization  to  carry  out  the  everyday 
mechanics  of  the  program.  However,  to  insure  a 
large  base  from  which  to  negotiate  it  seems  ad- 
visable that  there  be  an  overall  state  organization 
which  establishes  basic  policies.  A large  voluntary 
membership  representing  the  vase  majority  of 
practicing  physicians  within  the  state  would  be  an 
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effective  instrument  in  representing  the  physicians’ 
viewpoint. 

What  does  this  offer  to  the  patient  or  an 
organization  seeking  a health  care  '‘package”  for 
their  members?  Primarily,  it  assures  them  of  the 
best  available  care  at  a quality  level  and  at  a 
reasonable  cost.  The  consumer  or  his  organization 
would  negotiate  with  the  foundation  as  to  the 
allowable  benefits,  deductibles,  or  other  criteria  to 
be  established  that  gives  the  consumer  representa- 
tion in  the  formulation  of  their  own  plan.  The 
implementation  of  the  plan,  however,  would  be 
carried  out  by  the  foundation  as  professionals,  em- 
ploying the  appropriate  review  techniques. 

This  agency  or  foundation  would  also  be  in 
a position  of  responding  to  the  manpower  needs 
of  given  areas  by  the  establishment  of  health  care 
clinics,  bv  establishing  mobile  health  care  facilities 
and  other  innovative  systems  that  would  hopefully 
be  able  to  answer  some  of  the  pressing  needs  in 
the  area  of  abnormal  distribution. 

A unique  opportunity  is  now  available  to 
organized  medicine  in  one  of  our  rural  counties. 
The  only  practitioner  is  leaving  after  25  years  of 
devoted  sendee  to  the  community.  The  committee 
recommends  that  a modified  group-type  practice 
be  established  under  the  leadership  of  OSMA  to 


meet  the  needs  of  this  county.  This  could  be  a 
demonstration  project.  It  would  provide  many  an- 
swers to  a difficult  problem  pertaining  to  the  or- 
ganization and  functional  status  of  such  a facility. 

There  are  certainly  many  points  of  contro- 
versy and  many  areas  that  represent  a radical  de- 
parture from  the  past  thinking  of  many  members 
of  the  profession.  But  there  must  be  an  immediate 
progressive,  realistic  approach  made  to  the  present 
and  future  problems  facing  the  profession  if  the 
basic  tenets  of  the  care  for  sick  people,  as  well  as 
for  the  prevention  of  disease  are  to  be  retained. 
Great  thought  must  be  given  to  these  problems  but 
at  the  same  time  there  is  urgency  to  the  need  for 
action. 

The  committee  recommended  to  the  Council 
and  Officers  of  the  OSMA  the  formation  of  a 
State  Foundation  of  Medical  Care.  This  recom- 
mendation is  presently  under  consideration  by  The 
Council. 

Respectfully  submitted, 

Ad  Hoc  Committee  on  Health 
Care  Delivery  Systems 
Robert  Howard,  M.D.,  Chairman 
James  Good,  M.D. 

Sol  Maggied,  M.D. 

H.  William  Porterfield,  M.D. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1 8 9 8 — 

Chagrin  Falls,  Ohio 

247  - 530C 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 

Booklet  available  on  request. 


JOHN  H.  NICHOLS,  M.  D.,  Medical  Director  G.  PAULINE  WELLS,  R.  N.,  Admin.  Director  HERBERT  A.  SIHLER,  Jr.,  Set’y. 

MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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Candidate  for 

Office  of  President-Elect 


TN  ACCORDANCE  WITH  Section  3 of  Chapter  5 of  the  OSMA 
Bylaws,  the  following  nomination  of  a candidate  for  the  office  of 
President-Elect  of  the  Ohio  State  Medical  Association  has  been  filed 
with  the  Executive  Director  60  days  prior  to  the  meeting  of  the 
House  of  Delegates  at  which  the  election  is  to  take  place: 


William  R.  Schultz,  M.D. 


Wayne  County  Medical  Society 

February  16,  1971 

Mr.  Hart  F.  Page 

Executive  Director 

Ohio  State  Medical  Association 

17  South  High  Street 

Columbus,  Ohio  43215 

Dear  Mr.  Page: 

By  constitutional  privilege,  we  are  pleased  to 
nominate  William  R.  Schultz,  M.D.,  Eleventh  Dis- 
trict Councilor,  as  a candidate  for  the  office  of 
President-Elect  of  the  Ohio  State  Medical  Asso- 
ciation. The  Board  of  Directors  of  the  Wayne 
County  Medical  Society  and  the  Delegates  and 
Alternate  Delegates  of  the  Eleventh  District  of  the 
Ohio  State  Medical  Association  voted  unanimously 
to  support  Dr.  Schultz’s  nomination. 

Dr.  William  R.  Schultz  is  qualified  by  mem- 
bership in  good  standing  in  the  Wayne  County 
Medical  Society,  the  Ohio  State  Medical  As- 
sociation, and  the  American  Medical  Association. 

Respectfully  submitted, 

Richard  J.  Watkins,  M.D. 

President 

A.  Burney  Huff,  M.D. 

Delegate 


Curriculum  Vitae 

William  R.  Schultz,  M.D. 

PRACTICE 

Private  practice  limited  to  otolaryngology, 
Wooster,  Ohio 

Member,  staff  of  the  Wooster  Community 
Hospital 

Chief  of  staff,  1951-1952 


MEDICAL  ORGANIZATIONS 

Wayne  County  Medical  Society 
Member,  1942  to  present 
President,  1950-1951 
Delegate  to  OSMA  House  of  Delegates 

Ohio  State  Medical  Association 
Member,  1942  to  present 
OSMA  House  of  Delegates,  delegate  from 
Wayne  County 

Councilor,  Eleventh  Councilor  District, 
1965  to  present 

Chairman,  OSMA  Auditing  and  Appro- 
priations Committee 

Past  Chairman,  OSMA  Hospital  Rela- 
tions Committee 

Chairman,  OSMA  Planning  and  Mem- 
bership Committee 

Member,  OSMA  Redistricting  Commit- 
tee 

American  Medical  Association,  Member 


SPECIALTY  BOARD 

Diplomate,  American  Board  of  Otolaryn- 
gology 


SPECIALTY  SOCIETIES 

Member,  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology 
Member,  Cleveland  Otolaryngology  Club 
Secretary-Treasurer,  1968-1969 
President,  1969-1970 

Member,  Akron  Academy  of  Ophthalmology 
and  Otolaryngology 

( Continued  on  Next  Page ) 
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Candidate  for  Office  of 

Member,  Board  of  Governors,  Wooster  Com- 
munity Hospital 

Member,  Advisory  Council,  Seven  County 
Regional  Health  Planning  Board 
Member,  Corporation  Boys  Village 
Member,  Board  of  Trustees,  Blue  Cross  of 
Northeast  Ohio 

Member,  Physicians  Advisory  Committee,  Blue 
Cross  of  Northeast  Ohio 
Member,  Wooster  Rotary  Club 
President,  1963-1964 

Member,  Wooster  City  Board  of  Education, 
1950-  1954  and  1957  - 1960;  president  for 
two  terms 

Past  President,  Wayne  County  Mental  Hy- 
giene Association 

Crusade  Chairman,  Wayne  County  Chapter, 
American  Cancer  Society,  1963-1966 
Past  Director  and  Vice-President,  Wooster 
Chamber  of  Commerce 
Member,  Izaak  Walton  League 
Member,  American  Forestry  Association 
Member,  Phi  Chi  Fraternity;  Past  President, 
Phi  Chapter 

Chairman,  Ohio  Committee  for  Voluntary 
Health  Planning 
Member,  OMPAC 


EDUCATION  AND  ACADEMIC 
AFFILIATIONS 

College  of  Wooster,  A.B.,  1933 
George  Washington  University  School  of 
Medicine,  M.D.,  1939 

Internship,  Medical  Center  of  the  University 
of  Pittsburgh,  1939-1940 
Residency,  Barnes  Hospital,  St.  Louis,  Mo., 
1 940- 1 942 — otolaryngology 
Member,  Alumni  Board,  College  of  Wooster, 
1966-1969 

MILITARY 

Army  Medical  Corps,  Active  Service,  1942- 
1946 

70th  General  Hospital,  Otolaryngology 
Service 

5th  Medical  Dispensary,  Chief  of  Surgery- 

Rank — Major,  AUS 

PERSONAL  AND  FAMILY 

Born,  October  7,  1910,  Streator,  Illinois 
Family:  Wife,  Helen  (Speer)  ; children,  Wil- 
liam Richard,  age  29,  and  Margaret,  25.  A 
second  son,  Harvey,  is  deceased. 

Office  Address:  1749  Cleveland  Road,  Woos- 
ter, Ohio  44691 

Home  Address:  928  North  Grant  Street, 

Wooster,  Ohio  44691 


Eit«bl>ih«d  1903 


tlxe  Wendt-Bristol  co. 

MANY  LOCATIONS  TO  SERVE  YOU 

OFFICE  AND  SHOW  ROOM  1159  DUBLIN  ROAD  COLUMBUS,  OHIO  43212 


PHARMACEUTICAL  AND  SICKROOM  SUPPLIES 
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here’s  a soup 
for  almost  every  patient  and  diet 
.for  every  meal 
and,  it’s  made  by 


PROTEIN  CONTENT/  7 oz.  Serving 


Green  Pea  with  Ham  (Frozen)  7.6 
Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  1 0.2 

Vegetable  Beef  5.0 

Vegetable  with  Beef  (Frozen)  5.4 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


When  protein  is  the  focal  point  in  your  patients 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 
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sterile  solution  ( 300  nia  per  ml. ) 


Consider  Lincociri 

(lincomycin  hydrochloride , U pjphn) 


and  single-dose 
disposable  syrind 


For  your  convenience 
in  2 ml.  and  10  ml.  vials.. 


lice-popular  treatment  for  back  pains 
j to  have  the  seventh  son  of  a seventh  son 
Id  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


|eadache,  a sovereign  remedy  was 
bar  a snakeskin  round  one's  head. 


A realistic 
approach 
to  pain 
relief 


mpirin 


Impound  with  Codeine 
tosphate  gr.  1/2  No.  3 

tablet  contains: 

ine  Phosphate  gr.  1/2  (Warning— 
be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

'in  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

eps  the  promise 
pain  relief 

i : Co.'  narcotic  products  are 
i 'B",  and  as  such  are  available  on  oral 
ption,  where  State  law  permits. 

i BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Rickahoe,  N.Y. 


You  can't  fell  a redwood 
with  a hatchet 

With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing/'  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragrair 

High  Potency  Vitamin  Formula 

Theragran-M 

High  Potency  Vitamin  Formula  with  Minerals 


OHIO  STATE  MEDICAL  ASSOCIATION 

OIUI1T  AIIVENTIIKE 


Two  fun-filled  weeks  in  exotic  and 
colorful  Japan  and  Hong  Kong. 


Ohio  State  Medical  Association 
17  S.  High  Street  — Suite  500 
Columbus,  Ohio  43215 


Our  complete  Orient  Adventure 
costs  much  less  than  round  trip 
tourist  air  fare,  yet  includes 
direct  707  private  jet  flights, 
deluxe  hotels,  gourmet  meals, 
all  the  freedom  of  individual  travel, 
plus  many  other  exclusive  features. 
The  Orient  Adventure  is  departing 

Cleveland  and  Columbus 
July  13.  1971 


Enclosed  is  my  check  for  $ 

($100  per  person)  as  deposit. 

Name 

Address 

City,  State Zip 

□ Please  send  me  full  color  brochure 


Plus  $35  Tax  and  Service 


Increase  in  State  Association  Dues 
Recommended  by  The  Council 


HE  COUNCIL  of  the  Ohio  State  Medical 
Association  voted  unanimously  February  21 
to  recommend  to  the  House  of  Delegates  that  the 
annual  dues  of  the  Association  be  increased  by  $15, 
making  the  dues  $65,  effective  January  1,  1972. 
(see  Resolutions  page  359). 

The  resolution  will  be  presented  to  the  House 
of  Delegates  at  the  1971  Annual  Meeting  in  Co- 
lumbus, May  10-14. 

To  inform  the  membership  as  to  the  necessity 
for  this  increase,  the  Council  directed  that  infor- 
mation be  made  known  to  OSMA  members 
through  The  Journal,  the  official  publication  of 
the  Association,  and  that  the  OSMAgram  call 
attention  to  the  article  in  The  Journal. 

The  Council  further  directed  that  this  infor- 
mation be  furnished  to  officers  of  County  Medical 
Societies  and  to  all  Delegates  and  Alternate  Dele- 
gates. 

Factors  Which  Have  Brought  About 
Necessity  for  Dues  Increase 

1.  General  Inflation:  The  Association  has  not 
had  a dues  increase  since  1965.  In  the  six  year 
period  since,  inflation  has  hit  almost  every  phase 
of  organization  operations  and  activities.  (See 
Table  3). 

2.  Increased  Rent:  Rent  for  the  Columbus 
Headquarters  of  the  Association  will  increase  50 
percent  at  expiration  of  the  5-year  lease  in  April, 
1971. 

3.  Postage:  Postage  is  an  all  important  factor 
in  communication  with  the  membership.  This  cost 
tripled  between  1965  and  1971. 

4.  Legal  Fees:  With  the  increased  interven- 
tion of  government  in  the  practice  of  medicine, 
legal  problems  become  more  complex  and  more 
numerous.  Legal  expenses  in  1965  were  $13,019.00, 
in  1970  legal  fees  amounted  to  $34,183.70.  The 
Council  has  budgeted  $25,000.00  in  1971,  with  the 
hope  that  the  Association  will  not  be  beset  with 
as  many  legal  problems  during  this  year.  As  the 
Association  becomes  engaged  in  more  and  more 
activities,  legal  fees  will  increase  substantially. 

5.  Increased  Salaries:  Cost-of-living  raises  in 
salaries  alone  have  amounted  to  considerable  in- 
crease in  the  payroll  since  1965.  In  addition,  in- 


creased services  have  required  putting  two  more 
full-time  and  several  part-time  workers  in  the 
headquarters  office.  Further  staff  increases  are 
necessary  because  of  the  tremendous  upsurge  in 
governmental  medical  care  programs  and  the  fact 
that  the  Ohio  Legislature  is  now  meeting  every 
year  instead  of  every  other  year.  The  headquarters 
office  at  present  is  inadequately  staffed  to  under- 
take the  activities  and  services  directed  by  the 
House  of  Delegates  and  The  Council.  (See  staffs 
of  other  State  Association  of  comparable  size, 
Table  2 on  page  357.) 

6.  Meeting  Costs:  Meeting  costs  have  almost 
doubled.  This  includes  the  Annual  Meeting, 
Councilor  District  Conferences,  Lectures  for  Medi- 
cal Students  and  Meetings  of  the  Council. 

7.  Committees:  The  committees  do  the  real 
work  of  the  Association  and  undergird  the  work 
of  the  House  of  Delegates  and  the  Council.  Due 
to  increased  travel  expense  and  increased  activi- 
ties by  standing  and  special  committees,  the  cost 
of  this  function  has  increased  138  percent. 

8.  Publication  Costs:  Our  contract  printers’ 
labor  costs  have  increased,  as  has  the  cost  of  paper 
and  other  items  in  connection  with  the  publication 
of  The  Ohio  State  Medical  Journal.  The  major 
cost  of  publishing  The  Journal  is  borne  by  the 
advertisers.  An  increase  in  advertising  rates  became 
effective  January  1,  1971.  The  Federal  restrictions 
on  drug  advertising  have  resulted  in  decreased 
revenue,  resulting  in  more  cost  to  our  members 
by  the  use  of  severe  economies,  reduction  in  the 
size  of  The  Journal  and  change  in  the  quality  of 
paper.  We  anticipate  an  expenditure  on  an  ap- 
proximate level  in  1971  as  in  1965.  Many  of  the 
items  which  should  be  published  will  remain  un- 
published due  to  the  economy  program. 

9.  Static-type  income:  A static  type  of  in- 
come has  been  a real  problem  in  the  financing  of 
the  Association.  This  is  due  to  the  fact  that  the 
number  of  paid  members  is  somewhat  less  than 
in  1965.  and  the  increasing  number  of  members 
exempt  from  payment  of  dues,  because  of  retire- 
ment, exemption  or  hardship,  has  risen.  Since 
1965,  there  has  been  a very  slight  gain  in  mem- 
bership and  a slight  loss  in  paid  membership  in 
the  face  of  inflationary  economy. 
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How  Do  Ohio  Dues  Compare 
With  Those  in  Other  States? 


How  do  OSMA  dues  compare  with  dues  of 
other  State  Medical  Associations?  The  answer  is: 
Ohio  is  tied  for  47th  place  in  the  amount  of  its 
dues,  according  to  a report  in  the  September  14, 
1970  issue  of  the  American  Medical  News.  In 
other  words,  46  other  state  associations  — both 
larger  and  smaller  in  memberships  — have  dues 
higher  than  Ohio’s.  (See  Table  1,  below.) 

Furthermore,  Ohio  is  46th  among  State  Medi- 


Table  1 : Ohio  Is  Tied  for  47th  Place  in  Amount 
of  State  Association  Membership  ( 1970)  Dues 
(Source:  American  Medical  News,  Sept.  14,  1970) 


Alaska  $200 

Iowa  150 

Nevada  150 

North  Carolina  145 

Wisconsin  145 

Hawaii  140 

Michigan  125 

North  Dakota  125 

South  Dakota  125 

Idaho  120 

Oregon  . . 115 

Arizona  105 

Illinois  105 

New  Mexico  105 

Minnesota  100 

Washington  97 

New  Hampshire  95 

California  90 

Indiana  90 

Virginia  90 

Delaware  85 

District  of  Columbia  85 

Louisiana  85 

Maryland  85 

Kentucky  80 

Rhode  Island  80 

Tennessee  80 

West  Virginia  80 

Alabama  75 

Arkansas  75 

Florida  75 

Kansas  75 

Oklahoma  75 

Pennsylvania  75 

South  Carolina  75 

Wyoming  75 

Puerto  Rico  73 

Colorado  70 

Nebraska  70 

New  York  70 

Maine  65 

Missouri  65 

Montana  65 

Vermont  65 

Mississippi  60 

New  Jersey  55 

Texas  55 

Connecticut  50 

OHIO  50 

Georgia  40 

Massachuset's  35 


LTah  not  reported  in  survey 


cal  Association  in  the  ratio  of  staff  members  to 
Association  members.  This  rating  was  revealed  in 
a survey  made  by  the  Indiana  State  Medical  As- 
sociation in  1970.  (See  Table  2,  below.) 

Ohio  does  not  need  to  be  and  does  not  want 


Table  2 : Ohio  Is  46th  in  Staff-to-Membership  Ratio 
Among  State  Medical  Associations 


(Source:  Indiana  State  Medical  Association  Survey) 


State 

Membership 

Association 

Employees 

Journal 

Employees 

Ratio  of  Employees 
to  Membership 

Georgia 

3,800 

65 

2 

1-58 

Hawaii 

800 

1 1 

I 

1-73 

Alaska 

150 

2 

— 

1-75 

Mississippi 

1,455 

16 

1 

1-91 

Nevada 

425 

4 

0 

1-106 

North  Dakota 

482 

4 

0 

1-120 

Colorado 

2,650 

12 

2 

1-121 

Idaho 

600 

4 

— 

1-150 

Wisconsin 

4,000 

26 

2 

1-154 

Iowa 

2,300 

14 

2 

1-164 

Wyoming 

349 

2 

V* 

1-175 

Delaware 

550 

3 

3 

1-183 

South  Dakota 

485 

2/2 

y» 

1-194 

Oregon 

2,257 

11 

1-205 

Rhode  Island 

1,150 

5 

— 

1-230 

Maine 

967 

4 

1 

1-242 

Alabama 

2,513 

10 

2 

1-251 

Kentucky 

2,800 

11 

1 

1-254 

Minnesota 

4,100 

16 

1 

1-256 

Nebraska 

1,336 

5 

— 

1-267 

Utah 

1,085 

4 

2 

1-271 

New  Mexico 

819 

3 

0 

1-273 

Vermont 

550 

2 

0 

1-275 

Arizona 

1,689 

6 

1 

1-282 

California 

24,657 

87 

6 

1-283 

Arkansas 

1,450 

5 

Y* 

1-290 

Montana 

592 

3 

0 

1-197 

dentists  335 

1-309 

Louisiana 

3,169 

10 

3 

1-317 

Washington 

3,500 

11 

3 

1-318 

Oklahoma 

2,250 

7 

1 

1-321 

Pennsylvania 

12,000 

36 

3 

1-333 

North  Carolina 

3,711 

1 1 

2 

1-337 

Florida 

7,200  + 

21 

1 

1-343 

West  Virginia 

1,400 

4 

— 

1-350 

South  Carolina 

1,175 

5 

2 

1-355 

Texas 

10,500 

28 

5 

1-375 

New  York 

27,000 

70 

6 

1-386 

Tennessee 

3,500 

9 

1-389 

Kansas 

1,950 

5 

1 

1-390 

Indiana 

4,482 

11 

1 

1-408 

Illinois 

10,685 

25 

6 

1-427 

New  Jersey 

7.865 

18 

2 

1-437 

Missouri 

4,100 

9 

1 

1-455 

Connecticut 

3,821 

8 

1 

1-477 

Michigan 

8,200 

16 

2 

1-512 

OHIO 

10,000 

17 

4 

1-588 

Virginia 

3,710 

5 

1 

1-742 

Massachusetts 

7,550 

8 

58 

1-944 

Maryland  and  New  Hampshire  not  reported  in  original 
survey. 
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to  be  first  in  this  category.  But,  surely,  running 
for  last  place  is  not  in  keeping  with  the  high  ideals 
always  maintained  by  the  medical  profession  in 
Ohio.  In  short,  Doctor,  the  Ohio  State  Medical 
Association  is  your  professional  organization  and 
its  standing  among  State  Medical  Associations  is 
of  utmost  importance  to  you. 

The  Council  of  the  Ohio  State  Medical  As- 


sociation has  given  this  matter  long  and  thoughtful 
consideration  and  voted  unanimously  at  the  Feb- 
ruary 20-21  meeting  to  support  a dues  increase 
and  is  presenting  a resolution  to  the  OSMA  House 
of  Delegates  urging  that  positive  action  be  taken 
at  the  Annual  Meeting.  Your  comments  on  this 
subject  will  be  welcome  by  your  delegate  or  dele- 
gates to  the  House  of  Delegates. 


What  Services  and  Benefits 
Do  You  Get  from  Your  OSMA  Dues 


Since  its  organization  in  1846,  the  Ohio  State 
Medical  Association  gradually  has  increased  its 
services  and  benefits  to  physicians  of  this  state, 
and  has  accepted  more  and  more  responsibility 
as  protector  of  the  public  health.  Here  are  high- 
lights of  the  services  your  Association  provides. 

• Serves  as  a clearing  house  of  information 
on  medicine  and  health. 

° Provides  qualified  speakers  for  lay  gather- 
ings; distributes  literature  on  medical  and  health 
topics  to  the  public. 

° Provides  professional  advice  and  guidance 


Table  3:  Selected  OSMA  Expenditure  Items 
1971  Compared  to  1965 


Selected  1965 
Actual 
Expenditures 

Selected  1971 
Anticipated 
Expenditures 
(Budget) 

Rent 

J 13,269 

$ 28,620 

Postage 

4,372 

12,000 

Legal 

13,019 

25,000 

OSMA  Salaries 

125,000 

196,650 

OSMA  Staff  1 

8 persons 

20  persons 

Stationery  supplies 

7,574 

8,500 

Telephone  & Telegraph 

6.919 

8,500 

Meeting  Costs* 

OSMA  Journal  including 

51,337 

93,500 

staff  of  (5  persons) 
Committees  -Standing 

47,920 

45,900 

& Special 

14,639 

34,550 

OSMAgram 

7,543 

7,500 

No.  of  Paid  Members 

9.547 

9.515 

C 

1970  Actual  figure) 

No.  of  Exempt  Members 

495 

696 

C 

1970  Actual  figure) 

Total  Membership 

10,042 

10,21 1 

*Meeting  Costs  (include) 

Annual  Meeting 
County  Officers  Conference 
Councilor  District  Conferences 
Lectures  - - Senior  Medical  Students 
Council 


to  officials  of  voluntary  agencies  interested  in 
medicine  and  health. 

• Sponsors  The  Ohio  State  Medical  Journal, 
first  line  of  communications  among  Ohio  physi- 
cians. 

• Issues  the  OSAlAgram,  specialized  mem- 
bership newsletter  on  timely  topics. 

• Sponsors  the  OSMA  Annual  Meeting,  a 
common  meeting  ground  for  physicians  in  all  pro- 
fessional branches. 

• Promotes  continuing  medical  education 
courses  for  physicians. 

• Maintains  a Speakers’  Bureau  to  help 
County  Medical  Societies,  other  professional 
groups,  lay  audiences,  etc. 

° Sponsors  Ohio  Medical  Indemnity,  Inc., 
Ohio’s  Blue  Shield  Plan,  and  maintains  liaison 
with  Blue  Cross  and  other  providers  of  hospital 
prepayment  plans. 

• Cooperates  with  the  State  Medical  Board 
of  Ohio  in  its  administration  of  the  Ohio  Medical 
Practice  Act,  and  the  suppression  of  quackery;  co- 
operates with  the  Board  of  Pharmacy  and  other 
boards  having  to  do  with  the  public  health. 

0 Maintains  liaison  with  Ohio  hospitals  and 
with  the  Ohio  Hospital  Association. 

• Offers  the  medical  profession’s  views  to 
state  officials  and  to  governmental  agencies;  keeps 
physicians  informed  on  developments  in  the  legis- 
lative field  regarding  medicine  and  health;  keeps 
in  touch  with  state  and  national  agencies  admin- 
istering medical-health-welfare  programs. 

• Furnishes  members  with  information  about 
candidates  for  public  office  regarding  their  views 
on  medical  and  health  matters. 

• Maintains  liaison  with  members  of  the 
Ohio  General  Assembly;  with  Ohio’s  U.  S.  Sena- 
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RESOLUTION 


Table  4:  New  OSMA  Services  Added  Since  1965 

Group  Hospital  Indemnity 
Car  Leasing 
Travel  Program 

Annual  Congressional  Visitation 

Servicing  Medicare-Medicaid  Problems  of  Members 
Quarterly  Joint  Officers  Meetings  OHA-OSMA 
Fee  Review 

A.  Insurance 

B.  Ohio  Medical  Indemnity 

C.  Bureau  of  Workmen’s  Compensation 

D.  Welfare 


tors  and  Congressmen,  and  provides  experts  to 
testify  before  legislative  hearings  where  medicine 
and  health  are  issues. 

• Assists  County  Medical  Societies  and  in- 
dividual members  with  public  relations  problems 
and  activities. 

• Provides  all  Ohio  daily,  weekly,  and  special- 
ized newspapers,  all  radio  and  television  stations, 
all  news  services,  and  all  County  Medical  Societies 
with  news  releases  regarding  medicine’s  position  on 
important  issues. 

® Provides  liaison  between  the  profession  and 
Ohio’s  medical  schools;  continuously  sponsors  eight 
medical  students  annually  through  the  Family 
Practice  Scholarship  program;  works  closely  with 
the  Ohio  chapters  of  the  Student  American  Medi- 
cal Association;  encourages  SAMA  to  sponsor  pro- 
grams at  the  OSMA  Annual  Meeting,  and  sponsors 
Family  Practice  orientation  lectures  for  medical 
students. 

° Cooperates  with  the  American  Medical  As- 
sociation in  its  numerous  services  to  the  profession 
and  to  the  public. 

• Maintains  a Physicians’  Placement  Service, 
a service  both  to  physicians  and  to  communities. 

• Sponsors  a group  term  life  insurance  pro- 
gram and  major  medical  insurance  program,  giv- 


Table  5:  New  OSMA  Committees  Added  Since  1965 

Membership  and  Planning 
Rehabilitation 

Government  Medical  Care  Programs 
Nursing 

Private  Practice 

Joint  Advisory  on  Special  Education 
SAMA  Liaison 

A.  Ohio  State  University 

B.  Case  Western  Reserve  University 

C.  University  of  Cincinnati 

D.  Medical  College  of  Ohio  at  Toledo 

Ad  Hoc  Committee  on  Health  Care  Delivery  Systems 
Peer  Review 

Fee  Review  Committee  of  Council 

Ohio  Medical  Indemnity  Liaison  Committee 

Commission  r.n  Medical  Education 

Ad  Hoc  Committee  for  Model  County  Bylaws 


To  be  presented  by  The  Council  for  consideration 
by  the  OSMA  House  of  Delegates 

WHEREAS,  The  Ohio  State  Medical  Association  oper- 
ated at  a deficit  in  1970  and  will  do  so  again  in 
1971,  and 

WHEREAS,  The  cost  of  providing  services  increased 
from  1969  to  1970  by  5J4%,  and 

WHEREAS,  income  decreased  from  1969  to  1970  by 
approximately  2%,  because  of  decreased  exhibit  rev- 
enue and  Journal  advertising,  and  less  dues  income 
because  of  an  increasing  number  of  exemptions  from 
dues  payment  for  retired  members  and  dues  adjust- 
ments for  hardship  while  total  number  of  members 
remained  static,  and 

WHEREAS,  Ohio  is  tied  for  47th  lowest  in  amount  of 
state  dues,  and 

WHEREAS,  Ohio  ranks  46th  in  ratio  of  state  association 
staff  members  to  Association  members,  and 

WHEREAS,  The  Association  is  being  asked  by  the  House 
of  Delegates  and  by  the  exigencies  of  the  times  to 
undertake  more  activities  and  to  expand  existing 
activities  and  services,  and 

WHEREAS,  The  Ohio  legislature  is  going  from  Biennial 
to  Annual  sessions  making  additional  staff  necessary, 
therefore  be  it 

RESOLVED,  That  the  annual  Ohio  State  Medical  As- 
sociation dues  be  increased  to  $65,  a $15  increase, 
effective  January  1,  1972. 


ing  physicians  a better  break  in  these  types  of 
coverage. 

• Maintains  liaison  with  many  governmental 
agencies,  such  as  Health  Departments,  Workmen’s 
Compensation,  VA,  etc. 

® Provides  an  abundance  of  literature  on 
health  and  medical  subjects  to  schools,  libraries, 
students,  and  the  general  public  seeking  informa- 
tion, etc. 

• Provides  packets  on  selected  topics  to  physi- 
cians who  are  called  upon  to  make  reports  or  ad- 
dress audiences. 

• Provides  physicians  with  addresses  of  other 
physicians,  changes  of  address,  specialties  for  re- 
ferral purposes,  etc.,  through  its  biographical  data 
service. 

• Furnishes  information  on  collection  agen- 
cies and  other  providers  of  services. 

The  OSMA  structure  includes  more  than  30 
committees,  on  which  hundreds  of  physicians  serve, 
representing  a cross-section  of  the  profession  as  to 
geographical  location  and  specialty.  These  com- 
mittees advise  The  Council  and  the  House  of  Dele- 
gates on  clinical,  scientific,  socioeconomic,  and 
organizational  matters. 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic, 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 
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Pro*Banthme 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  15  mg. 

propantheline  bromide 


Pro-BanthTne  15  mg. 

propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-BanthTne  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-BanthTne  P.A.  30  mg. 

propantheline  bromide 
in  time-release  form 


Pro-BanthTne  71/2  mg. 
propantheline  bromide 
Half  Strength 


Pro  Bant  hi  ne 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthlne  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
Pro-Banthlne®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthlne  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like  (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthlne®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thlne. In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthlne  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthlne. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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SEARLE 


HOUSE  OF  DELEGATES 


MONDAY,  MAY  10 

4:00  P.M. 

Sheraton-Columbus  Hotel 
Councilor  District  Caucuses 


District 

Councilor  Studio  Room 

First 

Paul  N.  Ivins,  M.D. 

401 

Second 

George  J.  Schroer,  M.D. 

823 

Third 

Dwight  L.  Becker,  M.D. 

814 

Fourth 

George  N.  Bates,  M.D. 

523 

Fifth 

David  Fishman,  M.D. 

Taft  Room 

(Third  Floor) 

Sixth 

Maurice  F.  Lieber,  M.D. 

623 

Seventh 

Sanford  Press,  M.D. 

501 

Eighth 

William  M.  Wells,  M.D. 

701 

Ninth 

Oscar  W.  Clarke,  M.D. 

601 

Tenth 

James  C.  McLarnan,  M.D 

723 

Eleventh 

William  R.  Schultz,  M.D. 

923 

MONDAY,  MAY  10 

3:00  to  7:00  P.M. 

Registration  of  Delegates,  Alternates 
OSMA  Council  and  Official  Guests 
Terrestrial  Promenade,  Second  Floor 
Sheraton-Columbus  Hotel 

5:30  P.M. 

Buffet  Dinner  for  Delegates,  Alternates, 
OSMA  Council  and  Official  Guests 
Venus  and  Mars  Rooms,  Second  Floor 
Sheraton-Columbus  Hotel 

7:00  P.M. 

OSMA  House  of  Delegates,  First  Business  Session 
Jupiter  and  Saturn  Rooms,  Second  Floor 
Sheraton-Columbus  Hotel 


BUSINESS  AGENDA 

Call  to  order  by  the  President — Richard  L.  Fulton, 
M.D.,  Columbus. 

Invocation — -Wendall  W.  Adams,  M.D.,  Cleve- 
land. 

Welcome  by  Academy  of  Medicine  of  Columbus 
and  Franklin  County. 


MONDAY,  (Contd.) 

Welcome  by  the  Hon.  M.  E.  Sensenbrenner,  Mayor 
of  Columbus. 

Report  of  the  Committee  on  Credentials. 

Consideration  of  the  Minutes  of  the  last  Annual 
Meeting  (July  1970  issue  of  The  Journal .) 

Introduction  of  honored  guests. 

Report  by  President  of  the  Woman’s  Auxiliary — 
Mrs.  Carl  F.  Goll,  Steubenville. 

Presentation  of  AMA-ERF  checks  to  representa- 
tives of  Ohio  medical  schools  — Philip  B. 
Hardymon,  M.D.,  Chairman,  Ohio  Commit- 
tee on  AMA-ERF 

University  of  Cincinnati  College  of  Medi- 
cine 

Case  Western  Reserve  University  School 
of  Medicine 

Ohio  State  University  College  of  Medi- 
cine 

Medical  College  of  Ohio  at  Toledo 

Presentation  of  plaques  honoring  physicians  serv- 
ing with  Project  Vietnam  — Richard  L.  Ful- 
ton, M.D.,  Columbus,  OSMA  President. 

Presentation  of  plaques  to  past  Councilors  and 
retiring  AM  A Delegates  and  Alternates; 
Chairmen  and  members  of  Standing  Com- 
mittees and  Chairmen  of  Special  Committees. 

Presentation  of  Distinguished  Service  Citation. 

Announcement  of  appointments  to  the  Reference 
Committees  by  the  President:  Credentials; 

Presidents’  Address;  Resolutions;  and  Tellers 
and  Judges  of  Election. 

Election  of  Committee  on  Nomination: 

(Nominations  from  the  floor.  One  representa- 
tive (delegate)  from  each  Councilor  District. 
The  Committee  shall  report  to  the  second  and 
final  session,  Thursday,  May  13,  7 P.M.,  its 
recommendations  in  the  form  of  a ticket  con- 
taining nominees  for  offices  to  be  filled  at  this 
meeting  as  required  under  the  Constitution 
and  Bylaws.  Under  the  rotation  plan  estab- 
lished in  1963,  the  commiteeman  from  the 
Ninth  District  shall  serve  as  chairman). 
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MONDAY  (Contd.) 

President’s  Address: 

Richard  L.  Fulton,  M.D.,  Columbus. 

Introduction  of  Presidents  of  other  State  Societies. 

President-Elect’s  Address: 

P.  John  Robechek,  M.D.,  Cleveland. 

Introduction  of  Resolutions : 

(Resolutions  must  be  introduced  at  this  ses- 
sion of  the  House  of  Delegates,  referred  to  the 
Reference  Committees  on  Resolutions,  and 
reported  back  to  the  House  of  Delegates  at 
the  Thursday  evening  session  before  any  ac- 
tion can  be  taken.  All  resolutions  not  sub- 
mitted in  advance  of  the  60-day  deadline 
must  be  typewritten  and  submitted  in  tripli- 
cate.) 

Election  of  Honorary  Members  to  the  Ohio  State 
Medical  Association. 

Miscellaneous  Business. 


HOUSE  OF 

THURSDAY,  MAY  13 

5:30  P.M. 

Buffet  Dinner  for  Delegates,  Alternates,  OSMA 
Council  and  Official  Guests. 

6:30  P.M. 

Registration  of  Delegates,  Alternates,  OSMA 
Council  and  Official  Guests  — Terrestrial 
Promenade,  Second  Floor,  Sheraton-Colum- 
bus  Hotel. 

7:00  P.M. 

OSMA  House  of  Delegates,  Final  Business  Session 
Jupiter  and  Saturn  Rooms,  Second  Floor 
Sheraton-Columbus  Hotel 


BUSINESS  AGENDA 

Introduction  of  honored  guests. 

Report  of  Committee  on  Credentials. 

Election  of  President-Elect. 

Report  of  Committee  on  Nominations  and  election 
of  other  officers. 


TUESDAY,  MAY  11 

9:00  A.M. 

MEETINGS  OF  REFERENCE 
COMMITTEES 

(All  Reference  Committee  Meetings 
held  in  Sheraton-Columbus  Hotel) 
Resolutions  Committee  No.  1 — 

Auditorium,  Third  Floor 
Resolutions  Committee  No.  2 — 

McKinley-Harding  Rooms,  Third  Floor 
Resolutions  Committee  No.  3 — 

Harrison  Rooms,  Third  Floor 
Committee  on  Presidents’  Address — 

Garfield-Hayes  Rooms,  Third  Floor 
Committee  on  Nominations — 

Grant  Room,  Third  Floor 
(Note:  If  necessary,  the  Reference  Commit- 
tees will  meet  in  the  same  rooms,  Tuesday 
afternoon,  May  11,  at  1:30  P.M.) 


DELEGATES 

(a)  Nominations  for  The  Council. 

(Members  of  The  Council  are  elected 
for  two-year  terms;  terms  of  those  rep- 
resenting the  even-numbered  districts  ex- 
pire in  odd-numbered  years.) 

Second  District — -(Incumbent,  George 
J.  Schroer,  M.D.,  Fort  Loramie) 
Fourth  District — (Incumbent,  George 
N.  Bates,  M.D.,  Toledo) 

Sixth  District — (Incumbent,  Maurice 
F.  Lieber,  M.D.,  Canton) 

Eighth  District — -(Incumbent,  William 
M.  Wells,  M.D.,  Newark) 

Tenth  District — (Incumbent,  James  C. 
McLarnan,  M.D.,  Mt.  Vernon) 

(b)  Election  of  Delegates  and  Alternates  to 
the  American  Medical  Association  — 5 
Delegates  and  5 Alternates  to  be  elected, 
each  for  a two-year  term  starting  Janu- 
ary !,  1972  in  compliance  with  the  Con- 
stitution and  Bylaws  of  the  American 
Medical  Association.  The  following  in- 
cumbent Delegates  and  Alternates  will 

( Continued  on  Next  Page ) 
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House  of  Delegates  — Continued 

THURSDAY 

serve  for  the  remainder  of  1971,  their 
terms  expiring  December  31.  1971. 

Delegates 

(Listed  Alphabetically) 

Philip  B.  Hardymon,  M.D.,  Columbus 
Harry  K.  Hines,  M.D.,  Cincinnati 
Frederick  P.  Osgood,  M.D.,  Toledo 
P.  John  Robechek,  M.D.,  Cleveland 
(One  Vacancy)  Created  when  John 
H.  Budd,  M.D.,  Cleveland  was 
elected  to  the  AM  A Board  of  Trus- 
tees, effective  June,  1970. 

Alternates 

(Listed  Alphabetically) 

George  N.  Bates,  M.D..  Toledo 
Jerry  L.  Hammon,  M.D.,  West  Milton 
William  J.  Lewis,  Jr.,  M.D.,  Dayton 
Jack  Schreiber,  M.D.,  Canfield 
(One  Vacancy)  Created  when  Frank 
H.  Mayfield,  M.D.,  Cincinnati,  re- 
signed. 

All  nominees  for  the  office  of  AMA  Delegates 
and  AMA  Alternate  shall  run  at  large.  A majority 


is  required  to  elect.  A majority  is  a number,  one 
or  more  greater  than  half  the  delegates  voting. 

Those  nominees  receiving  the  highest  majority 
of  the  votes  cast,  commensurate  with  the  number 
of  offices  to  be  filled  shall  be  declared  elected. 

If  not  enough  candidates  receive  a majority 
to  be  elected  to  the  offices  to  be  filled,  those  re- 
ceiving a majority  shall  be  declared  elected  and 
the  balloting  will  continue  for  the  remaining  of- 
fices. 

When  no  nominees  receive  a majority  of  the 
votes  cast,  the  nominee  receiving  the  lowest  num- 
ber of  votes  shall  be  eliminated  from  further  bal- 
loting and  a new  ballot  taken. 

Reports  of  Reference  Committees. 

Presidents’  Address 
Resolutions  Commitee  No.  1 
Resolutions  Committee  No.  2 
Resolutions  Committee  No.  3 

Miscellaneous  business. 

Installation  of  officers  for  1971-72. 

Announcement  of  Standing  Committee  Appoint- 
ments by  the  newly  installed  President  and 
action  thereon  by  House  of  Delegates. 

Unfinished  business. 

Adjournment. 
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MEMBERS  OF  THE  1971 
HOUSE  OF  DELEGATES 


T istecl  in  the  following  columns  are  Delegates  and  Alternate  Delegates  to  the  OSMA 
House  of  Delegates,  as  reported  from  each  county  to  represent  their  respective  County 
Medical  Societies  at  the  1971  OSMA  Annual  Meeting,  May  10-14.  All  business  sessions 


of  the  House  of  Delegates  will  be  held  at  th: 
town  Columbus. 


Sheraton-Columbus  Motor  Hotel  in  down- 


COUNTIES  COUNTIES 


Delegates 

Alternates 

Delegates 

Alternates 

FIRST 

DISTRICT 

SECOND  DISTRICT  (Contd.) 

ADAMS 

MIAMI 

Francis  Stevens 

Alexander  Salamon 

Jerry  Hammon 

Dale  A.  Hudson 

BROWN 

MONTGOMERY 

John  Donohoo 

Andrew  J.  Pasquale 

Frank  L.  Shively,  Jr. 
William  G.  Cassel 

John  Worthman 
John  H.  Taylor 

BUTLER 

Don  E.  Sando 

A.  J.  Gabriele 

Robert  Johnson 
James  M.  Smith 

John  C.  Gillen 
James  F.  Stewart 

William  J.  Lewis 
Benjamin  Schuster 

Samuel  A.  Laneve 
Konrad  F.  Kircher 

CLERMONT 

PREBLE 

Carl  A.  Minning 

Carl  M.  Sedacca 

Chester  J.  Brian 

Everett  P.  Trittschu! 

CLINTON 

SHELBY 

E.  K.  Yantes 

Thomas  Faehnle 

Edward  A.  Link 

HAMILTON 

Ambrose  H.  Clement 

W'illiam  C.  Ahlering 

THIRD 

DISTRICT 

Frank  P.  Cleveland 

Frederick  Brockmeier 

ALLEN 

Joseph  G.  Crotty 
William  R.  Culbertson 
Robert  S.  Heidt 

Eugene  J.  Burns 
Charles  D.  Feuss,  Jr. 
George  D.  J.  Griffin 

T.  L.  Edwards 
J.  A.  Glorioso 

F.  Miles  Flickinger 
R.  L.  Holladay 

Harry  K.  Hines 

Milton  W.  Gwinner 

AUGLAIZE 

Stephen  P.  Hogg 
Elmer  R.  Maurer 

Marvin  McClellan 
H.  Glenn  Overley 

Robert  Oyer 

Elizabeth  Kuffner 

Clyde  S.  Roof 

Warner  A.  Peck 

CRAWFORD 

Charles  A.  Sebastian 
Albert  E.  Thielen 

Glenn  W.  Pfister 
Eli  Rubenstein 

H.  B.  Newhard 

Daryl  Bibler 

Robert  M.  Woolford 

Calvin  F.  Warner 

HANCOCK 

Andrew  J.  Weiss 

John  C.  Smithson 

C.  L.  Samuelson 

HIGHLAND 

HARDIN 

Walter  Felson 

Clifford  Foor 

C.  L.  Johnson 

Robert  Elliott 

WARREN 

LOGAN 

Thomas  E.  Fox 

SECOND 

Orville  L.  Layman 
James  H.  Arnold 

James  Steiner 

MARION 
Paul  E.  Lyon 

Gerald  E.  Munn 
Albert  N.  May 

DISTRICT 

MERCER 

CHAMPAIGN 

James  J.  Otis 

Robert  W.  Albers 

Isador  Miller 

fohn  Towle 

CLARK 

SENECA 
Walter  Daniel 

E.  T.  Sheeran 

Henry  Diederichs 

John  Harley 

John  W.  Rechsteiner 

Ernest  H.  Winterhoff 

VAN  WERT 

DARKE 

Edward  White 

Donald  Walters 

Delbert  Blickenstaff 

V.  Ray  Boli 

WYANDOT 

GREENE 

N.  Zohoury 

K.  K.  Solacoff 

R.  C.  Henderson 

Paul  Vernier 

( Continued 

on  Next  Page ) 
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COUNTIES 

Delegates 


COUNTIES 


Alternates 

FOURTH  DISTRICT 

DEFIANCE 


Paul  E.  Brose 
FULTON 

V.  L.  Cotterman 

HENRY 
T.  F.  Moriarty 

LUCAS 

F.  P.  Osgood 
C.  Douglass  Ford 
R.  A.  Gandy 
R.  I.  Kennedy 
H.  C.  Mack 
H.  E.  Smith 

OTTAWA 
C.  R.  Wood 

PAULDING 
Doyt  E.  Farling 

PUTNAM 
James  B.  Overmier 

SANDUSKY 

Willis  Damschroder 

WILLIAMS 
John  E.  Moats 

WOOD 

Clarence  B.  Nyce 


Ben  B.  Lenhart 

F.  E.  Elliott 

R.  C.  Soriano 

T.  L.  Hopple 
W.  G.  Henry 
B.  L.  Huffman 
P.  A.  Overstreet 
J.  K.  Welborn 
M.  B.  James 

John  Bodie 

Kirkwood  H.  Pritchard 
John  Brown 
Anthony  C.  Rini 
Allen  G.  Jackson 
Charles  Smith 


FIFTH  DISTRICT 


ASHTABULA 
S.  A.  Burroughs 

CUYAHOGA 
J.  Orin  Barr 
Joseph  L.  Bilton 
William  F.  Boukalik 
Kent  L.  Brown 
John  H.  Budd 
Kenneth  W.  Clement 
Henry  A.  Crawford 
Nicholas  G.  DePiero 
John  J.  Gaughan 
Clarence  L.  Huggins,  Jr. 
Fred  R.  Kelly 
Vincent  T.  LaMaida 
George  P.  Leicht 
Richard  P.  Levy 
L.  Philip  Longley 
Hermann  Menges,  Jr. 
Roland  W.  Moskowitz 
George  W.  Petznick 
John  H.  Sanders 
A.  Benedict  Schneider 
Frederick  T.  Suppes 
Howard  Van  Ordstrand 
Julius  Wolkin 
William  V.  Trowbridge 


GEAUGA 
Alton  Behm 

LAKE 

W.  J.  Pignolet 
C.  G.  Madsen,  Jr. 


E.  Veroni 


Luther  O.  Baumgardner 
Matthew  R.  Biscotti 
John  R.  Carter 
Christopher  A.  Colombi 
Peter  Coppedge 
Arthur  F.  D’Alessandro 
Marvin  W.  Evans 
James  P.  Farmer 
Albert  J.  Hart 
Herman  K.  Hellerstein 
Robert  E.  Hermann 
Robert  J.  Izant,  Jr. 
Roscoe  J.  Kennedy 
John  A.  Kmieck 
Steven  Kovacs 
James  T.  Mayer 
Pierce  H.  Mullally 
James  R.  O’Malley 
Oscar  D.  Ratnoff 
Thomas  H.  Redding 
Robert  P.  Riley 
Alfred  M.  Taylor 
Leo  Walzer 
Elden  C.  Weckesser 
Ralph  G.  Wieland 
Timothy  L.  Stephens 
Warner  W.  Tuckerman 


Arturo  Jose  Dimaculangan 


H.  A.  Killian 
E.  D.  Hudgens 


Delegates 

Alternates 

SIXTH 

DISTRICT 

COLUMBIANA 

William  Banfield 

Leonard  S.  Pritchard 

MAHONING 

Joseph  V.  Newsome 

Loren  J.  Zehr 

C.  E.  Pichette 

R.  A.  Abdu 

Jack  Schreiber 

Louis  Bloomberg 

John  C.  Melnick 

J.  James  Anderson 

PORTAGE 

David  S.  Palmstrom 

Donald  B.  Fraatz 

STARK 

M.  G.  Herbst 

R.  K.  Loeffler 

W.  B.  Epps 

C.  M.  King 

W.  D.  Baker 

E.  J.  Davis 

Wm.  White 

Chester  Hays 

SUMMIT 

Rocco  M.  Antenucci 

John  A.  Kamoupakis 

Robert  R Clark 

Joseph  L.  Kloss 

D.  M.  Evans 

Robert  E.  Williams 

Wm.  H.  Holloway 

E.  G.  Morgan 

L.  J.  Defreest 

H.  E.  Croft 

R.  H.  Champion 

W.  P.  Kilway,  Jr. 

TRUMBULL 

Robert  Paul 

Leonard  N.  Ozeroff 

Joseph  L.  Logan 

Jerome  J.  Stanislaw 

SEVENTH  DISTRICT 


BELMONT 

James  P.  Antalis 

CARROLL 
Carl  Lincke 

COSHOCTON 

Robert  R.  Johnson 

HARRISON 
Janis  Trupovnieks 

JEFFERSON 
Paid  Mastros 

MONROE 

Byron  Gillespie 

TUSCARAWAS 

Robert  E.  Rinderknecht 


EIGHTH 

ATHENS 
David  Caul 

FAIRFIELD 
C.  P.  Swett 

GUERNSEY 

Robert  A.  Ringer 

LICKING 
J.  R.  Wells 

MORGAN 
A.  A.  Coulson 

MUSKINGUM 
W.  B.  Devine 


Robert  Hines 
Norman  L.  Wright 
Charles  Evans 
Francis  A.  Sunseri 

William  E.  Hudson 

DISTRICT 

Charles  S.  Baldwin 
R.  E.  Hartle 
James  A.  L.  Toland 
R.  Gilbert  Mannino 
Henry  Bachman 
Carl  E.  Spragg 
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COUNTIES 

Delegates  Alternates 

EIGHTH  DISTRICT  (Contd.) 


NOBLE 
E.  G.  Ditch 


F.  M.  Cox 


PERRY 

Ralph  Herendeen  George  C.  Tedrow 

WASHINGTON 

Mary  Lois  Whitacre  Gregory  B.  Krivchenia 

(Owen) 


COUNTIES 

Delegates  Alternates 

TENTH  DISTRICT  (Contd.) 
PICKAWAY 

J.  M.  Hedges  Emily  E.  Lutz 

ROSS 

Joseph  McKell  Richard  Counts 

UNION 

Paul  R.  Zaugg  Rodney  B.  Hurl 


NINTH 

GALLIA 

Thomas  W.  Morgan 

HOCKING 
L.  W.  Starr 

JACKSON 

John  W.  Zimmerly 

LAWRENCE 
Harry  Nenni 

MEIGS 

Roger  Daniels 

PIKE 

Mary  Helz 

SCIOTO 

Chester  H.  Allen 

VINTON 


DISTRICT 
Thomas  P.  Price 
Jan  Matthews 
Carl  J.  Greever 
Gerard  C.  Geswein 

Kenneth  Wilkinson 
Joseph  T.  Gohmann 


TENTH  DISTRICT 


DELAWARE 


Tennyson  Williams 

James  G.  Parker 

FAYETTE 

T.  J.  Hancock 

J.  E.  Rose 

FRANKLIN 

Joseph  A.  Bonta 
Ollie  M.  Goodloe 
James  H.  Williams 
Ben  E.  Jacoby 
Jack  W.  Miles 
Mark  L.  Saylor 
H.  William  Porterfield 
John  N.  Meagher 
Michael  A.  Anthony 
Donald  W.  Traphagen 

Frederick  W.  Dierker 
Thomas  M.  Hughes 
Charles  W.  Pavey 
Paul  M.  DeMerit 
Keith  DeVoe,  Jr. 
Walter  M.  Haynes 
Thomas  B.  Williard 
Drew  J.  Arnold 
Philip  H.  Taylor 
James  C.  Good 

KNOX 

Henry  T.  Lapp 

Charles  E.  Cassaday 

MADISON 

Sol  Maggied 

John  C.  Starr 

MORROW 

Joseph  Ingmire 

David  James  Hickson 

ELEVENTH  DISTRICT 

ASHLAND 


M.  D.  Shilling 
ERIE 

Emil  Meckstroth 

HOLMES 

Adam  J.  Eamey 

HURON 

William  R.  Graham 
LORAIN 

James  T.  Stephens 
H.  E.  Kleinhenz 
Charles  G.  Adams 

MEDINA 

Richard  W.  Avery 

RICHLAND 
Harold  E.  Mills 
Richard  B.  Belt 

WAYNE 
A.  B.  Huff 


Charles  H.  McMullen 

S.  Baird  Pfahl 

Luther  W.  High 

Larry  L.  Hadley 

William  H.  Miller 
John  Bartone 
Harold  E.  McDonald 

Wm.  G.  Halley 

Robert  W.  Jones 
Carl  M.  Quick 

Robert  Reiheld 


OFFICERS 
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Precision  is  a natural  goal  when  you  prescribe  thyroid 
replacement  therapy. 

When  you  prescribe  Proloid  (thyroglobulin)  you  specify 
a precision  blend  of  the  two  natural  active  hormones  — 
T4  and  I3—  in  their  natural  protein,  thyroglobulin. 

It's  because  Proloid  is  the  natural  thyroid  hormone- 
globulin  complex  extracted  and  purified  of  unnecessary 
glandulardebris. 


graphic  analysis  for  T„  and  T3  content  and  including 
testing  in  hypothyroid  humans  — Proloid  is  made  as  pre- 
cise as  the  natural  product  can  get,  batch  after  batch. 

New  2 grain  tablet:  Precision  extends  to  dosage.  With 
the  introduction  of  a new  2 grain  tablet,  titration  car 
be  even  more  conveniently  achieved  with  the  full  range 
of  Proloid  dosages:  y4,  y2,  1,  iy2,  the  new  2.  3,  an o 
5 grain  tablets. 


91  control  tests,  2 clinical  assays:  Beginning  with  the 
USP  iodine  assay  and  continuing  through  chromato- 
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the  natural 
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Proloid 


(thyroglobulin) 
the  natural  for  precision 
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Proloid  (thyroglobulin) 

Description:  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  sodium  levothyroxine  (T4)  and 
sodium  liothyronine  (T3).  Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifica- 
tions for  desiccated  thyroid  — for  iodine  based 
on  chemical  assay  — and  is  also  biologically 
assayed  and  standardized  in  animals. 
Chromatographic  analysis  to  standardize  the 
sodium  levothyroxine  and  sodium  liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglobu- 
lin) is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications:  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  ther- 
apy will  be  effective  only  in  manifestations  of 
hypothyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyroglob- 
ulin) may  be  tried  therapeutically,  in  non- 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication:  Thyroid  preparations  are 

contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings:  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the 
adrenal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid,  and  dosage  should  be  started  at  a 
very  low  level  and  increased  gradually. 
Precaution:  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions:  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration:  Optimal  dosage  is 
usually  determined  by  the  patient's  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
111 1 resin  sponge  uptake,  T3  >3>l  red  cell  up- 
take. Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  meg/ 100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Instructions  for  Use:  The  following  conversion 
table  lists  the  approximate  equivalents  of 
other  thyroid  preparations  to  Proloid  (thyro- 
globulin) when  changing  medication  from  des- 
iccated thyroid,  T4  (sodium  levothyroxine),  T3 
(sodium  liothyronine),  or  T4/T3  (liotrix). 

Dose  of  Dose  of  Oose  of  T4  Dose  of  T3 

Proloid  desiccated  (sodium  levo-  (sodium  lio-  Dose  of  liotrix 
(thyroglobulin)  thyroid  thyroxine)  thyronine)  (T4/T3) 


1 grain 

1 grain 

0.1  mg 

25  meg 

2 1 (60  meg/ 
15  meg) 

2 grains 

2 grains 

0.2  mg 

50  meg 

22  (120  meg/ 
30  meg) 

3 grains 

3 grains 

0.3  mg 

75  meg 

23  (180  meg/ 

4 grains 

4 grains 

0.4  mg 

100  meg 

45  meg) 

5 grains 

5 grains 

0.5  mg 

125  meg 

In  changing  from  Thyroid  USP  to  Proloid  (thy- 
roglobulin), substitute  the  equivalent  dose  of 
Proloid  (thyroglobulin).  Each  patient  may  still 
require  fine  adjustment  of  dosage  because  the 
equivalents  are  only  estimates. 

Overdosage  Symptoms:  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with 
unusual  bowel  motility.  Angina  pectoris  or 
congestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyper- 
thyroidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied:  Vi  grain;  V2  grain;  scored  1 
grain;  IV2  grain;  3 grain;  and  scored  5 grain 
tablets,  in  bottles  of  100  & 1000;  and  scored 
2 grain  tablets  in  bottles  of  100. 
Warner-Chilcott,  Morris  Plains,  N.  J.  07950 


ON  THE  OMPAC  FRONT 

Getting  Facts  on  the  Candidate— 
a Job  for  the  Medical  Society 

Persuading  high-class  citizens  to  run  for  pub- 
lic office  is  not  easy.  But,  where  this  can  be  done, 
it  pays  dividends  at  a later  date. 

This  is  a job  which  an  alert  medical  society 
can  take  on  . . . perhaps  in  cooperation  with 
other  professional  and  business  groups  in  this  com- 
munity. This  kind  of  “political  action”  by  a 
county  medical  society  is  not  only  highly  desirable, 
but  at  the  same  time  entirely  legal. 

Physicians  are  just  as  individualistic  when  it 
comes  to  politics  as  in  most  other  things.  For  that 
reason,  political  action  in  support  of  candidates 
should  place  primary  emphasis  on  the  candidate 
himself. 

Is  the  candidate,  regardless  of  party  affilia- 
tion, qualified  to  hold  public  office;  what  are  his 
views  on  medical-health  issues;  on  broad  social 
and  humanitarian  questions?  Party  label  does  not 
necessarily  guarantee  answers  to  these  questions 
which  are  in  line  with  the  thinking  of  most  mem- 
bers of  the  medical  profession.  Results  of  recent 
elections  proved  this. 

Some  times  the  ball  bounces  on  this  side  of 
the  line;  at  other  times  on  the  other.  There  can 
be  no  absolute  assurance  that  the  candidate  most 
people  believed  would  be  the  “champion”  will 
come  through  as  hoped  for.  In  such  cases,  the 
next  election  has  to  be  the  day  of  reckoning. 

How  can  medical  societies  get  proper  infor- 
mation on  potential  candidates  and  on  announced 
candidates  for  public  offices  so  they  can  get  this 
data  to  their  memberships  prior  to  and  during 
election  campaigns?  Some  say,  and  correctly  so, 
that  there  should  be  a “consensus,”  if  possible, 
among  members  of  the  medical  profession  so  medi- 
cine can  speak  with  authority  at  the  polls. 

Getting  the  information  and  seeing  that  it 
gets  to  individual  physicians  for  discussion  and 
consideration  is  an  important  “political  action” 
function  of  the  local  medical  society.  How  it  can 
be  done — is  being  done  in  some  communities — 
will  be  discussed  in  a future  article. 

- -Ohio  Medical  Political  Action  Committee 
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Resolutions 


Submitted  for 


Consideration 


At  the  1971  Annual  Meeting 


TN  l'HE  FOLLOWING  COLUMNS  are  texts 
-■-of  several  resolutions  and  titles  of  others  sched- 
uled to  be  presented  for  consideration  by  the 
House  of  Delegates  at  the  1971  Annual  Meeting 
of  the  Ohio  State  Medical  Association,  May  10- 
14,  in  Columbus.  These  resolutions  were  received 
in  the  Columbus  Office  on  or  before  March  11, 
thereby  meeting  the  60-day  deadline.  No  resolu- 
tion which  failed  to  meet  the  60-day  deadline 
may  be  introduced  unless  the  sponsor  obtains  at 
least  two-third  consent  vote  of  the  delegates 
present  at  the  meeting. 

Copies  of  all  resolutions  presented  to  the 
Columbus  Office  are  being  sent  to  individual 
Delegates  and  Alternate  Delegates  so  that  they 
may  discuss  them  with  their  county  medical 
societies. 

A resolution  to  be  considered  by  the  House  of 
Delegates  must  be  typed  in  triplicate;  introduced 
by  a delegate  or  his  duly  accredited  alternate 
seated  in  his  place;  and  introduced  at  the  first 
session  of  the  House  of  Delegates. 

RESOLUTION  NO.  1-71 
Request  for  Dues  Increase 

(By  the  Council  of  the  Ohio  State  Medical 
Association) 

WHEREAS,  The  Ohio  State  Medical  Association  has 
operated  at  a deficit  in  1970  and  will  do  so  again  in 

1971,  and 

WHEREAS,  The  cost  of  providing  services  increased 
from  1969  to  1970  by  5J/2  percent,  and 

WHEREAS,  Income  decreased  from  1969  to  1970  by 
approximately  2 percent,  because  of  decreased  exhibit 
revenue  and  Journal  advertising,  and  less  dues  income 
because  of  an  increasing  number  of  exemptions  from 
dues  payment  for  retired  members  and  dues  adjust- 
ments for  hardship  while  total  number  of  members 
remained  static,  and 

WHEREAS,  Ohio  is  tied  for  47th  lowest  in  amount  of 
state  dues,  and 

WHEREAS,  Ohio  ranks  46th  in  ratio  of  state  associa- 
tion staff  members  to  Association  members,  and 

WHEREAS,  The  Association  is  being  asked  by  the 
House  of  Delegates  and  by  the  exigencies  of  the 
times  to  undertake  more  activities  and  to  expand  ex- 
isting activities  and  services,  and 

WHEREAS,  The  Ohio  legislature  has  changed  from 
Biennial  to  Annual  sessions  making  additional  staff 
necessary,  THEREFORE,  BE  IT 

RESOLVED,  That  the  annual  Ohio  State  Medical  As- 
sociation dues  be  increased  to  $65,  a $15  increase, 
effective  January  1,  1972. 


RESOLUTION  NO.  2-71 
Waiver  of  OSMA  Dues  at  Age  75 

(By  the  Mahoning  County  Medical  Society) 

WHEREAS,  The  American  Medical  Association,  and 
other  medical  organizations,  do  not  require  their 
members  to  pay  dues  after  the  age  of  70,  and 
WHEREAS,  A physician  reaching  the  age  of  75  has, 
in  the  normal  course  of  his  career,  paid  dues  to  a 
variety  of  medical  organizations  for  at  least  40  years, 
and 

WHEREAS,  Most  physicians  having  reached  the  age 
of  75  have  begun  to  limit  their  practice  in  varying 
degrees,  and  will  continue  to  limit  it  more  and  more 
as  they  become  older,  and 

WHEREAS,  The  active  physicians  of  Ohio  owe  much 
to  their  colleagues  who  have  preceded  them  and 
want  to  show  their  appreciation,  and 
WHEREAS,  The  Ohio  State  Medical  Association  has, 
in  the  past,  based  payment  of  dues  on  retirement, 
rather  than  age,  THEREFORE,  BE  IT 
RESOLVED,  That,  beginning  with  the  collection  of 
dues  for  1972,  the  Ohio  State  Medical  Association 
issue  a waiver  of  dues  to  all  members  who  have 
passed  their  75th  birthday  in  the  year  previous  to 
that  for  which  dues  are  being  collected. 

RESOLUTION  NO.  3-71 

Continuing  Medical  Education  as  a Requirement 
for  Membership  in  OSMA 

(By  Jerry  L.  Hammon,  M.D.,  Delegate, 

Miami  County  Medical  Society) 

WHEREAS,  Delivery  of  quality  medical  care  is  the 
avowed  purpose  of  all  Medical  Societies,  and 
WHEREAS,  The  only  way  to  assure  continuation  of 
high  quality  medical  care  is  by  continuing  to  educate 
practitioners  of  medicine,  THEREFORE,  BE  IT 
RESOLVED,  That  this  House  direct  The  Council  of 
the  Ohio  State  Medical  Association  to  conduct  a 
study  of  methods  of  implementing  Continuing  Med- 
ical Education  Programs  as  a requirement  for  con- 
tinuing membership  in  the  OSMA  and  that  these 
findings  be  presented  to  the  1972  session  of  the  House 
of  Delegates  for  definitive  action  then. 

RESOLUTION  NO.  4-71 
Election  AMA  Delegates 

(By  The  Council  of  the  Ohio  State  Medical 
Association) 

BE  IT  RESOLVED,  That  Section  6 of  Chapter  5 of 
the  Bylaws  of  Ohio  State  Medical  Association  be,  and 
the  same  hereby  is,  amended  to  read  as  follows: 

Section  6.  Election  of  Officers  and  of  Delegates 
and  Alternate  Delegates  to  the  American  Medical 
Association.  The  election  of  officers  of  this  associa- 
tion and  of  delegates  and  alternate  delegates  to 
the  American  Medical  Association  shall  be  by 
ballot.  The  election  of  delegates  to  the  American 
Medical  Association  shall  be  conducted  by  means 
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iethylpropion  hydrochloride,  N. 


jien  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
§>port  for  the  weight  control  program  you  recommend. 
ANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
. Weight  loss  is  significant— gradual — yet  there  is  a rela- 
':ly  low  incidence  of  CNS  stimulation. 

vindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
rug;  in  emotionally  unstoble  patients  susceptible  to  drug  abuse, 
ing:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
mts  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
rsf  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
irse  Reactions:  Rarely  severe  enough  to  require  discontinuatioo  of  therapy,  un- 
Isant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
Blatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
■sionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u.s  patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — -with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnoncy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


RESOLUTIONS  (Continued) 

of  a single  ballot  sheet  and  the  election  of  alternate 
delegates  shall  likewise  be  conducted  by  means  of  a 
separate  single  ballot  sheet. 

In  the  event  there  is  only  one  position  to  be 
filled,  the  nominee  receiving  the  majority  of  all 
votes  cast  shall  be  declared  elected.  In  case  no 
nominee  receives  a majority  on  the  first  ballot,  the 
nominee  receiving  the  lowest  number  of  votes  shall 
be  dropped  and  a new  ballot  taken;  this  procedure 
shall  be  continued  until  one  of  the  nominees  re- 
ceives a majority  of  all  votes  cast  whereupon  he 
shall  be  declared  elected. 

In  the  event  there  is  more  than  one  position 
to  be  filled  from  among  any  number  of  nominees, 
a nominee,  in  order  to  be  declared  elected,  must 
receive  the  votes  of  a majority  of  those  voting, 
provided,  however,  that  if  upon  any  ballot  the 
number  of  nominees  receiving  a majority  vote  is 
greater  than  the  number  of  positions  to  be  filled 
on  such  ballot,  those  nominees  (not  to  exceed  the 
number  of  positions  to  be  filled  on  such  ballot) 
receiving  the  greatest  number  of  votes  cast  shall 
be  declared  elected.  If  upon  any  ballot  some  but 
not  all  of  such  positions  are  filled,  a new  ballot 
shall  be  taken  from  among  all  of  the  remaining 
nominees;  and  on  such  new  ballot  a nominee,  in 
order  to  be  declared  elected,  must  receive  the  votes 
of  a majority  of  those  voting,  provided,  however, 
that  if  upon  such  new  ballot  the  number  of  nom- 
inees receiving  a majority  vote  is  greater  than  the 
number  of  positions  to  be  filled  on  such  ballot, 
those  nominees  (not  to  exceed  the  number  of 
positions  to  be  filled  on  such  ballot,)  receiving  the 
greatest  number  of  votes  cast  shall  be  declared 
elected.  If  upon  any  ballot  no  nominee  receives 
the  votes  of  a majority  of  those  voting,  the  nominee 
receiving  the  lowest  number  of  votes  shall  be 
dropped  and  a new  ballot  taken;  this  procedure 
shall  be  continued  until  all  of  such  positions  have 
been  filled. 

The  existing  Section  6 of  Chapter  5 is  herewith 

repealed. 

RESOLUTION  NO.  5-71 
Drug  Abuse 

(By  the  Mahoning  County  Medical  Society") 

RESOLUTION  NO.  6-71 
Peer  Review 

(By  the  Mahoning  County  Medical  Society) 

RESOLUTION  NO.  7-71 
Resident  Training  Programs 

(By  the  Stark  County  Medical  Society 

RESOLUTION  NO.  8-71 
Proposed  Changes  in  Ohio's  Abortion  Laws 

(By  the  Academy  of  Medicine  of  Cleveland) 

RESOLUTION  NO.  9-71 
Clarification  of  Third  Party  Responsibility 

(By  Carl  G.  Madsen,  Jr.,  M.D.,  Delegate, 

Lake  County  Medical  Society) 

RESOLUTION  NO.  10-71 
Medical  Visits  to  Nursing  Homes 
(By  the  Muskingum  County  Academy  of  Medicine) 


RESOLUTION  NO.  11-71 

Proposed  Guidelines  for  a New  Ohio  Law 
Relating  to  Therapeutic  Abortion 

(By  John  H.  Sanders,  M.D.,  Delegates,  Academy  of 
Medicine  of  Cleveland) 

RESOLUTION  NO.  12-71 
Malpractice  Claims 

(By  the  Academy  of  Medicine  of  Cincinnati) 

RESOLUTION  NO.  13-71 
Social  Security  Administration  Regulations 

(By  the  Academy  of  Medicine  of  Cincinnati) 

RESOLUTION  NO.  14-71 
OMI  Policy 

(By  the  Mahoning  County  Medical  Society) 

RESOLUTION  NO.  15-71 
Conferring  Honorary  Membership 

(By  The  Council  of  the  Ohio  State  Medical 
Association) 

RESOLUTION  NO.  16-71 

The  Private  Physician  and  Prepaid  Group 
Plans  for  Medical  Care 

(By  Delegates  of  Butler  County  Medical  Society) 

RESOLUTION  NO.  17-71 
The  Emergency  Health  Personnel  Act  of  1970 

(By  William  Lukeman,  Delegate,  OSL', 

SAMA  Chapter) 

RESOLUTION  NO.  18-71 
Voting  Delegates  from  Ohio  Chapters,  SAMA 

(By  William  Lukeman,  Delegate,  OSU, 

SAMA  Chapter) 

RESOLUTION  NO.  19-71 
OMI  Programs 

(By  Charles  W.  Pavey,  M.D.,  Alternate  Delegate, 
Academy  of  Medicine  of  Columbus) 

RESOLUTION  NO.  20-71 
OMI  Policy  Reaffirmation 

(By  the  Stark  County  Medical  Society) 

RESOLUTION  NO.  21-71 
Medicare  Betrayal  of  Senior  Citizens 

(By  the  Madison  County  Medical  Society) 
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Proudly  Presents. 

J'-  THE  STAR  SPANGLEL 
SPEAKER 

SENATOR  TENNYSON  GUYi 

SUBJECT  “THE  PERSONAL  T0U( 


WEDNESDAY,  MAY  12,  1971 

(Week  of  the  OSMA  Annual  Meeting) 


11:30  A. 


Saturn  Room,  Second  Floor,  Sheraton-Columbus 

< 


MEET  SENATOR  TENNYSON  GUYER 

Since  1950  he  has  combined  his  position  as 
Director  of  Public  Affairs  with  the  Cooper  Tire  and 
Rubber  Company  in  Findlay,  Ohio,  where  he  makes 
his  home,  with  service  in  the  Ohio  Senate. 

Senator  Guyer  is  completing  four  terms  as 
Senator — 12  years  as  a legislator  — and  in  the  in- 

-i- - - 

OMPAC  LUNCHEON  RESERVATION 

WEDNESDAY,  MAY  12,  1971  - 11:30  AM. 

Enclosed  is  $ to  pay  for: 

OMPAC  Luncheon  tickets  @ $5.00  per  person 

Name 1! 


terim  manages  to  handle  a couple  of  hundred 
a year  from  coast  to  coast. 

Many  prominent  people  such  as  J.  Edgar  1 ' 
and  Lowell  Thomas  have  endorsed  his  sign  < 
contribution  to  the  American  Way  of  life. 


Street  Address: 


City: — I 

(Please  pick  up  tickets  at  OSMA  Registration  Desk) 

Mail  to:  Ohio  State  Medical  Association,  17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


You  are  cordially  invited  to  hear  and  see  three  of  our 
outstanding  Annual  Meeting  Speakers . . . 


AD.,  MAY  12,  1971 
OP.M.,  Assembly  Hall 
e ins  Memorial  Building 


PREMIER 

V ROSS  THATCHER 
vice  of  Saskatchewan 
(Canada) 

ITtcher,  ninth  Premier  of  Sas 
lean  is  looked  upon  by  many 
iilther  unusual  politician- re- 
liirly  unusual.  Mr.  Thatcher  is 
d br  many  things,  but  probably 
: | all  for  being  a man  who 
k;| his  mind,  and  who  wastes 
w ds  while  doing  it.  There  is 
r he  slightest  doubt  about 
e e stands  on  any  issue -and 
pice  where  he  never  stands  is 
jfr  fence.” 

hcher  graduated  from  Queen’s 
erty  at  Kingston,  Ontario,  with 
arelor  of  Commerce  degree 
i : was  18  years  old.  In  1945, 
e<me  one  of  the  Canadian  Par- 
ers youngest  members,  win- 
a eat  at  the  age  of  28. 

Tltcher’s  government  is  dedi- 
d i the  promotion  of  Saskatch- 
I'sdevelopment  through  respon- 
liivate  enterprise  methods 


TUESDAY,  MAY  11,  1971 
9:00  A.M.,  Assembly  Hall 
Veterans  Memorial  Building 

CRAWFORD  MORRIS,  LL.B. 
Cleveland,  Ohio 

"Modern  Trends  in 
Medical  Malpractice" 


Mr.  Morris  has  Medical  Malpractice 
Expertise.  He  is  one  of  the  senior 
trial  lawyers  of  Arter  & Hadden  of 
Cleveland,  Ohio,  a firm  of  72  law- 
yers. He  has  had  26  years  experi- 
ence in  the  courtroom  defending 
doctors,  hospitals,  drug  companies, 
etc.,  either  for  their  insurance  com- 
panies or  else  directly  for  them.  He 
has  been  a Member  and  Past  Chair- 
man of  the  Malpractice  and  Profes- 
sional Liability  Committee;  and  he 
is  presently  the  Vice-Chairman  of 
the  Subcommittee  on  Doctors  and 
Hospitals,  International  Association 
of  Insurance  Counsel.  He  is  a recog- 
nized lecturer  and  author. 


THURSDAY,  MAY  13,  1971 
2:00  P.M.,  Main  Auditorium 
Veterans  Memorial  Building 

ARCHBISHOP 
FULTON  J.  SHEEN 
New  York,  N.  Y. 

Archbishop  Sheen  is  a “most  out- 
standing” person  devoted  to  the  wel- 
fare of  mankind.  He  is  an  Educator, 
Preacher,  Editor,  Columnist,  and  Au- 
thor to  mention  just  a few  of  his 
many  accomplishments.  Bishop 
Sheen  has  reached  millions  of  per- 
sons through  his  writing,  and  TV 
programs. 

In  1952,  he  received  the  Tau  Kappa 
Alpha  Award,  the  Forensic  Honor 
Society  with  headquarters  at  Purdue 
University  for  “outstanding  speaker 
in  the  field  of  religion.” 

In  1964  he  was  presented  The  Order 
of  Lafayette  Freedom  Award  for 
distinguished  leadership  in  combat- 
ing Communism.  He  has  a number 
of  degrees:  J.C.B.,  Catholic  Univer- 
sity of  America,  1920;  Ph.D.,  Lou- 
vain, Belgium,  1923;  S.T.D.,  Rome, 
1924;  Agrege  enphilosophie,  Lou- 
vain, 1925;  and  a number  of  honor- 
ary degrees. 


The  Programs  are  in  conjunction  with  the 
Ohio  State  Medical  Association 

Annual  Meeting,  May  10-14,  1971 
COLUMBUS,  OHIO 


MAKE  YOUR  HOTEL  RESERVATIONS  FOR  THE  1971  OSMA  ANNUAL  MEETING 


COLUMBUS,  OHIO 


MAY  10-14 


pg  OCIIV  to  better 

— 4- 


Leading  Downtown  Columbus 
Hotels  at  Prevailing  Rates 

SHERATON-COLUMBUS  MOTOR  HOTEL 
50  North  Third  Street 
(OSMA  Headquarters) 

Singles  $1 6.00  - $22.00 

Doubles  $22.00  - $27.00 

Twins  $22.00  - $27.00 


Singles 

Doubles 

Twins 


Singles 

Doubles 

Twins 


NEIL  HOUSE  MOTOR  HOTEL 
41  South  High  Street 

$13.00  - $20.00 
$18.00  - $23.00 
$20.00  - $25.00 

SOUTHERN  HOTEL 
South  High  and  East  Main  Streets 

$10.50  - $11.50 
$13.50  - $14.50 
$14.00  - $20.00 

HOLIDAY  INN  - DOWNTOWN 
175  East  Town  Street 


Singles 

Doubles 

Twins 


$14.00 

$19.00 

$19.00 


Singles 

Doubles 

Twins 


Singles 

Doubles 

Twins 


CHRISTOPHER  INN 
300  East  Boad  Street 
(Woman's  Auxiliary  Headquarters) 


$14.00  - $16.00 
$18.00 
$21.00 

PICK-FORT  HAYES  HOTEL 
31  West  Spring  Street 

$13.50  - $18.00 
$18.50  - $20.00 
$19.50  - $23.00 


All  rates  subject  to  change.  If  you  plan 
to  share  a room,  please  indicate  name 
of  roommate. 


rtk'L 

r°%, 


HOTEL  RESERVATION  BLANK 

(Mail  to  Hotel  of  Choice) 


(Name  of  Hotel) 

Columbus,  Ohio 

(Address) 

Please  reserve  the  following  accommodations  during  the  period  of  the  Ohio  State  Medical  Association 
Annual  Meeting,  May  10-14  (or  for  period  indicated). 

Single  Room  Twin  Room 

Double  Room  Other  Accommodations j 

Price  Range 

Arrival:  May at A.M. P.M. 

Departure:  May at A.M. P.M. 

PLEASE  VERIFY  MY  RESERVATION 


Name 

Address. 


AT  THE 

RACES 

MAY  12, 1971-6:30  P.M 

SCIOTO  DOWNS 

ALL  THE  THRILLS  OF 

HARNESS  RACING  . . . 


“OSMA’S  NIGHT  AT  SCIOTO  DOWNS” 

Scioto  Downs,  6000  South  High  St. 

$11.00  per  person  ( ) 

Number 

(Special  Price  to  Exhibitors  of  $8.00  per  person) 

Fill  out  the  ticket  form  and  mail  to  the  Ohio  State  Medical  Association, 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215.  Make  checks  pay- 
able to  the  Ohio  State  Medical  Association. 

Name  

Address 

(Please  pick  up  tickets  in  your  pre-registration  envelope  at  OSMA  Registration 
desk) 


Views  on 


TOMORROW’S 


PRACTICE 


by 


Today’s  Medical 
Students 


At  the  Invitation  of  the  Ohio  State  Medical 
Association,  Student  AM  A Chapters  from  Ohio 
State  University,  University  of  Cincinnati, 

Case  Western  Reserve  University,  and  the  Medical 
College  of  Ohio  at  Toledo  will  present  a program 
at  the  1971  OSMA  Annual  Meeting  in  keeping  with 
the  theme,  “The  Physician:  Key  to  Better  Health ” 

Doctor,  these  future  physicians  deserve  the  backing  of  the  entire 
Ohio  Medical  Profession.  Don’t  miss  their  views  . . . 


Moderator:  Mr.  Bernard  D.  King 

Ohio  State  University  College  of 
Medicine 


TUESDAY,  MAY  11,  1971  10:30  a.m. 

ASSEMBLY  HALL,  VETERANS  MEMORIAL 


10:55  a.m. 


10:30  a.m. 


“Cradle  to  Grave  Medical  Coverage: 
A Medical  Student  Looks  at 
N.H.I.” 

Mr.  Lawrence  R.  McCormack 
Ohio  State  University  College  of 
Medicine 


11:00 

11:10 


a.m. 

a.m. 


1 1 :20  a.m. 


10:40  a.m. 


10:50  a.m. 


“N.H.I.— An  Economic  Viewpoint” 
Lloyd  Ellis,  M.D.  (Intern) 

Case  Western  Reserve  University 
College  of  Medicine 

“National  Health  Insurance  on  the 
Horizon” 

Mr.  Russell  W.  H.  Kridel 
University  of  Cincinnati  College  of 
Medicine 


11:35  a.m. 


1 1 :45  a.m. 


Mr.  Mark  H.  Spohr 
University  of  Cincinnati  College  of 
Medicine 

Question  and  Answer  Period 
“Peers  Appear” 

Mr.  Walter  Olson 

Medical  College  of  Ohio  at  Toledo 
“Serving  Your  Country  Where  it 
Needs  You  Most” 

Mr.  Robert  Shannon 
Vice-President,  National  Student 
American  Medical  Association 
“An  Advocate  of  Reason” 

Mr.  William  A.  Lukeman 
Ohio  State  University  College  of 
Medicine 

Question  and  Answer  Period 


12:00  Noon  Adjournment 
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It’s  available  because  of  Medicenter. 


Someone 
acutely  ill 


needs 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


Medicenter  of  America  / Akron  • Cincinnati  • Columbus,  Ohio 


Highlights  in  Ohio  Welfare 


Medical  and  Health  Care  Assistance  Expenditures  of  1970; 
Analysis  of  Cost  of  Various  Services  in  Ohio 

J 


THIS  REPORT  INDICATES  THE  medical  assistance  expenditures  for  the  calendar  year  1970 
ending  December  31,  1970.  There  has  been  considerable  interest  expressed  by  the  various  profes- 
sions regarding  the  proportionate  amounts  and  scope  of  the  Medicaid  Program.  This  report  provides  a 
relatively  detailed  analysis  of  the  cost  of  the  various  services  provided. 


Welfare  Medicaid  and  General  Relief  Health 
Care  Expenditures,  Calendar  Year  1970 

1970  Health  Care  Expenditures  Up  $34  Million 

For  calendar  year  1970  Ohio’s  health  expenditures  under  the  public  assistance  programs  reached 
$163,288,772.  This  is  an  increase  of  $34,460,849  over  the  $128,827,923  total  for  1969. 

The  largest  increase  was  in  the  Aid  for  the  Aged  program  where  expenditures  for  nursing  home 
care  accounted  for  most  of  the  increase.  Increases  for  all  programs  are  shown  in  the  following  table. 


Health  expenditures 

$ 

Percent 

Program 

1969 

1970 

increase 

increase 

Aid  for  Aged 

$ 54,020,221 

$ 70,884,260 

$16,864,039 

31.2 

Aid  for  Disabled 

25,652.971 

31,884.830 

6,231,859 

24.3 

Aid  for  the  Blind 

1,572,986 

1,918,451 

345,465 

22.0 

Total  adult 

$ 81,246,178 

$104,687,541 

$23,441,363 

28.9 

Aid  for  Dep.  Children 

$ 34,624,506 

$ 43,069,312 

$ 8,444,806 

24.4 

Total  federal 

$115,870,684 

$147,756,853 

$31,886,169 

27.5 

General  Relief 

12,957,239 

15,531,919 

2,574,680 

19.9 

Total  Public  Assistance 

$128,827,923 

$163,288,772 

$34,460,849 

26.7 

Adult  Categories 

The  increase  for  the  adult 

categories  (aid  for  the 

aged,  aid  to  the  blind, 

and  aid  for 

the  disabled ) 

totalled  $23.4  million.  Of  this 

amount,  $19.6  million 

(83  percent)  was  due 

to  increased  expenditures 

for  nursing  home  care. 

Nursing  home 

$ 

Percent 

Program 

1969 

1970 

increase 

increase 

Aid  for  Aged 

$ 30,752,540 

$47,264,196 

$16,511,656 

53.7 

Aid  for  Disabled 

5.565.174 

8.334.181 

2,769,007 

49.8 

Aid  for  Blind 

493,588 

767,988 

274,400 

55.6 

Total  adult 

$36,811,302 

$56,366,365 

$19,555,063 

53.1 

Most  of  the  remaining  increase  for  the  adult  categories  was  due  to  an  increase  in  disabled  recipi- 
ents. During  1970  disabled  recipients  averaged  30,924  per  month — a 2,510  increase  over  the  1969  aver- 
age of  28,414  per  month. 


This  article  was  prepared  for  The  Journal  by  per- 
sonnel of  the  Ohio  Department  of  Public  Welfare 
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Health  Care  Expenditures  by  Broad  Area  of  Service 


Area  of  service 

Health  Care 

expenditures 

$ 

Percent 

1969 

1970 

increase 

increase 

Hospital 

$ 53,666,817 

$ 65,605,114 

$1  1,938,297 

22.2 

Nursing  Home 

36,847,619 

56,394,306 

19,546,687 

53.1 

Professional  svs. 

14.242.355 

14,391,897 

149,542 

1.1 

Drugs 

16.380.048 

17,793,275 

1,413,227 

8.6 

Other 

7,691,084 

9,104,180 

1,413,096 

18.4 

Total 

$128,827,923 

$163,288,772 

$34,460,849 

26.7 

Nursing  home  expenditures  showed  the  largest  increase — $19.5  million  or  57  percent  of  the  total 
increase  of  $34.5  million.  Professional  sendees  showed  the  smallest  increase  but  this  was  the  result  of  a 
change  in  payment  procedures  during  the  last  quarter  (October  to  December).  This  change  slowed 
down  the  payment  process  so  that  actual  October  to  December  expenditures  were  less  than  half  of  the 
total  normally  expected.  By  switching  from  expenditure  data  to  obligations  incurred  by  date  of  service 
we  can  estimate  an  increase  of  9.3  percent  for  professional  services. 


Calendar  1970  Health  Care  Expenditures  by  Type  of  Service 


Percent  of 

Service 

total 

Inpatient  hospital 

$58,512,723 

35.83 

Outpatient  hospital 

7.092.391 

4.35 

Total  hospital 

$65,605,114 

40.18 

Skilled  nursing  home 

$28,646,839 

17.55 

Intermediate  nursing  home 

27,729,074 

16.98 

Other  nursing  home 

18.393 

0.01 

Total  nursing  home 

$56,394,306 

34.54 

Physician  services 

7,017,716 

4.30 

Other  practitioners 

1.676,183 

1.03 

Dental 

5,229,952 

3.20 

Clinic 

124,725 

0.08 

Laboratory  & Radiological 

83,701 

0.05 

Home  health 

259,621 

0.16 

Drugs 

17,793,275 

10.89 

Med.  Equip.  & Supplies 

767,1  16 

0.47 

Ambulance 

601,334 

0.37 

S.S.  Buy-in 

3,952,810 

2.42 

Other 

3,782,919 

2.31 

Total 

$163,288,772 

1 00.00% 
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Woman's  Auxiliary  Highlights  . . . 

Mrs.  Robert  E.  Krone,  State  Publicity  Chairman 
4755  Miami  Road,  Cincinnati,  Ohio  45243 


CONVENTION  TIME  is  just  ahead.  Have  you 
made  plans  to  be  in  on  the  action?  It's  almost 
a year  since  Mrs.  Carl  F.  Goll,  our  state  president, 
set  a course  for  1970-71 : “The  color  is  GREEN 
the  sign  is  GO — take  ACTION!”  Dru  is  accenting 
the  ACTION  in  her  theme  for  the  annual  meet- 
ing. There  will  be  business,  of  course,  but  there 
will  also  be  time  for  fun  and  friendship. 

There  is  something  for  everyone  in  this  year's 
convention  program.  Are  you  a county  president, 
or  president-elect,  a delegate,  or  an  interested 
member?  Have  you  been  to  a convention  before 
or  will  this  be  your  first?  Look  the  program  over 
carefully.  Don't  miss  the  new  things — time  for 
a shopping  spree,  a special  luncheon  with  your 
husband.  Don’t  neglect  the  familiar  activities — 
the  county  presidents’  report  session,  the  opportu- 
nity to  hear  a national  auxiliary  officer,  the  night 
out  with  that  man  in  your  life.  Come  for  three 
days,  or  two,  or  even  one,  if  that  is  all  the  time 
you  can  spare.  But  do  come  and  find  out  what 
“state”  is  all  about. 

A Few  Details 

The  thirty-first  annual  meeting  of  the  Wom- 
an’s Auxiliary'  to  the  Ohio  State  Medical  Asso- 
ciation will  be  held  May  10-13  at  the  Christopher 
Inn  in  downtown  Columbus.  Official  state  board 
and  committee  functions  are  scheduled  for  Mon- 
day, the  10th. 

Tuesday  is  our  “fun  day.”  We  hope  our  doc- 
tor husbands  can  take  the  time  to  lunch  with  us. 
The  entertainment  has  been  planned  especially 
with  them  in  mind.  Mary  Demyan  will  offer  a 


delightful  program  of  folk  music  and  humor.  She 
learned  many  of  her  songs  as  a child  growing  up 
in  Berea,  Kentucky. 

Mrs.  Demyan  was  educated  at  Westminster 
College  in  Pennsylvania,  and  taught  in  the  public 
schools.  Currently  she  teaches  private  voice  and 
piano,  and  sings  folk  music  throughout  western 
Pennsylvania.  Mary’s  past  musical  experiences  in- 
cludes the  Chautauqua  Opera  Co.,  Mendelssohn 
Choir,  a summer  at  the  Trapp  Family  Music 
Camp  and  serving  as  soloist  for  many  churches 
and  choral  groups.  She  is  a member  of  Mu  Phi 
Epsilon,  professional  music  society,  and  is  very 
active  in  girl  scouts  as  a leader  and  music  consul- 
tant. Mary  Demyan’s  name  appears  in  a recent 
edition  of  “Outstanding  Young  Women  of  Ameri- 
ca.” She  is  married  and  has  two  lovely  daughters. 

Make  a date  with  your  husband  for  this 
“Doctor’s  Day”  Luncheon  at  the  Sheraton  Hotel. 
Then  when  he  goes  back  to  his  scientific  sessions, 
you  can  catch  a chartered  bus  for  Gordon  Keith’s 
Barn.  This  unique  spot  offers  an  unusual  shopping 
experience.  It  is  packed  to  the  rafters  with  gifts, 
supplies,  flowers  and  baskets.  Do  your  Christmas 
shopping  early,  brouse  in  the  Oriental  Room,  the 
Pantry  and  Kitchen  Cupboard,  the  Chicken  Coop, 
or  the  Brass  Bazaar.  Aren’t  those  names  intriguing? 
Let’s  go  shopping! 

Tuesday  evening  is  a time  for  presidents — 
past,  present  and  future.  Mrs.  Carl  F.  Goll  will 
hostess  the  reception  for  county  presidents  at  four 
o’clock.  At  the  same  time  Mrs.  Russell  L.  Wies- 
singer  will  welcome  county  presidents-elect  in  an 
adjoining  room.  Mrs.  George  T.  Harding,  III  will 
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hostess  the  Gavel  Club  dinner  for  past  state  presi- 
dents at  the  Columbus  Country  Club  at  6:30  p.m. 

Wednesday’s  Events 

The  formal  opening  of  the  convention  is 
scheduled  for  9 a.m.  Wednesday  morning  with  the 
keynote  address  by  Mrs.  G.  Prentiss  Lee.  Mrs.  Lee 
was  installed  as  1970-71  president-elect  of  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation at  the  47th  Annual  Convention  in  Chi- 
cago last  June.  Undertaking  her  first  position  in 
the  national  auxiliary  in  1962,  Mrs.  Lee  has  since 
served  as  Western  Regional  Vice-President,  a mem- 
ber of  the  Finance  Committee,  Finance  Chairman, 
a member  of  the  Structure  Review  Committee,  a 
member  of  the  Nominating  Committee,  First  Vice- 
President,  Membership  Chairman  and  Workshop 
Chairman.  She  has  also  been  active  on  both  the 
state  and  county  level,  serving  as  president  of  the 
Oregon  auxiliary  and  the  Multnomah  County 
auxiliary  as  well  as  in  numerous  other  positions. 

Born  Patricia  Alison  Brownell  in  Portland, 
Oregon,  Mrs.  Lee  received  a B.A.  from  Reed  Col- 
lege in  1943,  majoring  in  sociology  and  education. 
She  worked  as  a summer  playground  recreation 
supervisor,  health  and  physical  education  teacher 
at  Jefferson  High  School,  Personnel  Supervisor  for 
the  WAVES  (U.S.N.C.)  and  as  physical  education 
instructor  and  head  of  that  department  at  Reed 
College. 

She  was  married  to  G.  Prentiss  Lee  in  1949, 
and  the  couple  has  three  boys,  Gilbert  Brownell 
Lee,  a pre-med  student  at  Willamette  University; 
Gary  Laurence  Lee,  a student  at  Stanford  Uni- 
versity; and  Granville  Robert  Lee,  a Jackson  High 
School  senior.  In  addition  to  her  auxiliary  activi- 
ties, Mrs.  Lee  has  participated  in  many  civic  af- 
fairs. Her  hobbies  include  sports,  art,  calligraphy, 
reading  and  gardening.  Much  of  her  spare  time 
is  spent  in  cultivating  varieties  of  holly  at  her 
father’s  farm  in  Oregon. 

At  noon  members  of  the  auxiliary  are  invited 
to  attend  the  OMPAC  luncheon  to  hear  Senator 
Tennyson  Guyer  of  Findlay,  Ohio.  More  informa- 
tion about  this  event  can  be  found  in  the  OSMA 
convention  notes  in  this  issue  of  The  Journal. 

“Idea  Exchange” 

An  important  part  of  any  state  meeting  is  the 
opportunity  to  compare  notes  with  other  counties. 
Be  sure  to  hear  the  county  presidents  report  their 
activities  at  2 p.m.  on  Wednesday  afternoon.  Be- 
cause of  the  number  of  counties  involved,  each 
will  capsule  her  most  interesting  or  newest  program 
or  project.  You  can  chat  with  these  county  leaders 
afterwards  for  more  details. 

Again  in  the  evening  the  auxiliary  is  invited 
to  join  with  the  men  for  a night  at  Scioto  Downs. 
Will  your  husband  take  you  out  twice  in  one  day 
— to  lunch  and  to  the  races? 


Thursday’s  Highlights 

The  second  business  meeting  of  the  conven- 
tion will  convene  at  9 a.m.  Thursday.  At  its  close 
the  newly  elected  state  officers  will  be  installed  and 
then  will  be  honored  at  a reception.  Auxilians  from 
Allen  County,  home  of  Mrs.  Wiessinger,  will  serve 
as  hostesses. 

The  luncheon  at  noon  is  being  planned  by 
Mahoning  County.  “Color  It  Spring”  sounds  like 
a marvelous  theme  as  we  now  struggle  with  the 
last  gasps  of  winter. 

Our  luncheon  speaker,  Rabbi  Jerome  D.  Folk- 
man,  of  Temple  Israel  in  Columbus,  is  well  known 
to  veteran  convention-goers.  A man  of  many  ac- 
complishments and  interests,  Rabbi  Folkman  is 
author,  counselor  and  teacher.  He  always  has  a 
forceful  message  especially  keyed  to  his  listeners. 
Don’t  miss  this  opportunity  to  hear  him. 

The  Convention  Program 
MONDAY,  MAY  10 

9 a.m.  Budget  & Finance  Committee— Suite  D 
11  a.m.  Central  Office  Committee — Suite  D 

1 1 a.m.  Registration — Lobby 

12  noon  State  Board  Luncheon — Suite  F 

1 p.m.  Pre-convention  Board  Meeting — Suite  E 

TUESDAY,  MAY  11 

9 a.m.  Registration  (to  4 p.m.) — Lobby 
10  a.m.  Resolutions  Committee- — Suite  D 
12  noon  “Doctor’s  Day  Luncheon — Sheraton  Ho- 
tel— Mary  Demyan  and  her  guitaro 

2 p.m.  Shopping  spree — Gordon  Keith’s  Barn 

Buses  will  leave  from  the  Christopher 
4 p.m.  Reception  for  County  Presidents 
4 p.m.  Reception  for  County  Presidents-elect 
6 : 30  p.m.  Gavel  Club — Columbus  Country  Club 

WEDNESDAY,  MAY  12 

8 a.m.  Registration  (to  4 p.m.) — Lobby 

9 a.m.  First  Business  Meeting — -Suite  F 

Keynote  Address — Mrs.  G.  Prentiss  Lee, 
President-elect,  Woman’s  Auxiliary 
(AMA) 

12  noon  OMPAC  Luncheon — Sheraton  Hotel 
Speaker — Senator  Tennyson  Guyer 
2 p.m.  County  Presidents’  Report— Suite  F 
6 : 30  p.m.  A Night  at  the  Races — Scioto  Downs 

THURSDAY,  MAY  11 

8 a.m.  Registration  (to  10  a.m.) — Lobby 

9 a.m.  Second  Business  Meeting — Suite  F 

Installation  of  Officers 

11:30  Reception  for  New  President  and  Board 
Allen  County,  Hostess — Pool  Lounge 
Area 

(Continued  on  Page  385) 
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when  manhood  ebbs 
or  is  delayed 


due  to  testicular 
hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boystoavoid  premature  epiphyseal  closure. ..and  - 

in  the  elderly  where  possible  sodium  retention  may,  minimally,  jr 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 

Halotestin, s 


(fluoxymesterone 

Upjohn) 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin® 

(fluoxymesterone,  Upjohn) 


Woman’s  Auxiliary  — (Contd.) 


Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female- 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  1007 
5 mg.,  scored  — bottles  of  50. HO  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 


12  noon  “Color  It  Spring”  Luncheon 

Mahoning  County,  Hostess — Suite  A & 
B Speaker—  Rabbi  Folkman 

2 p.m.  Post-convention  Board  Meeting,  Suite  E 

Convention  Chairmen 

Again  this  year  our  convention  committees 
come  from  all  over  the  state.  Headed  by  two 
energetic  chairmen  from  Canton,  Mrs.  D.  Dudley 
Fetzer  and  Mrs.  George  Cain,  the  following  aux- 
tlians  have  worked  hard  to  coordinate  the  pro- 
gram for  1971. 

Board  Luncheon 

Mrs.  H.  I.  Humphrey,  Franklin 
Displays 

Mrs.  Henry  Clapper,  Stark 
Early  Bird  Prizes 

Mrs.  Charles  Houck,  Stark 
Guests 

Mrs.  C.  A.  Colombi,  Cuyahoga 
Hospitality 

Mrs.  Janis  Lauva,  Columbiana 
OSMA  Hostesses 

Mrs.  Paul  Woodward,  Jr.,  Butler 
WA-SAMA  Hostesses 

Mrs.  Floyd  Beman,  Franklin 
Pages 

Mrs.  Herman  Lubens,  Montgomery 
Printing 

Mrs.  J.  Paul  Sauvageot,  Summit 
Publicity 

Mrs.  Robert  E.  Krone,  Hamilton 
Registration 

Mrs.  Edward  Bauman,  Trumbull 
Roll  Call 

Mrs.  L.  A.  Loria,  Trumbull 
Tickets  & Finance 

Mrs.  E.  Joel  Davis,  Stark 
Tuesday  Luncheon 

Mrs.  Carl  Teterick,  Franklin 
Thursday  Reception 

Mrs.  Dwight  Becker,  Allen 
Thursday  Luncheon 

Mrs.  Henry  Holden,  Mahoning 
Credentials 

Mrs.  Thomas  Manning,  Cuyahoga 
Resolutions 

Mrs.  Daniel  Wolff,  Lucas 
Election  & Tellers 

Mrs.  F.  A.  Sunseri,  Jefferson 
Timekeeper 

Mrs.  Carl  Frye,  Licking 
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Obituaries 


Herman  John  Bollinger,  M.D.,  Toledo;  Johns 
Hopkins  University  School  of  Medicine,  1918; 
aged  80;  died  February  23;  member  of  OSMA  and 
AM  A;  practitioner  for  more  than  50  years  in  the 
Toledo  area. 

Paul  Dearth  Crimm,  M.D.,  Evansville,  Ind.; 
Western  Reserve  University  School  of  Medicine, 
1923;  aged  77;  died  February  19;  former  member 
of  OSMA;  associated  for  many  years  with  the 
Boeline  Tuberculosis  Hospital  in  Evansville;  prac- 
ticed for  a short  time  — 1954-1956  — in  Sidney 
in  association  with  his  brother,  Dr.  Harry  E. 
Crimm,  who  survives. 

Louis  R.  Dworkin,  M.D.,  Toledo;  Dalhousie 
University  Faculty  of  Medicine,  Canada,  1926; 
aged  74;  died  February  21;  former  member  of 
OSMA;  retired  about  ten  years  ago  after  some 
32  years  of  practice  in  Toledo. 

John  A.  Filak,  M.D.,  Cleveland;  Western  Re- 
serve University  School  of  Medicine,  1917;  aged 
78;  died  February  14;  former  member  of  OSMA 
and  AMA;  also  the  American  Academy  of  GP; 
practitioner  for  more  than  50  years  in  the  Cleve- 
land area;  veteran  of  World  War  I. 

John  Page  McLachlin,  M.D.,  Riviera  Beach, 
Fla.;  University  of  Michigan  Medical  School, 
1925;  aged  71;  died  January  25;  member  of  OS- 
MA and  AMA;  retired  in  1961  after  long  practice 
in  Toledo. 

William  Harold  Meffley,  M.D.,  Maumee  and 
Toledo;  University  of  Michigan  Medical  School, 
1930;  aged  68;  died  February  13;  member  OSMA, 
AMA,  .American  Geriatrics  Society,  American  Ra- 
dium Society,  and  American  Society  of  Abdominal 
Surgeons;  Fellow  of  the  American  College  of 
Surgeons  and  the  International  College  of  Sur- 
geons; practitioner  of  long  standing  in  Toledo 
area;  founder  of  the  Crestview  Center. 

Lloyd  Harold  Mercer,  M.D.,  Toledo;  Starling 
Medical  College,  Columbus,  1912;  aged  82;  died 
February  15;  former  member  of  OSMA;  practi- 
tioner of  long  standing  in  Toledo;  retired  about 
ten  years  ago. 

Myrl  DeFord  Musgrave,  M.D.,  Canton; 
Western  Reserve  University  School  of  Medicine, 


1942;  aged  54;  died  February  8;  member  OSMA 
and  AMA;  Fellow,  American  College  of  Surgeons; 
practicing  surgeon  in  the  Canton  area  since  1949 
and  medical  director  for  the  Hoover  Company; 
veteran  of  World  War  II. 

Joseph  Phillip  Ohlmacher,  M.D.,  Saginaw, 
Mich.;  Rush  Medical  College,  1937;  aged  59; 
died  February  7;  former  member  OSMA;  recently 
plant  physician  for  the  Saginaw  Chevrolet  Service 
Parts  Company;  formerly  practiced  in  Sandusky; 
veteran  of  World  War  II. 

Linell  Leonard  Rodgers,  M.D.,  Cleveland; 
Meharry  Medical  College,  1916;  aged  76;  died 
February  17;  former  member  of  OSMA;  practi- 
tioner of  long  standing  in  Cleveland;  former  city 
physician  for  Cleveland;  also  associated  with  city 
well  baby  clinic;  veteran  of  World  War  I. 

William  Thomas  Sharp,  M.D.,  Nelsonville; 
Jefferson  Medical  College  of  Philadelphia,  1933; 
aged  63;  died  January  19;  member  of  OSMA, 
AMA,  and  American  Psychiatric  Association;  dip- 
lomate,  American  Board  of  Psychiatry  and  Neu- 
rology; veteran  of  World  War  II  and  formerly  as- 
sociated with  the  VA;  in  recent  years  practitioner 
in  Nelsonville  and  physician  for  the  Southeastern 
Ohio  TB  Hospital. 

Eldrin  Wallace  Smith,  M.D.,  Vandalia;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1931; 
aged  65;  died  February  7;  former  member  of  the 
OSMA;  practitioner  in  the  Vandalia  area  for 
some  39  years;  past  president  of  the  Montgomery 
County  Medical  Society. 

Ralph  B.  Sommerfield,  M.D.,  Cuyahoga  Falls; 
Western  Reserve  University  School  of  Medicine, 
1935;  aged  61;  died  January  4;  member  of  the 
OSMA,  and  American  Society  of  Anesthesiologists; 
diplomate  of  the  American  Board  of  Anesthesi- 
ology; practitioner  of  long  standing  in  the  Akron 
area,  specializing  in  anesthesiology. 

Ward  Huston  Ventress,  M.D.,  Cincinnati; 
University  of  Illinois  College  of  Medicine,  1923; 
aged  76;  died  January  29;  member  OSMA  and 
AMA;  practitioner  of  long  standing  in  the  Nor- 
wood area;  former  health  commissioner  of  Nor- 
wood; former  deputy  coroner  of  Hamilton  County. 
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Advertisers  in  The  Journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  services  and  products.  They  underwrite  a large 
portion  of  the  printing  cost  of  The  Journal , and  help  make 
it  a quality  publication.  In  return  we  place  their  messages 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified,  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
c/o  The  Ohio  State  Medical  Journal. 


IMMEDIATE  OPENING:  INTERNIST  or  Gen- 
eral Practitioner  to  join  six  man  multi-specialty  group  in 
northeastern  Wisconsin.  Excellent  professional  opportuni- 
ty to  practice  in  a friendly  community,  only  two  actively 
practicing  physicians  (General  Practitioners)  in  the 
community  outside  of  our  clinic.  Salary  commensurate 
with  training  and  experience  first  year  and  then  full 
partnership.  Ideal,  safe  small  city  living  for  the  family 
on  scenic  Lake  Michigan  with  excellent  fishing,  boating 
and  hunting.  All  this  and  still  only  ll/t  hours  drive  to 
Milwaukee  or  45  minutes  to  Green  Bay  or  lovely  Door 
County.  For  complete  details  contact  Robert  E.  Myers, 
M.D.,  Garfield  at  23rd.,  Two  Rivers,  Wisconsin  54241. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi,  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio. 
13,000  students,  modem  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  c/o  The  Ohio  State  Medical  Journal. 


PSYCHIATRIC  RESIDENCY  — modern  120  bed 
hospital  in  Akron  suburb,  40  mins,  from  Cleveland; 
comprehensive  3 yr.  approved  program.  Area  growing; 
high  demand  for  psychiatrists.  M.  Menassa,  M.D.,  DME, 
Fallsview  Mental  Health  Center,  Cuyahoga  Falls,  Ohio 
44222  (216)  929-8301. 


PSYCHIATRIC  RESIDENCIES:  Excellent,  ap- 
proved psychiatric  training;  both  demanding  and  clini- 
cally rich  in  a stimulating,  well-organized  program.  The 
setting  is  a culturally  satisfying  community;  the  serene, 
scenic,  Grand  Traverse  Bay  area.  Present  salaries;  3 
year  plan  ($11,359 — $11,922 — $12,925);  5 year  plan 
( $ 1 2,945—$  1 4,950—$  1 7,393— $23,1 98— $24,409 ) . Con- 
tact Dr.  Paul  E.  Kauffman,  Director  of  Psychiatric 
Training,  Room  167,  Traverse  City  State  Hospital, 
Traverse  City,  Michigan  49684.  An  equal  opportunit) 
employer. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller, 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210,  Phone  (513)  651-2470. 


HEALTH  COMMISSIONER:  Greene  County, 

Ohio,  well-established  county  unit,  population  125,057 
located  near  Dayton.  Competent  staff  of  50.  Programs 
include  diversified  clinics,  home  care,  environmental 
health.  Requirement:  physician  with  Ohio  licensure  and 
public  health  training  and/or  experience.  Salary  range: 
$22,000  to  $25,000  and  fringe  benefits.  Contact  Greene 
County  Health  Department,  1157  N.  Monroe  Dr.,  Xenia, 
Ohio,  45385  or  call  collect  372-3527  or  426-6351. 


CENTRALLY  AIR  CONDITIONED  FULL  SER- 
VICE OFFICE:  Prime  University  Heights,  Cleveland 
Heights,  South  Euclid  intersection.  Excellent  for  In- 
ternist, General  Practitioner,  Ophthalmologist,  or  other 
specialist.  Opposite  May’*  on  the  Heights.  Doctors  Cen- 
ter Bldg.  14077  Cedar  Road,  Cleveland,  Ohio  44118. 
Phone  216-321-5060. 


— More  Classified  Ads  on  Next  Page  — 
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CLASSIFIED  A D VERT ISEMENTS 

( Continued,  from  Previous  Page ) 


FAMILY  PRACTICE — Excellent  opportunity  for 
family  practice  in  pleasant,  progressive  town  near  Co- 
lumbus, Ohio.  No  OB;  well  equipped  medical  center 
includes  12  examining  rooms,  small  surgery,  own  labora- 
tory and  x-ray;  2 GP’s  already  in  practice;  part-time 
coverage  of  college  health  service;  modern  well  equipped 
350  bed  community  hospital  with  active  consulting  ser- 
vice and  ER  group  4 miles  from  office;  excellent  local 
schools.  Salary  plus  percentage  first  year,  leading  to 
partnership.  Write  to  Granville  Medical  Center,  Gran- 
ville, Ohio  43023. 


EMERGENCY  ROOM  PHYSICIAN— Accredited 
280  bed  progressive  general  hospital  in  beautiful  Hunt- 
ington, West  Virginia;  excellent  income  and  working 
conditions;  contact  Assistant  Administrator,  Cabell  Hunt- 
ington Hospital,  1340  Sixteenth  St.,  Huntington,  West 
Virginia  25701  or  call  collect  (304)  696-6590. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


STAFF  PHYSICIAN  — Immediate  opening  for 
General  Practitioner  or  Internist  in  a modern  well 
equipped  77  bed  tuberculosis  hospital  with  expanding 
out-patienc  clinic  facilities.  Located  in  scenic  Southeast 
Ohio  only  10  minutes  from  Ohio  University.  Hospital 
has  J.C.A.H.  approval  and  is  approved  by  the  Social 
Security  Administration  for  Medicare  patients.  Ohio 
Licensure  or  eligibilty  for  reciprocity  with  the  State  of 
Ohio  is  required.  Excellent  starting  salary  with  increase 
July  1,  1971.  Other  fringe  benefits  include  paid  vaca- 
tion, sick  leave,  excellent  retirement  plan  and  at  no  cost 
a two  bedroom  completely  furnished  apartment  with  free 
utilities.  For  further  information  call  collect  614-753- 
1943  or  reply  to  Charles  S.  Baldwin,  M.D.,  Medical 
Director,  Southeast  Ohio  Tuberculosis  Hospital,  P.  O. 
Box  359,  Nelsonville,  Ohio  45764. 


O.S.U.  COLLEGE  OF  MEDICINE  GRADUATE, 
licensed  in  Ohio,  would  like  association  in  Ohio  as 
emergency  department  physician.  Reply  Box  624  c/o 
Ohio  State  Medical  Journal. 

OPENINGS  FOR  PHYSICIANS— MD.  and  D O. 
— in  University  Affiliated  Residency  Training  Program 
and  in  Staff  Appointment  as  Affiliate  in  Psychiatry.  For 
detailed  information  write:  Robert  St.  John,  M.D.,  Di- 
rector of  Education  and  Medical  Research,  Mayview 
State  Hospital,  Bridgeville,  Pennsylvania  15017. 


WANTED:  Desperate  need  for  two  or  more  physi- 
cians. Desirable  section  of  Ohio  Trading  Center  of 
approx.  20,000.  Contact  H.  D.  Smith,  Chamber  of  Com- 
merce, East  Palestine,  Ohio  44413. 

ANESTHESIOLOGIST  (1)  — Board  Eligible  or 
Certified  to  join  group  of  4 men.  350  bed,  JCAH  gen- 
eral hospital.  No  O.B.,  stimulating  atmosphere.  Good 
working  arrangements.  Financial  remuneration  excellent. 
Reply  Box  628,  c/o  Ohio  State  Medical  Journal. 


WIDOW  WANTS  TO  SELL  THE  FOLLOWING 
FURNITURE  AND  MEDICAL  EQUIPMENT:  2 

wood  arm  chairs,  physical  therapy  table,  metal  clothes 
tree,  ex.  lamp,  Birtcher  Hyfrecator,  step-can,  17”  water 
sterilizer,  treatment  cabinet  (metal),  inst.  cabinet  (metal 
with  glass  door),  x-ray  view  box,  Lakeside  Table,  W.A. 
procto  set,  Tycos  Aneroid,  1 lot  of  instruments,  1 lot 
of  dressing  jars,  inst.  pans,  etc.,  Collins  Oscillometer, 
Diagnostic  set,  Otoscope  & Speculas  w/Ophthalmoscope 
in  case.  Phone  evenings  (614)  235-4122. 


IF  YOU  ARE  FED  UP  with  problems  of  the  city, 
congestion,  wasted  hours  in  your  car,  read  on:  Luding- 
ton,.  the  most  beautiful  city  in  Michigan  offers  you 
respite  from  these  and  more,  too — a beautiful  new 
hospital,  a cooperative  medical  staff,  a cooperative  Board 
and  administration,  and  a chance  for  sharing  calls  and 
vacation  time.  Every  type  of  recreation  facilities.  Lake 
Michigan  community  of  10,000  with  a service  area  of 
35,000  is  developing  medical  center  and  wishes  to  attract 
family  physicians,  internists,  pediatricians,  urologist, 
ophthalmologists,  ENT,  etc.  Presently  has  fifteen  gen- 
eralists and  specialists  in  active  practice.  Inquire  by 
letter  or  phone  call  to  John  R.  Carney,  M.D.,  Chief 
of  Staff,  Memorial  Hospital  of  Mason  County,  Luding- 
ton,  Michigan,  or  A.  R.  Paulus,  Administrator,  at  843- 
2591. 


HOUSE  STAFF:  Internists,  Surgeons,  and  General 
Practitioners.  Approved  training  required.  To  start  July 
1,  1971.  Foreign  graduates  require  E.C.F.M.G.  certifica- 
tion. Basic  salary  $18,000.00.  Opportunity  for  future 
private  practice  privileges.  Deaconess  Hospital,  4229 
Pearl  Road,  Cleveland,  Ohio  44109.  Telephone  (216) 
398-4141. 


AVAILABLE  IMMEDIATELY:  Fully  equipped  of- 
fice with  adequate  space  for  two  General  Practitioners, 
in  county  seat  town  of  1,800  in  Southern  Ohio.  No  physi- 
cian in  county  of  10,000  population.  Industrial  work 
available  for  local  industries,  also  County  Health  Com- 
missioner if  interested.  Four  open  staff  hospitals  within 
thirty  minutes  driving  time,  in  surrounding  communities. 
Gross  income  limited  only  by  number  of  hours  you  want 
to  work.  Good  recreational  facilities,  including,  excellent 
Country  Club,  and  several  high  handicap  golfers.  Just 
thirty  minutes  from  Ohio  University.  Please  contact 
Arnold  R.  Lee,  D.D.S.,  203  S.  Market  Street,  McArthur, 
Ohio  45651,  Phone  Area:  614  596-5472  or  596-5345. 


DERMATOLOGIST — Sudden  death  of  only  derma- 
tologist in  city  of  60,000  with  200,000  drawing  area 
leaves  busy  solo  practice,  well  equipped  office  available. 
For  details,  contact  C.  M.  Stone,  M.D.,  1924  E.  Market 
St.,  Warren.  Ohio  44483,  (216)  393-6106. 


FOR  SALE  (or  rent):  10  room  modern  air  con- 
ditioned office  with  parking  area  in  community  of 
50,000  in  city  of  16,000  population.  Ideal  for  any 
kind  of  medical  practice  including  ophthalmology  for 
which  it  is  now  equipped.  Write  to  S.  R.  Kistler  M.D. 
1325  Chestnut  St.,  Coshocton,  Ohio  43812. 
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Where  has 

till  the 

money  gone? 


It  just  goes. 

You  shake  your  head. 

You  see  it  slip  out  of  your  hands 
and  you  worry. 

Instead  of  worrying,  why  not  do 
something  about  your  money?  Save 
some.  Painlessly. 

Join  the  Payroll  Savings  Plan 
where  you  work. 

Your  money  will  add  up  faster  than 
ever  before,  because  now  there’s  a 
bonus  interest  rate  on  all  U.S.  Sav- 
ings Bonds.  Now  E Bonds  pay  5^2% 
when  held  to  maturity  of  5 years,  10 
months  (4%  the  first  year).  That  ex- 
tra lA%,  payable  as  a bonus  at  ma- 


turity, applies  to  all  Bonds  issued 
since  June  1,  1970...  with  a com- 
parable improvement  for  all  older 
Bonds. 

Get  a grip  on  your  money  the  Pay- 
roll Savings  way.  It’s  an  easy  way  to 
see  your  money  grow  instead  of  go. 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank,  tax  may  be  deferred 
until  redemption.  And  always  remember, 
Bonds  are  a proud  way  to  save. 


Take  stock  in  America. 

Now  Bonds  pay  a bonus  at  maturity. 


The  U S.  Government  does  nor  pay  for  rh is  advertisement. 
It  js  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


POOR 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole.  100  ma 

Nicotinic  Acid 100  ma' 

Ascorbic  Acid 100  mg.' 

Thiamine  HCI 25  mg. 

1 -Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg" 

Pyridoxine ^ 3 mg.‘ 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8 oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is  //t* 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REFER  TO 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 

\ The  concept  of  chemotherapy  plus  the 


physician's  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  , 2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCI  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  . .5.0  mg. 
Thyroid  Ext.  (Vi  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  . 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  ot  100.  500,  1000 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains : 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Cat.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


REFER  TO | 

PDR 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains : 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  ('/4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  . 10  mg 

Vitamin  B12  2.5  meg 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  stun  eruptions,  loss  ot  libido  in  males,  dysuna,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration 

Adverse  Reactions  Since  Androgens,  in  general,  tend  to  promote  retention  ot  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected 

References  1 Montesano.  P . end  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12  69,  1966  2 Dublin.  M F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67,  1964  3.  Tltett,  A.  S.  Methvltestosterone-thyroid  in  treating  impotence 
Gen  Prac  25  6.  1962  4.  Heilman,  L . Bradlow,  H.  I , Zumoff,  B . Fukushima,  0 X.,  and  Gallagher,  T.  F 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19  936 
1959  5 Farris.  E and  Colton.  $ w Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis 
J Urol  79  863  1958  6.  Osol.  A.,  and  Farrar.  G.  E United  States  Dispensatory  (ed.  25).  Lippincott,  Phila 
delphia,  1955,  p 1432  7 Wershub,  l P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III  , 1959,  pp  79-99 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

ValltllTl  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 

Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and / or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
aiographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep. 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  _ 
morning  awakening.  It  can  be  usedC 
effectively  in  patients  with  recurring 
insomnia  orpoorsleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
FRANCIS  A.  COU  NdhWaraterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
LIBRARY  OF  MEDlUHHfeo  rning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 
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Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  el  at.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19, 1969.  2.  Kales,  A , 
el  at.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.) : Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need  \ ROCHE 
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Dalmane 

(flurazepam  hydrochloride) 


Roche  laboratories 

Division  of  Hoffmann  La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
rourse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
Jerforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
rursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
n fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
.'hildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
nitiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
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Tenth  District  Sports  Medicine  Conference 


The  above  photo  was  snapped  during  the 
Tenth  District  Conference  on  Sports  Medicine 
held  in  Columbus  January  27,  sponsored  by  the 
Joint  Advisory  Committee  on  Sports  Medicine  of 
the  Ohio  State  Medical  Association  and  the  Ohio 
High  School  Athletic  Association. 

Following  his  presentation  on  “Peripheral 
Nerve  and  Brain  Considerations,”  James  E. 
Barnes,  M.D.,  (right  in  photo),  was  “cornered” 
by  coaches  for  numerous  questions.  Dr.  Barnes  of 
Columbus  is  a neurosurgeon  and  member  of  the 
Faculty  at  Ohio  State  University  College  of  Medi- 
cine. 

The  conference  attracted  more  than  75  phy- 
sicians and  coaches  from  Franklin,  Delaware, 
Knox,  Fayette,  Union,  Pickaway,  Ross,  Madison, 
and  Morrow  Counties. 

James  C.  McLarnan,  M.D.,  Mt.  Vernon, 
OSMA  Tenth  District  Councilor,  and  Harold  A. 
Meyer,  Ph.D.,  Columbus,  Commissioner,  Ohio 
High  School  Athletic  Association,  opened  the 
meeting  with  introductory  remarks. 


Other  physicians  who  took  part  in  presenting 
the  program  were  Drs.  Richard  F.  Slager,  Colum- 
bus; James  C.  Good,  Worthington;  Sol  Maggied, 
West  Jefferson;  Ralph  D.  Lach,  Thomas  E.  Shaf- 
fer, and  Robert  J.  Murphy,  all  of  Columbus. 

Dr.  Maggied  is  chairman  of  the  Joint  Ad- 
visory Committee  on  Sports  Medicine.  Drs.  Slager 
and  Good  served  as  program  cochairmen. 


Dr.  Eldred  B.  Heisel,  Columbus  practicing 
physician,  was  the  subject  of  a feature  Article  in 
the  Columbus  Dispatch.  The  article  reported  that 
Dr.  Heisel  at  the  time  had  been  spending  two  days 
a week  at  a health  clinic  serving  a limited-income 
population  of  four  islands  off  the  South  Carolina 
coast.  The  work  is  under  direction  of  the  mission 
board  of  the  United  Methodist  Church  which 
hopes  to  engage  a full-time  doctor  to  serve  the 
clinic. 
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The  Physician’s  Role  as  an  Educator  in 

Community  Colleges 

By  Armand  Manuel,  M.D. 


PHYSICIANS  CAN  PLAY  a useful  role  as 
educators  in  the  medical  and  paramedical  sci- 
ences which  are  being  taught  in  community 
colleges  throughout  the  country.  For  a better 
understanding  of  this  concept  the  history  and  aim 
of  community  colleges  will  be  reviewed.  The 
Cuyahoga  Community  College  in  Cleveland, 
Ohio,  will  be  used  as  the  model  in  this  presenta- 
tion. 

Community  colleges  are  sprouting  in  many 
of  our  cities  to  meet  the  increasing  demands 
placed  by  society  for  a broader  education.  They 
train  individuals  in  fields  where  shortage  of  per- 
sonnel is  present  now  and  where  critical  shortage 
is  anticipated  in  the  future.  Such  a field  is  medi- 
cine and  its  related  sciences.  The  community 
college  provides  education  for  everyone — not  only 
for  youngsters  out  of  high  school  but  also  for 
those  who  received  their  terminal  education  several 
years  ago,  perhaps  from  a four  year  college,  per- 
haps for  those  not  even  graduated  from  high 
school.1  It  regards  no  one  as  being  unworthy  of 
further  education  because  it  aims  at  the  whole 
person  in  a whole  community.  This  community 
service  idea  dates  from  ancient  Greece.  Socrates, 
that  “ungainly  figure,  clad  always  in  the  same 
tunic,  walking  leisurely  through  the  agora,  button- 
holing his  prey,  gathering  the  young  and  learned 
about  him,”2  did  not  care  about  the  level  of 
formal  education  of  those  who  were  willing  to 
listen  to  him. 

This  concept  was  introduced  in  the  United 
States  in  1826  by  Josiah  Holbrook  of  Derby, 
Connecticut.  He  founded  the  American  Lyceum 
which  was  dedicated  to  the  principle  of  citizen 
participation  in  community  development  and  the 
utilization  of  educational  services  to  solve  practical 
problems  on  hand.  It  was  named  after  the  Atheni- 
an garden  near  the  temple  of  Apollo  Lyceus 
where  Aristotle  had  lectured.  Within  the  first 
eight  years  of  its  existence  it  established  3000 
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branches  in  practically  every  state  in  the  union. 
In  1874  the  Chautauqua,  so  named  after  the 
summer  school  founded  in  Chautauqua,  New 
York,  carried  forward  the  lyceum  spirit  and  be- 
came a symbol  of  education  and  culture  until  its 
peak  years  in  the  early  1920’s.  The  Chautauqua 
was  gradually  replaced  by  the  advent  of  junior 
colleges  which  provided  continuing  general  edu- 
cation and  vocational  and  semiprofessional  train- 
ing. Whereas  in  1915  there  were  74  junior  colleges 
with  a total  enrollment  of  2300  students,3  by  1968 
there  were  993  junior  colleges  in  the  United  States 
with  an  enrollment  of  1,954,116  students.4  The 
classes  of  the  junior  colleges  were  filled  with  young 
people  most  of  whom  were  awaiting  admission  to 
senior  colleges  empowered  to  confer  the  bacca- 
laureate degree.  Others  were  there  to  acquire  the 
technical  skills  necessary  for  gainful  employment. 

Evening  classes  served  adults  bent  on  self 
improvement.  When  in  1945  some  of  these  insti- 
tutions changed  from  isolated  entities  to  those 
seeking  full  partnership  with  communities,  the 
community  college  emerged.  Whereas  75  percent 
of  the  junior  colleges  were  privately  controlled  in 
191 5, 3 74  percent  were  publicly  controlled  by 
1968  with  a total  enrollment  of  1,810,964  stu- 
dents.4 The  role  of  the  community  college  was 
defined  by  The  President’s  Commission  on  Higher 
Education  as  an  institution  which  provides  college 
education  for  the  youth  of  the  community  at  low 
cost  and  easy  access.5 


Cuyahoga  Community  College 

The  Cuyahoga  Community  College  was  char- 
tered by  the  State  of  Ohio  in  December,  1962. 
In  September  1963  the  college  opened  its  doors 
to  3000  full  time  and  part  time  students.  By  1969 
the  student  population  had  grown  to  over  15,000 
students.  In  1966  ground  was  broken  for  a $38.5 
million  permanent  Metropolitan  Campus  in  down- 
town Cleveland  on  a 40  acre  site.  In  the  same 
year  the  Western  Campus  opened  on  the  site  of 
the  former  Crile  Veterans  Administration  Hospital 
in  the  suburbs  of  Parma  and  Parma  Heights. 
Cuyahoga  Community  College  can  expect  a total 
enrollment  of  approximately  30,000  students  with- 
in this  decade.6  In  the  fields  of  medical  and  para- 
medical sciences  the  college  offers  courses  that 
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lead  to  Associate  in  Science  degrees  in  nursing, 
inhalation  therapy  technology,  laboratory  assisting, 
physiotherapy  assisting  technology,  mental  health 
technology,  dental  hygiene,  and  medical  record 
technology.  Candidates  for  these  degrees  must 
complete  up  to  30  courses  given  by  the  depart- 
ments of  biology,  nursing,  psychology,  social  sci- 
ences, humanities,  and  English.  The  nursing 
students  obtain  their  clinical  training  at  13  area 
hospitals  including  the  two  Veterans  Administra- 
tion Hospitals,  three  university  affiliated  hospitals, 
the  Cleveland  Clinic,  and  several  community  hos- 
pitals. 

With  the  increasing  number  of  students,  there 
has  been  an  increasing  need  for  more  teachers. 
The  college  now  accepts  60  student  nurses  each 
quarter.  When  I was  asked  by  the  Department 
of  Biology  to  teach  a course  in  Principles  of  Medi- 
cal Sciences,  I accepted  although  with  some  hesi- 
tation. I found  the  experience  so  stimulating  that 
I continued  to  teach  throughout  the  whole  aca- 
demic year  on  a part  time  basis.  The  students  in 
the  class  came  from  many  walks  of  life.  About  40 
percent  were  blacks  and  60  percent  whites.  The 
majority  were  women  studying  nursing,  but  among 
the  students  there  was  a minister  who  had  be- 
come interested  in  medicine,  a junior  high  school 
teacher  who  was  interested  in  improving  his 
knowledge  of  medical  sciences,  an  accountant  who 
decided  to  become  a physiotherapist,  a medical 
secretary  who  wanted  to  understand  her  work 
better,  and  several  grandmothers  who,  now  that 
their  children  were  grown,  decided  to  embark  on 
a nursing  career.  The  class  met  two  evenings  a 
week  and  consisted  of  two  and  later  three  hours 
of  lectures  and  three  hours  of  laboratory  per 
week.  Movies,  35  mm  slides,  overhead  projections, 
and  models  were  available  for  the  lecture  and 
laboratory  periods.  The  students  were  provided 
with  microscopes,  sets  of  slides,  human  skeletons 


and  sets  ol  human  bones,  lile  sized  models  of  ex- 
tremities with  detachable  muscles  for  the  study  of 
the  muscular  system,  heart  models,  models  of 
human  bodies  with  detailed  circulatory  systems  or 
detailed  nervous  systems,  as  well  as  animal  ca- 
davers for  dissection.  Oscilloscopes  were  provided 
for  demonstrations  of  electrocardiograms.  Modern 
equipment  is  constantly  being  added  to  the  col- 
lege’s inventory,  and  each  cjuarter  newer  and 
more  up  to  date  teaching  aids  are  available. 

Fhe  evening  class  schedule  did  not  interfere 
with  a full  time  medical  practice.  At  the  begin- 
ning, as  it  was  to  be  expected,  most  of  the  time 
was  spent  in  preparing  for  the  lectures.  This  was 
done  on  weekends  and  evenings.  Besides  the  text- 
book used  by  the  class,  general  scientific  publica- 
tions such  as  Scientific  American  provided  the 
latest  information  on  subject  matter  that  was 
either  unknown  or  barely  known  ten  or  twenty 
years  ago.  When  the  course  was  given  again  to 
a new  class,  the  time  spent  in  preparing  the  lecture 
material  decreased  considerably  and  in  time  some 
of  the  lectures  could  be  given  with  a minimum  of 
preparation. 

Student  Performance 

flow  did  the  students  with  such  a varied 
background  perform?  It  was  surprising  to  find 
that  the  grades  when  tabulated  did  not  fall  under 
a single  normal  curve.  The  grade  distribution 
formed  two  normal  curves  representing  two  stu- 
dent populations.  Some  of  the  students  were  ex- 
cellent, others  were  very  poor.  One  curve  con- 
tained students  with  a high  school  diploma  or 
with  previous  college  education  and  some  well 
motivated  students  who  did  not  finish  high  school. 
The  other  curve  contained  students  who  did  not 
do  well  for  a number  of  reasons.  Some  held  day- 
time jobs  and  were  too  tired  to  study  for  the 
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examinations.  Some  could  not  keep  up  intellec- 
tually, and  some  were  not  sufficiently  well  moti- 
vated. To  exemplify  the  latter,  a student  left  the 
class  because  he  was  able  to  obtain  a job  that 
would  pay  him  better  than  any  position  he  could 
find  in  a paramedical  field.  The  failing  students 
constituted  about  25  percent  of  a class  having 
35  to  40  students.  This  at  a glance  seems  to  be  a 
high  percentage  of  failures,  but  it  should  be  re- 
called that  the  college  has  an  open  door  admission 
policy  and  that  the  door  is  open  both  ways.  Many 
of  the  failing  students  would  drop  the  course  at 
mid-term  and  that  would  leave  a more  homoge- 
nous group  of  students,  the  majority  of  whom 
would  pass  the  course.  These  students  would  go 
on  with  the  other  courses  offered  in  their  curricu- 
lum, and  many  would  perform  well  when  taking 
the  state  board  examinations.  In  1970,  88  percent 
of  the  student  nurses  passed  the  Ohio  State  Board 
examinations  and  became  Registered  Nurses. 

In  conclusion,  the  role  of  the  physician  in 
teaching  students  in  a community  college  is  im- 
portant. He  helps  to  mold  young  and  middle- 
aged,  well  motivated  persons  to  train  and  enter 
those  medical  and  related  fields  where  the  need 
for  personnel  is  greatest.  The  advantage  to  the 
teaching  physician  is  that  he  keeps  abreast  of  the 
newest  developments  in  basic  medical  sciences,  a 
field  with  which  most  of  us  in  private  practice 
no  longer  have  much  contact.  It  gives  him  the 
satisfaction  of  contributing  his  skill  in  helping  to 
solve  a real  problem  facing  the  community  — the 
shortage  of  personnel  involved  in  the  delivery  of 
medical  care- 
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Drug  Abuse  Pamphlets 
Available  from  PHS 

The  Office  of  Communications,  in  coopera- 
tion with  the  Division  of  Narcotic  Addiction  and 
Drug  Abuse,  National  Institute  of  Mental  Health, 
has  revised  certain  of  its  previous  fliers  dealing 
with  drugs  and  is  now  publishing  five  new  pam- 
phlets in  this  field. 

The  following  new  fact  fliers  may  be  ordered 
from  the  Superintendent  of  Documents,  Govern- 
ment Printing  Office,  Washington,  D.C.  20402, 
singly  or  in  numbers  at  the  following  prices: 

Marihuana:  Some  Questions  and  Answers  — 
PHS  Pub.  No.  1829;  10  cents  a copy,  or  $6.75 
per  hundred. 

Narcotics:  Some  Questions  and  Answers  — 
PHS  Pub.  No.  1827;  10  cents  a copy,  or  $5.50 
per  hundred. 

LSD:  Some  Questions  and  Answers  — PHS 
Pub.  No.  1828;  10  cents  a copy,  or  $5.50  per 
hundred. 

Sedatives:  Some  Questions  and  Answers  — 
PHS  Pub.  No.  2098;  10  cents  a copy,  or  $5.50 
per  hundred. 

Stimulants:  Some  Questions  and  Answers  — 
PHS  Pub.  No.  2097;  10  cents  a copy,  or  $6.75 
per  hundred. 


Ambulatory  Patient  Unit 
at  OSU  Approved 

Plans  and  specifications  for  a new  Medical 
Center  building  received  approval  of  the  Ohio 
State  University  Board  of  Trustees  on  March  5. 

Scheduled  for  construction  in  the  university’s 
Medical  Center  area  is  a $14,886,000  Ambulatory 
Patient  Teaching  Facility. 

A federal  grant  of  $8,550,750  under  the 
Health  Education  Facilities  Act  will  help  finance 
the  Medical  Center  building.  The  five-story  struc- 
ture will  go  up  on  the  Columbus  campus  west  of 
Perry  Street  and  south  of  Means  Hall. 

The  building  will  house  all  of  the  outpatient 
care  programs  of  the  College  of  Medicine.  It  will 
be  the  teaching  and  research  laboratory  of  all  out- 
patient medicine  for  Ohio  State’s  undergraduate, 
post-M.D.,  nursing  and  allied  professional  medical 
students. 

All  ambulatory  patients  will  receive  examina- 
tion and  care  in  the  new  facility  except  for  the 
special  problems  encountered  in  physical  medicine, 
mental  retardation  and  in  the  pediatric  patients 
of  Children’s  Hospital. 

Completion  of  the  project  is  expected  in  the 
summer  of  1973. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUl-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


School  on  Alcohol  Studies 
Sponsored  at  Rutgers 

Officials  of  the  Ohio  Department  of  Health 
have  called  attention  to  the  coming  1971  Summer 
School  of  Alcohol  Studies  to  be  conducted  June 
27- July  16  at  Rutgers  University,  New  Brunswick, 

N.  J- 

Milton  A.  Maxwell,  Pli.D.,  director  of  the 
school,  stated  that  “the  1971  School  has  been  ap- 
proved for  family  physicians  as  acceptable  for 
66  elective  hours  by  the  American  Academy  of 
General  Practice.”  This  credit  is  contingent  upon 
the  physician's  enrollment  in  Course  No.  1,  on 
Medical  Aspects  of  Alcoholism. 

The  instructors  for  this  course  are  Stanley 
E.  Gitlow,  M.D.,  New  York  Medical  College  and 
Mt.  Sinai  School  of  Medicine;  LeClair  Bissell, 
M.D.,  Roosevelt  Hospital,  New  York,  and  the 
College  of  Physicians  and  Surgeons,  Columbia 
University;  David  Knott,  M.D.,  Alcoholism  Clinic, 
Tennessee  Psychiatric  Hospital  and  Institute,  and 
the  University  of  Tennessee  College  of  Medicine: 
and  James  D.  Beard,  Ph.D.,  Alcohol  Research 
Center,  Tennessee  Psychiatric  Hospital  and  In- 
stitute. 

Several  fellowships  for  medical  interns  and 
residents  are  being  provided  through  the  Ameri- 
can Medical  Society  on  Alcoholism  by  the  A.  E. 
Bennett  Foundation.  Application  for  these  should 
be  addressed  to:  American  Medical  Society  of 
Alcoholism,  c/o  Ruth  Fox,  M.D.,  150  East  52nd 
Street,  New  York,  N.  Y.  10022. 

Applicants  are  expected  to  register  for  a 
basic  course  and  a second,  or  audit  course.  There 
are  18  courses  being  offered  to  fit  the  needs  of 
the  various  persons  who  will  attend.  Applicants 
are  expected  to  have  professional  qualifications 
such  as  those  of  a physician,  nurse,  social  worker, 
clergyman,  educator,  public  health  worker,  or  to 
be  employed  in  some  alcohol  problems  area.  Tui- 
tion, university  fees,  room  and  meals  (not  includ- 
ing weekend  meals)  have  been  announced  at  $380. 

This  will  be  the  29th  annual  session  of  the 
school  which  was  founded  at  Yale  University  in 
1943  and  moved  to  Rutgers  in  1962. 

Application  is  to  be  made  on  the  official 
application  form  which  may  be  obtained  from: 
Mrs.  Marjorie  L.  Dreher,  Secretary,  Summer 
School  of  Alcoholic  Studies,  Rutgers  University, 
New  Brunswick,  N.  J.  08303. 

Additional  information  and  application  forms 
also  may  be  obtained  from  Mr.  Lawrence  J. 
Burkett,  Health  Education  Consultant,  Alco- 
holism Program,  Ohio  Department  of  Health,  450 
East  Town  Street  (P.O.  Box  118),  Columbus 
43216. 
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Brief  Summary  cf  Prescribing  Infonnation- 

9-9/22/t>i>.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  arc  digitalized. 
Coutralndications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
prccomr’osc  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
h.  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfcjliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea,  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin* 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg,  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  132C1 


BRISTOL 


The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-Iive  with  cost  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salutensin 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 
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VASODtLAN 

SOXSUPRINE  HCI) 

the  compatible  vasodilator 


• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators''*  have  reported  favorably  on  the  effects  of  is oxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement *’4  and  observation  of  clinical  improvement.'-3 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger's  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark- 
son, I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  2.  Horton,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : Curr.  Ther.  Res. 

■7:124-128  (April)  1962.  4.  Whittier,  J.  R.:  Angiology  75:82-87 

(Feb.)  1964.  ’ laboratories 
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Medicine  in  Ohio  in  the  Mid-Nineteenth  Century 


Anne  B.  McNamara* 


PART  III 


(Concluded  from  April  Issue) 


Hospitals  and  Nursing 

As  far  as  can  be  determined,  the  first  hospital 
to  be  established  in  Ohio  was  founded  in  1815  in 
a house  in  Cincinnati.  This  later  became  the 
Commercial  Hospital  and  Lunatic  Asylum  of  Ohio 
and  was  chartered  by  the  legislature  January  22, 
1821.  By  contract  with  the  Secretary  of  the  Trea- 
sury, the  hospital  also  became  the  Marine  Hos- 
pital of  the  United  States. 

The  name  was  changed  to  the  Commercial 
Hospital  in  1861,  and  in  April,  1868,  to  the 
Cincinnati  Hospital.  In  1866,  the  Commercial 
Hospital  was  tom  down  and  a new  group  of 
buildings  erected,  with  a capacity  of  over  500 
beds.  They  were  occupied  January  7,  1869  and 
served  the  city  and  the  Medical  School  until  1915, 
when  the  present  Cincinnati  General  Hospital  was 
occupied.16 

Daniel  Drake  founded  the  Cincinnati  Eye 
Infirmary  in  the  late  1820’s.  In  1852,  the  City 
Infirmary  was  established.  In  that  same  year,  the 
Sisters  of  Charity  opened  their  “House  for  In- 
valids.” The  Marine  Hospital  of  Cleveland  was 
established  in  1852.  In  1854,  the  Jewish  Hospital 
of  Cincinnati  was  founded.  The  Sisters  of  the 
Poor  of  St.  Francis  established  St.  Mary’s  in  1858 


*Miss  McNamara,  Toledo,  is  a recent  graduate  of 
the  University  of  Dayton  with  a bachelor  of  arts 
degree  in  history.  She  is  the  daughter  of  Dr. 
C.  W.  McNamara  of  Toledo. 

Submitted  April  13,  1970 


in  Cincinnati  and  another  hospital  in  Columbus 
in  1862. 

Religious  groups  played  an  important  part 
in  supplying  nurses  for  the  sick  during  the  Civil 
War.  Three  Catholic  Sisterhoods  in  Cincinnati — 
the  Sisters  of  Mercy,  the  Sisters  of  Charity,  and 
the  Sisters  of  the  Poor  of  St.  Francis,  were  so  well 
organized  that  they  could  send  nurses  into  the 
field  immediately.  At  St.  Vincent  Charity  Hospital 
in  Cleveland  the  Sisters  of  Charity  of  St.  Augus- 
tine were  nurses.  In  Miami  Valley  Hospital  in 
Dayton  the  Protestant  deaconesses  did  the  work. 
Several  hospitals  were  also  founded  for  the  care 
of  the  veterans.  The  women  who  responded  to  the 
call  for  nurses  who  were  not  religious  were  con- 
sidered as  mere  servants,  receiving  only  400  a 
day  and  one  full  ration.  They  received  the  lowest 
pay  and  did  the  hardest  work  of  the  army  except 
for  the  mules. 

In  numbers  of  men  furnished  for  military 
service  in  the  Civil  War,  Ohio  ranked  third 
among  the  states.  They  contributed  11,237  killed 
in  action  or  mortally  wounded,  while  13,354  more 
died  as  a result  of  disease.  This  means  that  out 
of  each  1,000  Ohioans  in  the  armed  services,  37 
were  killed  and  another  47  died  in  hospital  or  sick 
beds.  It  was  indeed  less  dangerous  to  fight  on  the 
battlefield  than  to  have  to  go  to  the  hospital  of 
the  Civil  War  period.17 

Training  was  scarce,  but  sometimes  girls  from 
the  local  community  were  admitted  for  a course 
in  “practical  nursing”  and  at  the  end  of  two  or 
three  years  were  given  a certificate.  Among  those 
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One  fcrb/efq.i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

o Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  Infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dotage:  One  tablet  q.I.d. 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA,  PENNSYLVANIA  19144 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  B 8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Wpi'n  lOOOOON.f  Units,  Chymotrypsin:  8.000  N.F.  Until; 
tpu.tilent  in  tryptic  Ktmty  to  *0  mg  ot  N F trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


abdications:  Known  sensitivity  to  sulfonamides, 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
rstemic  sulfonamides  should  be  observed  because  of  the  pos- 
i of  absorption.  Burning,  increased  local  discomfort,  skin 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-104  2/71  V-149 
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AVC 

The  treatment  is  singular 


carrying  out  this  procedure  were  the  Women's 
and  Children’s  Hospital  of  Toledo  where  a 15- 
month  course  in  maternity  nursing  was  given; 
the  Hospital  of  Our  Lady  of  Christians  of  Cin- 
cinnati giving  a two-year  course  to  young  women; 
the  Wilson  Street,  later  Lakeside  Hospital,  Cleve- 
land, where  a course  was  given  by  the  Matron, 
Eliza  Mitchell,  and  where  at  one  period  a cer- 
tificate was  given.  The  first  training  school  in 
America  was  started  by  Elizabeth  Blackwell  in 
1873. 

The  average  citizen  of  Ohio  looked  upon  the 
hospital  as  a place  to  go  and  die  rather  than  a 
place  in  which  to  stop  diseases.  In  later  years  after 
the  Civil  War,  things  did  improve.  The  year  1875 
found  the  Charity  Hospital  in  Cleveland  in 
operation  with  steam  heat  and  elevators.  Cleve- 
land City  Hospital  was  just  getting  started.  Cin- 
cinnati Hospital  was  then  one  of  the  largest  and 
best  in  the  country  and  St.  Francis  Hospital  was 
serving  Columbus. 

Boards  of  Health 

In  1831,  Asiatic  cholera  hit  Cleveland.  It 
swept  into  Cincinnati  in  1832  and  again  in  1833, 
when  Columbus  was  also  affected.  It  had  to  be 
dealt  with,  but  the  early  history  of  local  boards 
of  health  in  Ohio  is  shrouded  in  the  gray  mists 
of  confusion.  It  is  safe  to  say  that  from  1788  to 
1851  the  establishment  of  local  boards  of  health 
was  on  a temporary  and  transient  basis.  Cholera 
reappeared  at  intervals  and  even  the  State  Con- 
vention of  1850-1851  had  to  be  suspended  for  a 
time.  When  it  reconvened,  it  adopted  a new 
Constitution  for  the  State  and  in  Article  13,  Sec- 
tion 6,  provisions  were  made  for  the  organization 
of  cities  and  incorporated  villages.  Accordingly  in 
1852,  the  General  Assembly  passed  an  act  which, 
among  other  provisions,  gave  to  the  city  council 
the  right  to  establish  boards  of  health  if  they  so 
desired. 

Under  this  act,  only  one  city  had  established 
a board  of  health  by  1858.  Development  of  boards 
of  health  date  in  Ohio  as  follows:  Mt.  Vernon, 
1854;  Cleveland,  1859;  Ironton,  1863;  Cincinnati, 
1865;  Hamilton,  1865;  Xenia,  1866;  Dayton, 
1867;  Toledo,  1867;  Youngstown,  1868;  Ports- 
mouth, 1869;  and  Warren,  1872.  The  real  pro- 
grams of  boards  of  health  did  not  begin  to  be 
formulated  until  1870  and  later. 

Conclusion 

Even  though  increasing  facilities  of  trans- 
portation and  communication  began  to  speed  up 
the  availability  of  correct  medical  knowledge,  the 
overall  rapid  expansion  of  the  country  usually  kept 
American  medicine  two  steps  behind  European 
medicine.  Prolonged  education  was  not  generally 


as  encouraged  as  the  advances  in  general  educa- 
tion for  the  American  population.  In  the  mean- 
time, the  standards  of  medical  education  declined. 
V hat  the  physician  lacked  in  book  learning,  he 
was  supposed  to  compensate  for  with  American 
practicality  and  ingenuity.  This  produced  quacks, 
overdrugging,  and  the  continuation  of  the  practice 
of  bleeding. 

The  mid-nineteenth  century  was  not  a 
scientific  age  as  far  as  the  general  Ohioans  were 
concerned.  They  accepted  doctors  at  first  for  their 
manual  services;  setting  bones,  amputations,  ex- 
tracting bullets.  Later  on  they  relied  more  on 
physicians  when  dealing  with  diseases.  Finally 
came  popular  acceptance  of  vaccines,  the  germ 
theory,  hospitals,  and  preventive  medicine.  Medi- 
cine as  a science  was  developing  gradually  and  in 
spite  of  all  its  opposition  — superstitions,  folk 
cure,  Grandma’s  secret  remedy  and  the  like  — 
some  survived.  Of  this  we  have  living  proof. 
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*in  the  euthyroid  zone 
of  the  new  Free 
Thyroxine  Index**  with  j 
full  replacement  dosag'j 


luthroid  (liotrix)  yields  reliable,  easily  interpreted  test  values 

icause  Euthroid  incorporates  both  active  fractions  of  endogenous  thyroid— T„  and  T3— it 
ercomes  the  need  for  special  interpretation  of  thyroid  function  test  values, 
ireover,  whatever  the  therapy  used,  ordinary  tests  can  be  thrown  off  by  such  factors  as 
normal  thyroid-binding  protein  levels,  oral  contraceptive  use  and  pregnancy.  A new 
ithod  of  assessment— the  Free  Thyroxine  Index  (FTI)**— helps  eliminate  these  errors.  By 
ating  measurements  of  total  and  protein-bound  T4,  the  FTI  indicates  your  patient’s  status 
>cisely.  And  with  Euthroid,  the  precision  of  your  diagnosis  is  matched  by  the  precision 
your  therapy. 

losest  in  clinical  effect  to  human  endogenous  thyroid 

throid  provides  both  T4  and  T3  in  the  optimum  oral  ratio  of  4:1  by  weight  and  in  proper 
g amounts,  closely  simulating  endogenous  thyroid  in  clinical  effect.  Dose  response  can 
assessed  unequivocally  through  use  of  the  FTI  — and  because  we  want  you  to  put  Euthroid 
he  test  with  this  most  rigorous  of  tests,  we  offer  you  an  aid  to  easier  determination: 

e Euthroidex™  calculator- 
r the  “new  math”  of  thyroid  laboratory  tests 

longer  does  FTI  determination  require  you  to  perform  lengthy  mathematical  exercises, 
h the  Euthroidex  calculator  — another  first  from  Warner-Chilcott— you  compute  it  easily 
ccurately... almost  instantly.  Send  for  yours  now. 

lyroid  therapy,  Euthroid  offers  you  the  calculated  success— and  the  calculator  to  go  with  it. 


\ 


\ To  request  your 
\ Euthroidex™  calculator 

\ (with  booklet  explaining 
\ its  use  and  rationale 
\ for  the  FTI),  just  write 
\ "Euthroidex"  on  your 
\ imprinted  card,  pre- 
\ scription  blank  or 
\ stationery,  and 
\ mail  to 
\ Warner-Chilcott, 
\ Morris  Plains, 
\ N.J.  07950. 

\ 

\ 

\ 

\ 

\ 
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the  first  synthetic  to  replace  both  active  fractions  of  endogenous  thyroid 

Euthroid  (liotrix) 


:,  F.,  and  Horn,  D.  B.:  Assessment  of  thyroid  function  by 
ombined  use  of  the  serum  protein-bound  iodine  and  resin  uptake  of 
triiodothyronine,  J.  Clin.  Endocrinol.  25: 39  (Jan.)  1965. 


roid®  (liotrix) 

ion:  Federal  law  prohibits  dispensing 
Dut  prescription. 

roid  is  synthetic  microcrystalline  sodium 
hyroxine  (T4)  USP  and  synthetic  micro- 
alline  sodium  liothyronine  (TaJUSPcom- 
H in  a constant  4:1  ratio. 


rdium  levothyroxine  (/-thyroxine)  T4 


dium  liothyronine  (/-triiodothyronine)  Ts 

ins:  Euthroid  provides  replacement  ther- 
for  the  thyroactive  material  normally 
lied  by  the  human  thyroid.  The  normal 
id  gland  produces  and  stores  thyro- 
ilin,  the  active  components  of  which  are 
metabolically  active  hormones:  /- thy- 
e and  liothyronine.  Euthroid  (liotrix)  pro- 
t a combination  of  these  hormones  in 
led,  synthetic  form,  supplied  in  a con- 

■ 4:1  ratio  in  order  to  simulate  as  closely 
Ipssible  the  physiologic  and  metabolic 
Is  of  normal  endogenous  thyroid  secre- 

I contrast  with  the  individual  synthetic, 
spolically  active  hormones,  Euthroid  will 
uly  produce  normal  results  for  PBI,  Tj, 
■other  thyroid  function  tests— consistent 

■ clinical  progress— when  persons  with 
tenous  thyroid  deficiencies  are  made 

■ roid.  Sodium  liothyronine  (Ta)  acts  more 
ply  and  for  a shorter  period  of  time  than 
eirations  of  biological  origin.  Custom- 
Sits  use  as  a single  agent  produces  in- 
flipriately  decreased  PBI  values.  Sodium 

Iyroxine  (T4),  on  the  other  hand,  is  more 
bound  by  plasma  protein  fractions  and 
mewhat  slower  acting  than  sodium 
onine  (Ta);  its  use  as  a single  agent 
to  produce  inappropriately  elevated 
alues.  Euthroid,  with  its  unvarying  4:1 
of  T4/Ta,  permits  interpretation  of  ap- 
ate  laboratory  tests  consistent  with  the 
clinical  status  of  the  patient, 
itions:  Euthroid  (liotrix)  provides  thyroid 
fcement  therapy  in  all  conditions  of  in- 
itiate production  of  thyroid  hormones, 


namely: 

1)  Hypothyroidism,  including  cretinism  and 
myxedema. 

2)  Simple  (nontoxic)  goiter. 

3)  Subacute  or  chronic  thyroiditis  including 
Hashimoto's  disease. 

4)  Prevention  of  goiter  in  hyperthyroid  pa- 
tients undergoing  treatment  with  thiouracil 
derivatives. 

5)  Usage  in  patients  who  may  manifest  in- 
tolerance to  thyroid  products  of  animal  origin. 
Contraindications:  Acute  myocardial  infarc- 
tion, adrenal  insufficiency,  hypersensitivity  to 
any  component  of  this  drug. 

Warnings:  Liotrix  should  not  be  used  in  the 
presence  of  cardiovascular  disease  unless 
thyroid  replacement  therapy  is  clearly  indi- 
cated. If  the  latter  exists,  low  doses  should 
be  instituted  (Euthroid-1/2  or  Euthroid-1)  and 
increased  by  the  same  amount  in  increments 
at  2-week  intervals.  This  demands  careful 
clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  and  adrenal  deficiency 
due  to  hypopituitarism  corrected  before  lio- 
trix therapy  is  started. 

If  hypothyroidism  and  adrenal  insufficiency 
exist  concomitantly,  cortisone  or  similar  ste- 
roids should  be  given  at  dose  levels  sufficient 
to  correct  the  adrenal  insufficiency  before 
attempting  replacement  therapy  with  thyroid 
hormones. 

Likewise,  the  possibility  of  alterations  in 
the  prothrombin  time  must  be  considered 
and  closely  monitored  in  patients  on  antico- 
agulant therapy. 

Myxedematous  patients  are  very  sensitive 
to  thyroid  hormones,  and  dosage  should  be 
started  at  a very  low  level  and  increased 
gradually. 

Precautions:  Hypothyroid  patients  are  espe- 
cially sensitive  to  thyroid  preparations,  and 
those  with  severe  hypothyroidism  may  be  un- 
usually so. 

Initiation  of  thyroid  replacement  therapy 
in  patients  with  diabetes  must  be  carefully 
monitored  because  of  potential  fluctuation 
in  daily  insulin  or  oral  hypoglycemic  require- 
ments. 

As  with  all  thyroid  preparations,  this  drug 
will  alter  the  results  of  thyroid  function  tests. 
Adverse  Reactions:  Overdosage  or  too  rapid 
increase  in  dosage  of  thyroid  preparations 
can  produce  signs  and  symptoms  of  hyper- 
thyroidism, such  as  menstrual  irregularities, 
nervousness,  cardiac  arrhythmias,  and  angina 
pectoris. 


sodium  levothyroxine  (T4) 
sodium  liothyronine  (T3) 


Dosage  and  Administration:  Initial  dosage 
should  be  low  and  gradually  increased  at  2- 
week  intervals  until  the  desired  clinical  re- 
sponse is  obtained. 

Laboratory  criteria  of  euthyroidism  include 
a PBI  of  3.5  to  8 meg;  T3,  T4,  and  BEl  tests 
are  useful. 

For  most  patients,  a single  daily  dose  of 
Euthroid-1,  -2,  or  -3  will  maintain  euthyroid- 
ism. Transfer  of  a patient  from  a maintenance 
dose  of  another  thyroid  preparation  to 
Euthroid  can  usually  be  effected  smoothly. 
See  table  for  initiating  therapy  or  converting 
from  other  thyroid  preparations. 


Approximate  Equivalents 
Euthroid  (liotrix)  Natural  Synthetic 

Thyroid 


Tablet 

t4*/t3«* 

meg 

USP 

t4* 

Tj»* 

Euthroid-Vj 
pale  orange 

( 30/7.5) 

Vi  grain 

.05  mg 

12.5  meg 

Euthroid-1 
light  brown 

( 60/15  ) 

1 grain 

.1  mg 

25.0  meg 

Euthroid-2 

violet 

(120/30  ) 

2 grains 

.2  mg 

50.0  meg 

Euthroid-3 

gray 

(180/45  ) 

3 grains 

.3  mg 

75.0  meg 

*T4=sodium 

**T3=sodium 

levothyroxine  liothyronine 

(/  -thyroxine) (/-triiodothyronine) 


Dosage  for  cretinism  or  severe  hypothy- 
roidism in  children  is  the  same  as  for  adults 
with  myxedema.  Eventual  maintenance  dos- 
age in  the  growing  child  may  be  higher  than 
in  the  adult. 

Overdosage:  Symptoms—  Headache,  instabil- 
ity, nervousness,  sweating,  tachycardia,  and 
unusual  bowel  motility.  Angina  pectoris  or 
congestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive 
overdosage  may  result  in  symptoms  resem- 
bling thyroid  storm;  chronic  excessive  dos- 
age will  produce  the  signs  and  symptoms  of 
hyperthyroidism. 

Treatment  — Shock  — Supportive  measures 
should  be  utilized.  T realment  of  unrecognized 
adrenal  insufficiency  should  be  considered. 
Supplied:  Square  W/C  monogrammed  tablets 
of  four  potencies,  each  identified  by  a differ- 
ent color  (see  tablet ; bottles  of  100  and  1000. 

E-GP-11-  4C 


WARNER-CHILCOTT  Morris  Plains,  N.J.  07950 


A valuable  hospital  antibiotic 
—when  there  is  no  time 

in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis— Kantrex"  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex® against  many 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


Because  of  potential  ototoxicity,  follow  dosage  instructions  carefully  as  outlined  in  the 
official  package  circular. 


. 


\\ hearing  loss  occurs.  Hydrate  patients 
\ to  prevent  chemical  irritation  of  the 

/ renal  tubules.  Assess  renal  function 
„ — periodically,  both  before  and  during  ther- 
apy. If  signs  of  renal  irritation  occur  (casts, 
cells,  proteinuria)  increase  hydration  and  re- 
duce the  dosage  or  the  frequency  of  dosage  if  neces- 
. . --  sary— in  azotemlc  patients  the  frequency  (in  hours)  of 

doses  may  be  obtained  by  multiplying  the  serum  creatinine 
by  9.  If  azotemia  or  oliguria  occur,  discontinue  therapy.  Mycotic 
or  bacterial  superinfection  may  occur. 


Brief  Summary  of  Prescribing 
Information  (8)  7/8/70.  For  com- 
plete information,  consult  Official 
Package  Circular 

Warning  I rreversibledeaf  ness  can  oc- 
cur. Tinnitus  or  vertigo  may  also  occur 
and  indicate  vestibular  damage  and  im 
pending  deafness.  The  risk  is  sharply  increased 
with  renal  dysfunction.  In  such  cases,  decrease  size 
and  frequency  of  doses  Discontinue  kanamycin  and 
check  hearing  if  azotemia  increases.  Watch  carefully  for  oto- 
toxicity in  older  patients  and  patients  receiving  more  than  1 5 Gm.  of  kana- 
mycin. To  avoid  neuromuscular  paralysis  with  respiratory  depression,  post- 
pone mtraperitoneal  instillation  in  post -operative  patients  until  recovery 
from  anesthesia  and  muscle  relaxants  is  complete.  Avoid  concurrent  use  of 
other  ototoxic  drugs  including  ethacrymc  acid.  Safety  in  pregnancy  is  not 
established. 


Indications  Serious  infections  due  to  susceptible  strains  of  E.  coh.  Proteus  sp.. 
Enterobacter aerogenes.  K.  pneumoniae.  Serratia  marcescens  and  Mima-Herellea. 
Culture  and  sensitivity  studies  should  be  performed. 

Contraindications  Ahistorvof  hypersensitivity  to  the  drug  Prior  auditory  damage 
by  kanamycin  or  other  agents  may  be  a contraindication  if  effective  alternative 
therapy  is  available. 

Precautions  Obtain  audiograms  before  and  during  therapy  in  patients  with  renal 
dysfunction  when  treatment  lasts  more  than  5 days.  Stop  Kantrex  if  tinnitus  or 


Adverse  Reactions  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever 
headache  and  paresthesias. 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not 
exceed  1.5  Gm  by  all  routes  of  administration.  The  usual  dose  is  7.5  mg./Kg  / 12 
hours  I.M  The  average  adult  dose  is  1 Gm  daily.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response  occurs  in 
3 to  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities.  Hydrate  patients 
well  to  minimize  renal  irritation.  Inject  deeply  into  the  upper  outer  quadrant  of 
the  gluteal  muscle.  Discard  partially  used  vials  after  48  hours.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials. 

Supplied  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations  0 5 Gm.  in  2 ml.  and  1.0  Gm.  in  3 ml.  Also  available— Pediatric 
Injection  75  mg.  in  2 ml.  A H.F.S  Category  8 1 2 28 

BRISTOL  LABORATORIES 


BRISTOL 


Division  of  Bristol-Myers  Company.  Syracuse.  New  York  13201 


KANTREX*  INJECTION 

(kanamycin  sulfate) 


AMA-ERF  Announces 
Interest-Free  Foans  to 
Certain  Deserving  Students 

An  interest-free  loan  plan  for  medical  students 
has  been  announced  by  the  American  Medical 
Association  Education  and  Research  Foundation. 

The  Foundation’s  Student  Loan  Guarantee 
Fund  will  be  expanded  to  provide  interest  subsi- 
dies to  deserving  needy  students.  The  amount  of 
loans  and  number  of  students  subsidized  will  de- 
pend on  the  success  of  an  expanded  fund  raising 
effort  being  launched  by  AMA-ERF  to  finance 
the  program. 

“The  difficulty  in  obtaining  loans  and  the 
high  interest  rates  have  discouraged  many  stu- 
dents from  borrowing  money  to  finance  their 
medical  education,”  said  John  M.  Chenault, 
M.D.,  chairman  of  the  AMA-ERF  Board  of  Di- 
rectors. “A  concerted  effort  will  be  made  to  raise 
funds  so  interest  payments  can  be  waived.  This  is 
an  important  part  of  AMA’s  continuing  program 
aimed  at  increasing  the  U.S.  physician  popula- 
tion.” 

The  program  will  be  conducted  in  coopera- 
tion with  U.S.  medical  schools,  which  will  be 
asked  to  provide  grants  and  scholarships  for  the 
first  two  years  of  medical  school,  with  AMA-ERF 
guaranteeing  loans  on  an  interest-free  basis  all 
four  years.  The  borrower  would  assume  interest 
payments  during  his  internship  and  residency  and 
be  responsible  for  both  interest  and  principal 
payments  when  he  enters  practice.  He  has  10  years 
following  completion  of  training  to  repay  the 
loan. 

The  accepted  applicant  is  eligible  for  loans 
of  up  to  $1,500  each  year  during  the  freshman 
and  sophomore  years  and  up  to  $4,500  during  the 
junior  and  senior  years. 


I he  Student  Loan  Guarantee  Fund  was  estab- 
lished by  AMA-ERF  in  1962  to  alleviate  financial 
difficulties  of  medical  students,  interns  and  resi- 
dents and  to  encourage  career  decisions  in  favor 
of  medicine.  (To  date,  students  have  paid  interest 
on  their  loans  while  in  school.) 

Loans  to  43,631  students  have  totalled  $48,- 
571,275  since  the  program’s  inception. 

The  AM  A Education  and  Research  Founda- 
tion, which  was  founded  to  promote  the  better- 
ment of  public  health  through  scientific  and 
medical  research,  also  provides  financial  aid  to 
medical  schools.  It  has  contributed  more  than 
$19,000,000  to  U.S.  schools  since  1951. 

I he  Foundation’s  funds  are  derived  from 
contributions  and  grants  from  physicians,  their 
wives,  medical  societies,  corporations,  foundations 
and  interested  individuals. 

In  1970,  physicians  contributed  $639,501; 
Woman’s  Auxiliary  to  the  AM  A $465,651  and 
county,  state  and  other  medical  societies,  $58,894. 

Since  1962,  $28,055,373  has  been  lent  to 
medical  students;  $7,051,200  to  interns  and  $13,- 
464,538  to  residents. 

California,  Tennessee  and  Texas  have  had 
the  largest  numbers  of  students  availing  them- 
selves of  the  student  loan  program,  with  4,677, 
3,352  and  3,194  respectively. 

AMA-ERF  functions  as  a co-signing  agency 
to  make  credit  available  through  community 
banks.  The  loans  are  guaranteed  by  AMA-ERF 
with  nine  banks  in  Arizona,  Claifornia,  District 
of  Columbia,  Illinois,  Michigan,  Mississippi,  Ohio, 
Oregon  and  Washington.  Continental  Illinois 
National  Bank  of  Chicago  serves  the  states  which 
do  not  have  AMA-ERF  participating  banks. 

Information  and  application  forms  for  stu- 
dent loans  are  available  from  the  American  Med- 
ical Association  Education  and  Research  Founda- 
tion Student  Loan  Guarantee  Fund,  535  North 
Dearborn,  Chicago  60610. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  18  9 8 — 

Chagrin  Falls,  Ohio 

247  - 5300 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 


High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


Booklet  available  on  request. 


JOHN  H.  NICHOLS,  M.  D.,  Medical  Director  G.  PAULINE  WELLS,  R.  N.,  Admin.  Director  HERBERT  A.  SIHLER,  Jr.,  Sec’y. 
MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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when  manhood  ebbs... 

ak  io  HaIoWdH  due  to  testicular 
’tell  lw  Uwldy vU  hormonal  insufficiency 


Upjohn 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. . . and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin 

(fluoxymesterone 

Upjohn] 


5 mg. 
tablets 


oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  ana'  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female  — 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  1007 
5 mg.,  scored  — bottles  of  50  /70  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan 


Esophagus  Center  Is  Unique 
Feature  of  Cincinnati  Hospital 

The  Esophagus  Center  of  the  Jewish  Hos- 
pital, Cincinnati,  was  formally  opened  with  cere- 
monies on  March  25  and  became  a pioneer  unit 
in  this  specialty  field.  Robert  A.  Carney,  executive 
director,  reported  that  this  is  the  only  such  center 
devoted  exclusively  to  providing  a joint  approach 
to  diagnosis,  treatment,  and  research  in  regard 
to  diseases  of  the  esophagus. 

Dr.  Henry  J.  Heimlich,  director  of  surgery 
at  Jewish  Hospital,  heads  the  new  Esophagus 
Center,  and  Dr.  Carl  Sedacca  is  attending  gastro- 
enterologist. 

The  Advisory  Committee  includes  Dr.  Sander 
Goodman,  chairman;  Dr.  H.  Gordon  Margolin, 
director  of  internal  medicine;  and  Drs.  Harold 
Margolin,  Alan  Guttman,  Gerardo  Polanco,  and 
F.  Jay  Ach,  and  Mrs.  Isabel  Weissman,  R.N., 
director  of  Nursing  Service. 

An  interested  participant  in  the  opening  cere- 
monies was  Mohamed  ben  Driss  Hayani-Mech- 
kouri,  an  Arab  youth  of  Tangier,  Morocco,  who 
recently  was  given  a new  esophagus  at  the  Jewish 
Hospital  through  the  reversed  gastric  tube  pro- 
cedure and  who  was  the  first  patient  to  be  exam- 
ined and  treated  in  the  Esophagus  Center. 

Heart  Association  Adds 
Council  on  Thrombosis 

A Council  on  Thrombosis  has  been  estab- 
lished by  the  American  Heart  Association  to  pro- 
vide a forum  for  scientists  and  clinicians  in  the 
field. 

Focusing  on  the  fundamental  problems  of 
thrombogenesis,  the  new  Council  will  examine 
the  condition  in  all  its  ramifications  rather  than 
solely  through  its  effect  on  the  heart,  brain  and 
kidney. 

Membership  in  the  Council  is  open  to  physi- 
cians, scientists,  members  of  other  health  profes- 
sions and  laymen  who  belong  to  local  Heart 
Associations.  Applications  for  membership  may  be 
made  through  local  Heart  Associations,  for  ex- 
ample, American  Heart  Association,  Ohio  Affili- 
ate, 10  East  Town  Street,  Columbus  43215. 

The  Council  on  Thrombosis  brings  to  12  the 
number  of  AHA  councils  which  function  as  pro- 
fessional societies  with  subspecialty  interest  in  the 
cardiovascular  field.  In  addition  to  thrombosis, 
they  cover  arteriosclerosis,  basic  science,  cardio- 
vascular surgery,  cerebrovascular  disease,  circula- 
tion, clinical  cardiology,  epidemiology,  high  blood 
pressure  research,  rheumatic  fever  and  congenital 
heart  disease,  cardiovascular  nursing,  and  the  kid- 
ney in  cardiovascular  disease. 
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Harding  Hospital 

(A  Fully  Accredited  Institution) 

WORTHINGTON,  OHIO 

For  the  Diagnosis  and  Treatment  of  Psychiatric  Disorders 

and  with 

Limited  Facilities  for  the  Aging 

GEORGE  T.  HARDING,  M.D.  DONALD  L.  HANSON 

Medical  Director  Administrator 


Phone:  Columbus  885-5381 
(Area  Code:  614) 


416  / The  Ohio  State  Medical  Journal 


Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide, and 

BentyP  (dicyclomine  hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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Precision  is  a natural  goal  when  you  prescribe  thyroid 

replacement  therapy. 

When  you  prescribe  Proloid  (thy roglobu I i rf)  you  specify 
a precision  blend  of  the  two  natural  active  hormones  — 
T4  and  I3—  in  their  natural  protein,  thyroglobulin. 

It’s  because  Proloid  is  the  natural  thyroid  hormone- 
globulin  complex  extracted  and  purified  of  unnecessary 
glandular  debris. 


graphic  analysis  for  T4  and  T3  content  and  including 
testing  in  hypothyroid  humans  — Proloid  is  made  as  pre- 
cise as  the  natural  product  can  get,  batch  after  batch. 

New  2 grain  tablet:  Precision  extends  to  dosage.  With 
the  introduction  of  a new  2 grain  tablet,  titration  can 
be  even  more  conveniently  achieved  with  the  full  range 
of  Proloid  dosages:  y4,  y2,  1,  iy2,  the  new  2.  3,  and 
5 grain  tablets. 


as  close 
to  precision  as 
the  natural 
can  get 


Proloid 


91  control  tests,  2 clinical  assays:  Beginning  with  the 
USP  iodine  assay  and  continuing  through  chromato- 


Wamer-Chilcott,  Morris  Plains,  N.  J.  07950 


(thyroglobulin) 
the  natural  for  precision 


Proloid  (thyroglobulin) 

Description:  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  sodium  levothyroxine  (T4)  and 
sodium  liothyronine  (T3).  Proloid  (thyroglobu- 
lin) conforms  to  the  primary  USP  specifica- 
tions for  desiccated  thyroid  — for  iodine  based 
on  chemical  assay  — and  is  also  biologically 
assayed  and  standardized  in  animals. 
Chromatographic  analysis  to  standardize  the 
sodium  levothyroxine  and  sodium  liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglobu- 
lin) is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications:  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade 
quate  endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  ther- 
apy will  be  effective  only  in  manifestations  of 
hypothyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyroglob- 
ulin) may  be  tried  therapeutically,  in  non- 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication:  Thyroid  preparations  are 

contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings:  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de 
mands  careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the 
adrenal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid,  and  dosage  should  be  started  at  a 
very  low  level  and  increased  gradually. 
Precaution:  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions:  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration:  Optimal  dosage  is 
usually  determined  by  the  patient’s  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
1 3 ’ I resin  sponge  uptake,  T3  > 3 > I red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5  8 meg/ 100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Instructions  for  Use:  The  following  conversion 
table  lists  the  approximate  equivalents  of 
other  thyroid  preparations  to  Proloid  (thyro- 
globulin) when  changing  medication  from  des- 
iccated thyroid,  T4  (sodium  levothyroxine),  T3 
(sodium  liothyronine),  or  T4/T3  (liotrix). 


Dose  of 
Proloid 

(thyroglobulin) 

Dose  of 
desiccated 
thyroid 

Dose  of  T4 
(sodium  levo- 
thyroxine) 

Dose  of  T3 
(sodium  lio 
thyronine) 

Dose  of  liotrix 

(U/t3) 

1 grain 

1 grain 

0.1  mg 

25  meg 

itl  (60  meg/ 
15  meg) 

2 grains 

2 grains 

0.2  mg 

50  meg 

it 2 (120  meg/ 
30  meg) 

3 grains 

3 grains 

0.3  mg 

75  meg 

tt2  (180  meg/ 

4 grains 

4 grains 

0.4  mg 

100  meg 

45  meg) 

5 grains 

5 grains 

0.5  mg 

125  meg 

In  changing  from  Thyroid  USP  to  Proloid  (thy- 
roglobulin), substitute  the  equivalent  dose  of 
Proloid  (thyroglobulin).  Each  patient  may  still 
require  fine  adjustment  of  dosage  because  the 
equivalents  are  only  estimates. 

Overdosage  Symptoms:  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with 
unusual  bowel  motility.  Angina  pectoris  or 
congestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  nyper- 
thyroidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied:  Vi  grain;  Vj>  grain;  scored  1 
grain;  IV2  grain;  3 grain;  and  scored  5 grain 
tablets,  in  bottles  of  100  & 1000;  and  scored 
2 grain  tablets  in  bottles  of  100. 
Warner-Chilcott,  Morris  Plains,  N.  J.  07950 


New  Ohio  State  Building 
Named  for  Former  Dean 

The  Ohio  State  University  building  now  un- 
der construction  in  its  Medical  Center  area  at 
1580  Cannon  Drive  will  carry  the  name  of  ‘"Eu- 
gene F.  McCampbell  Hall.” 

The  university’s  Board  of  Trustees  on  March 
5 approved  a recommendation  from  Dr.  Richard 
L.  Meiling,  vice-president  for  medical  affairs,  to 
name  the  building  in  honor  of  the  late  Dr.  Mc- 
Campbell, second  dean  of  the  College  of  Medicine. 

Dr.  McCampbell  held  the  deanship  from 
1917-27  and  was  responsible  for  the  reorganization 
of  the  College  of  Medicine  from  a proprietary 
school  of  medicine  into  an  academic  college  as 
a part  of  the  university. 

The  University  Center  for  Mental  Retarda- 
tion, to  be  located  in  the  building,  will  be  identi- 
fied as  the  “Herschel  Nisonger  Center  for  Mental 
Retardation.” 

Dr.  Nisonger’s  41  years  as  a faculty  member 
and  administrator  included  sendee  as  director  of 
the  former  Bureau  of  Special  and  Adult  Educa- 
tion and  the  Bureau  of  Educational  Research  and 
Service  in  the  College  of  Education.  A former 
president  of  the  American  Association  on  Mental 
Deficiency,  he  died  in  1969. 

Completion  of  the  building  is  expected  in 
June,  1972.  The  sti'ucture  will  provide  facilities 
for  the  education  of  personnel  in  the  fields  of  edu- 
cation, social  studies  and  medicine  in  the  care 
and  management  of  the  mentally  retarded.  It  also 
will  provide  programs  for  mentally  retarded  indi- 
viduals and  their  families. 


Ohio  Medical  Golfers 
Schedule  June  Tournament 

The  Ohio  State  Medical  Golf  Association  will 
hold  its  annual  tournament  and  awards  dinner 
on  Friday,  June  18  at  the  Westbrook  Country 
Club,  Mansfield. 

This  will  be  an  18-hole  event  with  cups  going 
to  the  low  gross  player  and  low  net,  as  well  as 
to  lows  in  the  different  age  categories.  Door  prizes 
also  will  be  given. 

This  is  a morning  and  afternoon  affair  on 
the  course,  with  lunch  and  dinner  served  at  the 
club. 

Any  member  of  the  Ohio  State  Medical  As- 
sociation is  eligible  to  play  in  this  tournament, 
regardless  of  whether  or  not  he  has  participated 
before.  Interested  physicians  are  invited  to  con- 
tact C.  J.  Shamess,  M.D.,  74  Wood  Street,  Mans- 
field 44903;  phone  (419)  524-1962. 
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Highlights  in  Ohio  Welfare 

Innovations  in  Welfare  Under  Current  Administration; 
Future  Plans  for  Medical-Health  Programs  Outlined 

By  John  E.  Hansan,  Director 
( )hio  Department  of  Public  Welfare 


/^VNE  OF  THE  ADVANTAGES  of  being  a 
'^-''part  of  a new  state  administration  is  the  op- 
portunity to  make  necessary  changes  and  to  start 
anew.  Since  becoming  Director  of  the  Ohio  De- 
partment of  Public  Welfare,  I have  had  the  op- 
portunity to  initiate  several  changes  which  have 
affected  the  medical  profession  in  Ohio.  These 
include: 

1—  Making  the  Bureau  of  Crippled  Children’s 
Services  a part  of  the  Division  of  Medical  As- 
sistance. This  was  done  to  insure  the  same  quality 
of  care  for  all  children  for  which  the  Bureau  is 
now  responsible.  The  Bureau  has  started  planning 
to  implement  the  Medically  Needy  Program. 

2 —  Arranging  with  the  U.S.  Department  of 
Health,  Education,  and  Welfare  to  work  with  the 
Department  on  an  information  and  management 
system  to  improve  billing,  payments,  and  surveil- 
lance. 

3 —  Adding  medical  consultants  to  the  De- 
partment’s staff  to  improve  the  quality  of  health 


Highlights  in  Ohio  Welfare  is  a regular  feature  of 
The  Journal  and  is  conducted  to  give  readers 
information  about  the  organization  and  ac- 
tivities of  the  Ohio  Department  of  Public  Wel- 
fare and  related  programs  in  Ohio.  Material  for 
the  column  is  contributed  by  personnel  of  the  Wel- 
fare Department. 


care  given  public  assistance  recipients. 

4 — Applying  for  funds  from  the  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare  for  a 
study  of  health  maintenance  organizations. 

But  the  most  important  change  in  all  is 
represented  in  Governor  Gilligan’s  budget  for  the 
1972-1973  biennium.  Essentially,  there  are  four 
major  thrusts  to  the  Governor’s  welfare  budget. 
They  are: 

1 —  Relieving  all  88  counties  of  their  share  of 
public  assistance  costs  (Aid  for  Aged,  Aid  for 
Blind,  Aid  for  Disabled,  Aid  for  Dependent  Chil- 
dren, and  General  Relief). 

2 —  Increasing  grants  in  all  public  assistance 
categories  to  the  “standard  of  health  and  decency” 
as  required  by  Ohio  law. 

3 —  Initiating  a state  contribution  toward  the 
financing  of  children’s  services  to  help  Ohio’s 
88  counties  provide  better  services  at  less  cost  to 
county  taxpayers. 

4 —  Extend  medical  assistance  to  an  estimated 
400,000  needy  persons  who,  though  not  on  welfare, 
are  unable  to  pay  for  their  medical  care  because 
of  their  low  incomes. 

It  will  be  possible  for  Ohio  to  accomplish 
these  four  goals,  including  the  extension  of  Medi- 

(Continued  on  Page  427) 
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Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


The  automatic 


transition* 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.2 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4to  T3at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3— T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID, IN  THESE  STRENGTHS. 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1 mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 
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As  your  hypothyroid 
patients  travel 
along  the  smooth 
road,  let  us  be 
of  service  in  these 
4 specific  ways: 


(free  film  and 

BOOK  ON  HYPO- 
THYROIDISM: In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency- 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


3 TO  START 

THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 
0.05mg.(white);0.1  mg. (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


4 SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also  j 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further 
information. 


TepanilTen-ta 

■ (continuous  release  form) 

(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no  3,001.910 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Medically  Needy  Appropriations 


Fiscal  Year  1972 

Fiscal  Year  1973 

State  funds 
Federal  funds 

$ 29,614,420* 
34,278,612* 

$ 81,113,189 
93,888,272 

Total  funds 

Estimated  recipients 

Average  amount  available  per  recipient 

$ 63,893,032* 
200,000* 
$ 319.47* 

$ 175,001,461 
410,000 
$ 426.83 

^Medically  Needy  Program  proposed  to  start  January  1,  19  72,  instead  of  July  1, 
biennium,  to  give  the  Ohio  Department  of  Public  Welfare  time  to  prepare 

1971,  the 
for  it. 

start  of  the  1972-73 

Continued  from  Page  ( 420 ) 
caid,  because  Governor  Gilligan’s  budget  takes  the 
maximum  advantage  of  federal  laws  for  financing. 

An  example  of  increased  federal  funding  of 
Ohio  welfare  programs  can  be  found  in  the  budget 
for  the  first  year  of  the  biennium,  fiscal  1972. 

Federal  funds  flowing  into  Ohio  that  fiscal 
year  will  amount  to  $396  million.  That  is  $151 
million  more  than  would  have  been  available  to 
the  state  under  the  continuation  budget  of  the 
Rhodes  Administration. 

These  increased  federal  dollars  will  make 
it  possible  for  Ohio  to  institute  a medically  needy 
program.  It  is  hoped  that  this  program  will 
have  far  reaching  effects  on  all  of  Ohio’s  10.7 
million  citizens. 

One  of  the  benefits  will  be  that  those  who 
receive  health  care  under  the  program  will  be  in 
better  physical  condition.  This  would  mean  they 
would  be  better  able  to  work  and  there  would 
be  less  chance  of  them  having  to  rely  on  public 
assistance. 


Another  benefit  would  be  that  many  of  the 
hospital  and  nursing  home  bills  incurred  by  the 
medically  needy  would  be  paid.  This  would  help 
prevent  a rash  of  hospital  and  nursing  home  clos- 
ings and/or  a cutback  in  services  to  all  Ohioans. 

It  is  also  expected  that  hospitals  and  nursing 
homes  will  not  find  it  necessary  to  pass  along  the 
cost  of  caring  for  the  medically  needy  in  the  form 
of  higher  charges  which,  in  turn,  increase  pre- 
miums for  Blue  Cross  and  other  health  care  in- 
surance programs. 

The  third  benefit  to  be  derived  from  the 
medically  needy  program  would  be  the  shifting  of 
about  half  the  cost  of  General  Relief  (or  that 
portion  which  pays  for  health  care)  to  the 
federal  government.  Currently  General  Relief  is 
funded  by  the  state  and  the  counties. 

It  is  expected  that  the  initial  use  of  medically 
needy  funds  would  include  some  hospital  and  nurs- 
ing home  costs,  physician  services  in  those  insti- 
tutions, clinic  treatment,  laboratory’  work  and 
radiology. 


tlcie  Wendt-Bristol  co. 

MANY  LOCATIONS  TO  SERVE  YOU 

OFFICE  AND  SHOW  ROOM  1159  DUBLIN  ROAD  COLUMBUS,  OHIO  43212 
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Now 
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Cordran  Tape 

FlurandrenolideTape  « *9.  Pe,  sq  cm.> 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Physicians'  Opinions  Concerning  Their  Access 
to  the  Latest  Developments  in  Health  Care 


William  A.  Townsend,  M.D., 


HPHE  DEVELOPMENT  of  the  Regional  Medi- 
cal  Program,  under  Public  Law  89-239,  re- 
flected a national  concern  that  physicians  in  this 
country  were  not  making  available  to  their  pa- 
tients the  most  recent  advances  in  medical  care 
for  victims  of  heart  disease,  cancer,  stroke,  and  re- 
lated diseases.  Section  900  of  this  law  stated 
that  one  of  the  major  purposes  of  the  law  was  “To 
afford  to  the  medical  profession  . . . the  opportu- 
nity of  making  available  to  their  patients  the  latest 
advances  in  the  treatment  of  these  diseases.” 

Assuming  that  physicians  may  be  failing  to 
make  the  latest  advances  in  medical  care  available 
to  their  patients,  one  possible  reason  for  such 
failure  might  be  that  these  advances  are  not  readi- 
ly accessible  to  the  physicians  themselves.  The 
study  of  physicians’  access  to  new  developments 
in  health  care  might,  therefore,  give  promise  of 
identifying  areas  where  needs  for  improvement  are 
greatest,  as  well  as  identifying  professional  groups 
most  likely  to  participate  in  programs  of  improved 
access. 

This  survey  was  undertaken  in  an  effort  to 
assess  the  physicians’  own  views  on  their  access 
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to  new  developments  in  health  care  and  the  im- 
portance of  such  access.  The  survey  questions  to 
be  discussed  in  this  paper  were  based  on  the 
hypothesis  that  participation  could  be  anticipated 
if  the  physician  held  the  following  two  opinions: 
(1)  he  felt  his  access  was  limited;  and  (2)  he  felt 
access  was  important  in  order  to  provide  appropri- 
ate care.  The  opinion  that  access  was  limited,  in 
itself,  may  not  be  sufficient  to  motivate  participa- 
tion because  the  concept  of  limited  access  is  some- 
what ambiguous.  Limited  access  may  simply  imply 
a physician  lacks  access  to  all  of  the  latest  de- 
velopments in  health  care.  Such  a lack  of  total 
access  or  availability  may  not  be  considered  im- 
portant because  medicine  is  highly  specialized  and 
no  physician  expects  to  have  full  access  to  all  re- 
sources. A physician  who  reports  this  type  of 
limited  access  may  not  consider  the  limitations 
important  in  the  sense  that  they  adversely  affect 
his  ability  to  provide  good  patient  care.  On  the 
other  hand,  limited  access  may  imply  a lack  of 
access  to  those  resources  a physician  needs  to  pro- 
vide adequate  health  care  within  his  scope  of 
competency  and  professional  responsibility.  This 
second  type  of  limited  access  would  be  of  major 
importance  to  those  physicians  involved;  and, 
therefore,  physicians  holding  the  opinions  that 
their  access  was  limited  and  that  such  limitations 
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were  highly  important  to  their  practices  would  be 
most  likely  to  participate  in  access  improvement 
programs. 

Participation  in  new  programs  would  also 
depend  upon  dte  extent  to  which  physicians  felt 
the  programs  would  actually  improve  access  and 
the  quality  of  health  care.  Questions  concerning 
these  opinions  were  part  of  the  study. 

An  additional  question  considered  in  pre- 
dicting participation  was  the  degree  of  change 
physicians  anticipated  from  the  new  programs. 
Physicians  who  anticipated  little  or  no  change  in 
basic  methods  of  practice  might  be  less  willing  to 
participate  if  they  found  a given  program  actually 
involved  considerable  change. 

Methods 

From  July  through  December,  1969,  ques- 
tionnaires were  delivered  in  person  or  through 
the  mail  to  522  physicians  in  a metropolitan  Ohio 
area  and  in  a rural  and  semi-urban  Ohio  area. 
The  questionnaires  were  self-administered  and 
covered  a number  of  physician  categories  and  sub- 
ject areas. 

The  questionnaire  was  administered  to  nine 
physician  categories  in  the  two  types  of  Ohio  areas. 
The  nine  categories  were: 

(1)  Metropolitan  area  physicians 

(a)  General  practitioners 

(1)  M.D. 

(2)  D.O. 

(b)  Nonteaching  specialists 

(1)  M.D. 

(2)  D.O. 

(c)  Teaching  physicians 

(1)  Full  and  associate  professors 

(2)  Lower  rank  teachers 

(2)  Rural  and  semi-urban  area  physicians 

(a)  General  practitioners 

(b)  Specialists 

(c)  Group  practice  clinic  physicians 

The  number  of  physicians  in  each  category' 
may  be  found  in  Table  1. 

The  metropolitan  physicians,  with  the  excep- 
tion of  full  and  associate  professors,  were  identified 
from  the  local  1969  telephone  directory  with  the 
assistance  of  random  number  tables.  The  full  and 
associate  professors  were  identified  by  use  of  a 
university  medical  school  faculty  directory.  All 
full  and  associate  professors  (geographic  full  time) 
were  selected  for  interview.  The  rural  and  semi- 
urban  area  physicians  were  identified  from  lists 
provided  by  a regional  planning  foundation.  All 
physicians  from  nine  adjoining  communities  in 
the  rural  and  semi-urban  area  were  selected  for 
interview.  These  communities  were  located  in  an 
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area  of  relatively  low  income  and  low  population 
density. 

The  two  major  questions  to  be  analyzed  in 
this  study  were  involved  with  the  availability  and 
importance  of  access.  The  wording  of  these  ques- 
tions was  as  follows : 

“This  questionnaire  is  designed  to  learn 
how  you  feel  about  the  practicing  physician's 
access  to  the  latest  developments  in  health 
care.  Since  the  questions  have  no  right  or 
wrong  answers,  please  feel  free  to  state  ex- 
actly what  you  think. 

“1.  Your  access  to  the  following  means  is  very 
good,  good,  fair,  poor,  or  very  poor: 

(a)  medical  literature; 

(b)  up-to-date  care  facilities; 

(c)  up-to-date  diagnostic  facilities; 

(d)  referral  resources;  and 

(e)  consultant  resources. 

“2.  For  the  following  types  of  physicians  the 
importance  of  access  to  the  latest  develop- 
ments is  very  high,  high,  moderate,  low, 
or  very  low: 

(a)  internists; 

(b)  surgeons; 

(c)  pediatricians; 

(d)  psychiatrists; 

(e)  rural  general  practitioners; 

(f)  urban  general  practitioners; 

(g)  teaching  physicians;  and 

(h)  group  practice  physicians.” 

Three  additional  questions  were  asked  to  de- 
termine the  extent  to  which  physicians  felt  pro- 
grams would  actually  improve  their  access,  im- 
prove the  quality  of  health  care,  and  bring  about 
changes  in  the  patient  care  system.  The  questions 
were : 

“1.  Would  more  coordination  between  practic- 
ing physicians  and  various  medical  insti- 
tutions which  serve  your  area  cause  your 
access  to  the  latest  developments  to  be 
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much  better,  better,  no  different,  worse, 
or  much  worse? 

“2.  If  the  latest  developments  in  health  care 
were  accessible  to  the  practicing  physician, 
do  you  feel  the  quality  of  care  would  be- 
come much  better,  better,  no  change, 
worse,  or  much  worse? 

“3.  Would  efforts  to  increase  coordination  of 
health  care  agencies  and  practicing  physi- 
cians change  our  basic  system  of  patient 
care  to  an  insignificant,  small,  moderate, 
large,  or  very  large  degree?” 

The  respondent  checked  the  appropriate  de- 
gree of  availability,  importance,  or  change  for 
each  of  the  items  in  the  five  questions  listed  above. 

Results 

The  response  varied  from  73  percent  to  82 
percent  (see  Table  1).  The  proportion  of  the 
universes  sampled  in  each  category  varied  from 
27  percent  to  100  percent.  After  the  names  of 
physicians  who  had  died,  retired,  or  moved  from 
the  area  were  subtracted  from  the  original  sample 
of  522,  a sample  of  475  remained.  The  names  of 
seven  full  and  associate  professors  were  removed 
also  because  these  physicians  felt  their  work  did 
not  acquaint  them  with  access  problems.  Thus,  a 
final  sample  of  468  eligible  respondents  was  sur- 
veyed. 

Table  2 summarizes  the  adequacy  of  access 
reported  by  respondents.  Clearly  rural  and  semi- 
urban  area  physicians  reported  a much  more 
limited  access  than  the  metropolitan  area  physi- 
cians. Rural  and  semi-urban  specialists  reported 


the  largest  proportion  of  limitations.  Only  36  per- 
cent reported  good  to  very  good  access  to  care 
and  diagnostic  facilities  and  to  consultants.  The 
rural  and  semi-urban  general  practitioner  reported 
the  second  greatest  proportion  of  limitations  fol- 
lowed in  frequency  of  limited  access  by  the  group 
practice  clinic  category. 

By  contrast  the  metropolitan  area  physicians 
reported  at  least  87  percent  of  respondents  had 
good  to  very  good  access  to  every  resource  listed. 

Table  3 deals  with  the  importance  which 
respondents  placed  upon  access  for  various  types 
of  physicians.  All  categories  with  the  exception  of 
the  metropolitan  general  practitioners  and  non- 
teaching specialists  had  a strong  tendency  to  re- 
port that  access  was  more  important  to  specialists 
and  teaching  physicians  than  to  general  practi- 
tioners either  urban  or  rural.  Access  was  not 
equally  important  to  all  specialists.  Access  to  the 
latest  developments  in  health  care  was  considered 
to  be  relatively  less  important  for  the  psychiatrist. 

A further  detailed  analysis  indicated  that  6 
(33  percent)  of  the  18  psychiatrists  in  the  study 
felt  that  access  to  the  latest  developments  was  of 
only  moderate  importance  to  the  psychiatrist, 
whereas  all  18  agreed  access  was  highly  important 
to  the  other  specialists.  Thus,  the  psychiatrists 
showed  the  same  tendency  as  the  nine  categories 
to  feel  that  access  was  somewhat  less  important 
for  them  than  for  other  specialists. 

The  average  number  of  no  opinion  responses 
listed  in  Table  3 tends  to  be  relatively  large  be- 
cause some  physicians,  especially  those  in  rural 
and  semi-urban  areas,  were  reluctant  to  speculate 
on  the  importance  of  access  to  physicians  outside 


Table  1.  Sample  Size  and  Response  Rates  of  the 
Selected  Physician  Categories 


Type  of  Physician 

Initial 
Number  in 
Sample 

Proportion 
of  Universe 
Sampled 

Number  of 
Eligible 

Respondents1 

Number  of 
Actual 
Respondents 

Percent  of 
Responding 
Eligibles 

Metropolitan 

1.  General  Practice  M.D. 

2.  Teaching  physicians 
a)  Full  and  associate 

80 

40% 

75 

57 

76% 

professor 

119 

100% 

105 

75 

73% 

b)  Lower  rank  teachers 
3.  Nonteaching  M.D. 

109 

27% 

101 

75 

74% 

specialist 

4.  Doctors  of  Osteopathy 

32 

27% 

30 

22 

73% 

a)  General  practice 

b)  Specialists 

Rural  and  Semi-Urban  Area2 

86 

75% 

68 

38 

19 

82% 

1.  General  Practice  M.D. 

2.  Specialist  M.D. 

3.  Group  clinic  M.D. 
physicians 

60 

100% 

58 

33 

14 

81% 

36 

100% 

31 

24 

77% 

1.  Others  moved,  retired,  or  died.  In  addition,  seven  professors  were  eliminated  because  they  were  not  involved  in 
community  patient  care. 

2.  These  physicians  practiced  in  nine  adjoining  Ohio  communities. 
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of  their  own  category.  However,  within  their  own 
category  only  three  (9  percent)  of  the  rural  and 
semi-urban  general  practitioners  were  unwilling  to 
express  an  opinion  on  the  importance  of  access  for 
the  rural  general  practitioner.  Only  one  (4  per- 
cent) of  the  group  clinic  physicians  was  unwill- 
ing to  express  an  opinion  on  the  importance  of 
access  to  those  in  group  practice.  Two  (14 
percent)  of  the  rural  and  semi-urban  specialists 
failed  to  have  an  opinion  on  the  importance  of 
access  to  any  one  of  the  four  specialists  listed. 
Thus  the  no-opinion  responses  were  not  a signifi- 
cant problem  in  the  data  selected  for  stress  in  this 
study  from  Table  3. 

Table  4 focuses  attention  upon  those  phy- 
sicians who  reported  their  access  was  both  rela- 
tively limited  and  highly  important.  Such  phy- 
sicians were  selected  because  they  were  assumed 
to  be  the  most  motivated  to  participate  in  pro- 
grams to  improve  their  access.  Table  2 was  thought 
to  include  many  physicians  who  felt  their  access 
may  be  limited  in  a sense  but  that  such  limitations 
were  not  important  in  their  practices. 

The  proportions  listed  in  Tables  2 and  4 for 
the  metropolitan  area  categories  showed  slight 
differences  because  such  a large  proportion  felt 
their  access  was  already  good  to  very  good.  The 
adjustment  did  have  a slight  effect  on  the  D.O. 
general  practitioner  because  several  who  had  re- 
ported their  access  was  only  fair  to  poor  also 
reported  that  access  was  not  highly  important  to 
urban  general  practitioners. 

The  greatest  differences  between  Tables  2 
and  4 were  found  among  the  rural  and  semi- 
urban  general  practitioners.  The  proportions  in 
Table  4 were  about  one-third  less  than  those  in 
Table  2 which  indicated  that  many  of  these  gen- 


eral practitioners  felt  that  their  limited  access  was 
not  highly  important  to  their  practice.  The  rural 
and  semi-urban  specialists  in  Table  4,  however, 
now  stood  out  more  strongly  in  contrast  as  a cate- 
gory in  which  a large  proportion  felt  their  access 
was  both  limited  and  highly  important. 

The  no  opinions  were  of  negligible  signifi- 
cance in  Table  4 because  very  few  respondents 
who  reported  their  access  as  fair  to  poor  failed  to 
indicate  the  importance  access  had  for  physicians 
like  themselves. 

Table  5 confirms  the  impressions  of  Tables 
2 to  4 that  the  rural  and  semi-urban  specialist 
would  be  the  most  willing  to  participate  in  pro- 
grams designed  to  improve  his  access.  Eighty-six 
percent  felt  that  such  programs  could  improve 
their  access  and  100  percent  felt  that  improved 
access  would  lead  to  a higher  quality  of  care.  Most 
of  these  physicians  anticipated  that  improvement 
in  access  would  also  lead  to  at  least  moderate 
changes  in  their  system  of  providing  care. 

The  group  clinic  physicians  were  also  quite 
optimistic  about  the  outcome  of  programs  to  im- 
prove access  and  they  also  anticipated  consider- 
able change  in  the  system.  The  rural  and  semi- 
urban  general  practitioner  was  almost  as  optimistic 
as  the  group  clinic  physicians  but  he  anticipated 
much  less  change  in  the  system  of  providing  care 
than  either  of  the  other  two  rural  and  semi-urban 
categories. 

Since  the  full  and  associate  professors  already 
had  relatively  superior  access,  it  was  not  surprising 
that  they  felt  programs  to  improve  their  access 
would  not  be  too  effective. 

A large  proportion  of  the  metropolitan  area 
physicians  were  of  the  opinion  that  if  access  were 
improved  the  quality  of  care  provided  would  be 


Table  2.  Opinions  of  Physicians  Concerning  Their  Own  Access 
to  Health  Care  Resources 
% Reporting  Access  to  be  Fair  to  Very  Poor1 


Metropolitan  Area  Physicians 


Rural  and  Semi-Urban  Area 


Physicians 

Type  of 

General 

Nonteaching 

Teaching 

Group 

Resource 

Practitioner 

Specialist 

Physician 

Solo 

Practice 

Practice 

M.D. 

D.O. 

M.D. 

D.O. 

Upper2 

Lower 

G.P. 

Specialist 

Rank 

Rank 

Literature 

0 

3 

0 

0 

3 

3 

22 

14 

17 

Care  facil. 

9 

10 

5 

5 

12 

5 

39 

64 

25 

Diagnostic 

facil. 

4 

5 

0 

5 

8 

4 

38 

64 

21 

Referral 

7 

13 

5 

5 

7 

5 

20 

36 

17 

Consultant 

2 

0 

10 

5 

5 

7 

23 

64 

8 

% No  opinion 

0 

0 

0 

0 

1 

0 

5 

0 

0 

(N) 

57 

38 

22 

19 

75 

75 

33 

14 

24 

1 . Five  degrees 

of  access 

were  measured: 

very  good, 

good,  fair, 

poor,  very 

poor. 

2.  Upper  rank 

included 

full  and 

associate 

■ professors. 

Other  teaching  physicians  were  grouped  in 

the  lower  : 

category. 
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Table  3.  Opinions  of  Physicians  Concerning  the 
Importance  of  Access  to  Various 
Categories  of  Physicians 

% Reporting  Importance  to  be  Moderate  or  Less1 


Categories  of  Physicians  Giving  Opinions 
Metropolitan  Area  Physicians  Rural  and  Semi-Urban  Area 


Physicians 

Category  of 

General 

Non 

teaching 

leaching 

Group 

Physician 

Practitioner 

Specialist 

Physician 

Solo 

Practice 

Practice 

Reported  Llpon 

M.D. 

D.O. 

M.D. 

D.O. 

Upper 

Lower 

G.P. 

Specialist 

Rank 

Rank 

Specialist2 

4 

7 

1 

5 

8 

5 

16 

93 

5 

Psychiatrist 

18 

24 

14 

26 

33 

31 

28 

22 

40 

Teaching 

6 

6 

0 

0 

1 

5 

8 

10 

0 

Urban  G.P. 

7 

33 

10 

26 

34 

26 

23 

30 

38 

Rural  G.P. 

33 

50 

14 

42 

46 

38 

303 

36 

57 

Group  practice 

13 

21 

10 

5 

12 

10 

20 

20 

03 

Average  % No 

opinion 

9 

8 

4 

0 

7 

4 

20 

25 

12 

(N) 

57 

38 

22 

19 

75 

75 

33 

14 

24 

1.  Five  degrees  of 

importance  were 

measured 

: very  high. 

high,  moderate,  low, 

very  low 

2.  Four  categories  of  specialists  were  used:  internists,  surgeons,  pediatricians,  and  psychiatrists.  The  response  con- 
cerning the  first  three  was  so  similar  they  were  combined  into  a single  specialist  category  in  this  table. 

3.  The  percentages  of  no  opinions  in  these  critical  categories  were:  G.P.  (9%),  specialist  (14%),  and  group  practice 
(4%). 


Table  4.  Opinions  of  Physicians  Concerning  Their  Access 
Limitations  and  the  Importance  Placed 
Upon  Such  Limitations 
% Reporting  Access  as  Fair  to  Poor  and  the 
Importance  of  Access  as  High  to  Very  High 


Type  of 
Resource 

Metropolitan  Area  Physicians 
General  Nonteaching  Teaching 

Practitioner  Specialist  Physician 

M.D.'  D.O.1  M.D.2  D.O.2  Upper3  Lower3 

Rank  Rank 

Rural  and  Semi-Urban  Area 
Physicians 
Solo  Practice 

G.P.4  Specialist2  Group 

Practice5 

Literature 

0 

0 

0 

0 

3 

3 

16 

14 

17 

Care  facil. 

9 

5 

5 

5 

12 

4 

26 

57 

25 

Diag.  facil. 

4 

0 

0 

5 

8 

3 

25 

57 

17 

Referral 

7 

8 

5 

5 

7 

4 

13 

36 

17 

Consultant 

2 

0 

10 

5 

4 

5 

13 

57 

8 

% No  opinion 

0 

0 

0 

0 

1 

0 

5 

0 

0 

(N) 

57 

38 

22 

19 

75 

75 

33 

14 

24 

1.  % of  G.P.’s  reporting  their  access  as  fair  to  poor  and  the  importance  of  access  to  urban  general  practitioners  as 
high  to  very  high. 

2.  % of  specialists  reporting  their  access  as  fair  to  poor  and  the  importance  of  access  to  specialists  as  high  to  very 

high. 

3.  % of  teaching  physicians  reporting  their  access  as  fair  to  poor  and  the  importance  of  access  to  teaching  physi- 
cians as  high  to  very  high. 

4.  % of  G.P.’s  reporting  their  access  as  fair  to  poor  and  the  importance  of  access  to  rural  G.P.’s  as  high  to  very 

high. 

5.  % of  group  practice  physicians  reporting  their  access  as  fair  to  poor  and  the  importance  of  access  to  group 
physicians  (or  specialists)  as  high  to  very  high. 


better;  but  from  30  percent  to  56  percent  antici- 
pated that  improved  access  would  have  little  or 
no  effect  on  the  system  of  delivering  care. 

Discussion 

Tables  2 and  4 indicated  that  physicians  from 
the  rural  and  semi-urban  area  reported  many 


more  limitations  of  access  in  their  practices  than 
did  the  metropolitan  area  physicians.  Because  of 
these  major  differences  the  two  areas  will  be  dis- 
cussed separately. 

Metropolitan  Area  Physicians 

The  results  of  the  survey  indicated  that 
metropolitan  area  physicians  were  generally  quite 
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satisfied  with  their  access  to  the  latest  develop- 
ments in  health  care.  In  general,  well  over  90 
percent  felt  their  access  to  the  literature,  care  and 
diagnostic  facilities,  and  referral  and  consultant 
resources  was  good  to  very  good  (Tables  2 and 

4). 

Since  access  was  good  in  such  a large  pro- 
portion of  cases,  the  importance  these  physicians 
attached  to  access  tended  to  be  an  academic 
question. 

In  spite  of  the  general  opinion  that  access  was 
adequate,  many  metropolitan  area  physicians  felt 
their  access  could  be  made  better  and  that  im- 
proved access  would  lead  to  a better  quality  of 
health  care  (Table  5).  Only  one  physician  in  the 
entire  sample  of  358  respondents  reported  that 
programs  designed  to  improve  access  would  actual- 
ly make  access  worse  and  only  three  felt  that  over- 
all quality  of  patient  care  would  be  made  worse. 

However,  these  opinions  tended  to  be  based 
on  the  assumption  that  the  system  of  patient  care 
would  undergo  no  major  changes.  The  possibility 
should  be  considered  that  a much  larger  propor- 
tion of  metropolitan  area  physicians  would  be 
negative  toward  access  improvement  programs  if 
major  changes  in  the  patient  care  system  were 
anticipated. 

The  overall  impression  left  by  the  data  was 
that  metropolitan  area  physicians  would  not  be 
likely  to  participate  actively  in  programs  designed 
to  improve  their  access  to  the  latest  developments 
in  health  care.  The  basic  reason  for  the  lack  of 


participation  would  be  that  their  access  was  al- 
ready felt  to  be  adequate.  But,  at  the  same  time, 
one  would  not  expect  the  metropolitan  area  phy- 
sicians to  object  to  programs  designed  to  improve 
their  access  as  long  as  the  system  of  patient  care 
was  not  changed  greatly. 

Rural  and  Semi-Urban  Area  Physicians 

In  contrast  to  the  metropolitan  area  physi- 
cians, the  rural  and  semi-urban  area  physicians 
frequently  felt  their  access  was  limited.  This  was 
especially  true  of  the  specialists  in  solo  practice 
(Table  2).  In  addition,  the  specialist  felt  that 
access  was  highly  important  to  physicians  such  as 
himself  (Table  3).  Fifty-seven  percent  felt  their 
access  to  care,  diagnostic,  and  consultant  facilities 
was  not  only  limited  but  also  highly  important  to 
specialists  for  providing  adequate  care  (Table  4). 
There  was  no  solo  practice  psychiatrist  in  this 
area  so  the  feeling  that  access  was  less  important 
for  psychiatrists  would  not  influence  participation. 

Furthermore,  these  specialists  were  especially 
opdmistic  about  the  probable  success  of  programs 
to  improve  their  access  and  the  quality  of  patient 
care.  Finally,  85  percent  anticipated  at  least  a 
moderate  change  in  the  patient  care  system  as  a 
result  of  such  programs.  This  would  seem  to  sug- 
gest that  a concern  about  the  degree  of  change  in 
the  patient  care  system  was  relatively  weak  in 
this  group. 

The  data  clearly  indicated  that  these  solo 
practice  specialists  would  be  the  most  likely  to 


Table  5.  Anticipated  Effects  of  Programs  Designed  to 
Improve  Physician  Access  to  the  Latest 
Developments  in  Health  Care 
% of  Respondents 


Number 

of  Metropolitan  Area  Physicians  Rural  and  Semi-Urban  Area 

Question3  Answer  General  Nonteaching  Teaching  Physicians 

(See  Reported1’  Practitioner  Specialist  Physician  Solo  Practice  Group 

wording  M.D.  D.O.  M.D.  D.O.  Upper  Lower  G.P.  Specialist  Practice 

below ) Rank  Rank 


1.  Would 

Access  would  be 

programs  no  different  or 

44 

19 

29 

improve 

worse 

access  ? 

No  opinion 

(4) 

(3) 

(2) 

2.  Would 

Overall  quality 

programs  no  change  or 

24 

5 

29 

improve 
quality  ? 

worse 

No  opinion 

(4) 

(0) 

(2) 

3.  Would 

System  change 

programs  small  to  insig- 

56 

30 

43 

change 

nificant 

system 
of  care? 

No  opinion 

(12) 

(3) 

(3) 

10 

56 

39 

26 

14 

25 

(0) 

(4) 

(2) 

(6) 

(0) 

(0) 

5 

14 

22 

19 

0 

12 

(0) 

(1) 

(2) 

(3) 

(0) 

(0) 

32 

36 

42 

42 

15 

17 

(0) 

(3) 

(3) 

(6) 

(7) 

(0) 

a.  Complete  wording  of  the  three  questions  may  be  found  under  Methods. 

b.  In  entire  sample  of  358,  one  reported  his  access  would  be  worse  and  three  reported  quality  of  care  would  be 
worse. 
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participate  in  programs  designed  to  improve  their 
access. 

The  rural  and  semi-urban  general  practitioner 
reported  the  second  largest  proportion  of  physi- 
cians with  limited  access.  However,  the  general 
practitioner  as  well  as  other  categories  of  physi- 
cians felt  that  access  was  relatively  unimportant 
to  the  general  practitioners  serving  rural  areas.  As 
a result,  many  of  the  rural  and  semi-urban  general 
practitioners  felt  that  although  their  access  was 
limited,  such  limitations  were  not  highly  important. 
When  both  adequacy  and  importance  were  jointly 
considered  (see  Table  4),  one  would  anticipate 
that  a much  smaller  proportion  of  general  prac- 
titioners than  specialists  would  participate  in  access 
improvement  programs. 

In  addition,  the  general  practitioner  reported 
less  optimism  than  his  specialist  colleagues  in  the 
potential  effectiveness  of  access  improvement  pro- 
grams and  their  ability  to  improve  quality.  Forty- 
two  percent  were  of  the  opinion  that  such  pro- 
grams would  result  in  little  or  no  change  in  their 
patient  care  methods.  Therefore,  the  data  in 
Tables  4 and  5 reinforced  the  concept  that  the 
rural  and  semi-urban  general  practitioner  would 
be  less  likely  to  participate  in  access  improvement 
programs  than  his  neighboring  solo  practice  spe- 
cialists. On  the  other  hand,  he  would  be  consider- 
ably more  likely  to  participate  than  would  his 
metropolitan  area  colleagues. 

The  third  most  likely  group  to  participate 
was  the  rural  and  semi-urban  group  clinic  physi- 
cian. From  8 percent  to  25  percent  felt  their 
access  to  various  resources  was  limited.  Nearly  all 
of  those  with  limited  access  felt  that  access  was 
highly  important  to  specialists  and  group  clinic 
physicians  such  as  themselves  (Table  5).  A large 
proportion  felt  that  programs  to  improve  their 
access  would  be  successful,  improve  quality,  and 
change  the  system  of  patient  care  as  least  mod- 
erately. 

Since  the  number  of  solo  practice  specialists 
was  relatively  small,  the  absolute  number  of 
general  practitioners  and  group  clinic  physicians 


who  participated  would  tend  to  be  somewhat 
greater.  Therefore,  these  two  groups  should  not 
necessarily  be  given  a lower  priority  in  program 
planning.  However,  the  general  practitioner  may 
be  considerably  more  wary  of  participating  in 
programs  which  threaten  major  changes  in  the 
system  of  patient  care.  In  this  sense,  his  participa- 
tion would  be  more  problematic. 

Summary 

A survey  of  physicians  in  a metropolitan  Ohio 
area  and  in  a rural  and  semi-urban  Ohio  area 
was  carried  out  in  the  effort  to  determine  their 
degree  of  concern  with  possible  limitations  to  their 
access  to  the  latest  developments  in  health  care 
and  to  determine  their  probable  willingness  to 
participate  in  programs  to  improve  their  access. 

Physicians  in  the  rural  and  semi-urban  area 
were  found  to  be  more  likely  than  the  metropolitan 
area  physicians  to  participate  in  such  programs. 
These  physicians  frequently  reported  that  their 
access  was  limited  yet  highly  important  for  pro- 
viding adequate  care.  In  addition,  they  were 
relatively  optimistic  about  the  effectiveness  of  such 
programs  in  improving  the  quality  of  care.  The 
rural  and  semi-urban  solo  practice  specialists  were 
especially  concerned  with  their  limited  access.  The 
rural  and  semi-urban  general  practitioner  and 
group  clinic  physicians  had  a definite,  though 
lesser,  concern.  Although  a small  proportion  of 
general  practitioners  and  group  clinic  physicians 
would  tend  to  participate  as  compared  to  the 
specialists,  the  total  number  participating  would 
tend  to  be  greater  because  there  were  relatively 
few  solo  practice  specialists  in  the  areas  interview- 
ed. 

Generally,  well  over  90  percent  of  all  types 
of  physicians  in  the  metropolitan  area  felt  their 
access  was  already  good  to  very  good.  As  a result 
it  was  anticipated  these  physicians  would  be  much 
less  likely  to  participate  in  access  improvement 
programs  than  their  rural  and  semi-urban  area 
colleagues. 


PREVENTION  OF  POSTOPERATIVE  THROMBOSIS.— In  a prospec- 
tive  trial  of  preventing  deep  vein  thrombosis  electrical  stimulation  of  the 
calf  muscles  of  one  leg  was  used  in  110  patients  undergoing  major  surgery'. 
Deep  vein  thrombosis  was  detected  by  means  of  the  125I-fibrinogen  uptake 
test  in  nine  of  the  stimulated  legs  and  in  23  of  the  unstimulated  legs.  It  is 
suggested  that  this  technique,  which  is  both  simple  and  effective,  should  be 
used  on  all  patients  undergoing  major  surgery'.  N.  L.  Browse,  M.D.,  and  D. 
Negus,  D.M.,  London:  British  Medical  Journal,  3:615-618,  Sept.  12,  1970. 
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Routine  Use  of  Foley  Catheter 
in  the  Postpartum  Patient 

Robert  S.  Ellison,  M.D.,  and  Eugene  Sherman,  M.D. 


N THE  LAST  SEVERAL  YEARS  there  have 
been  many  reports  concerning  the  relationship 
between  urinary  tract  infection  and  pregnancy.1-4 
There  has  been  controversy  as  to  whether  a 
patient  is  better  served  by  an  indwelling  catheter 
or  catheterization  as  needed. 

It  has  been  obvious  to  us  that  our  patients 
delivered  with  spinal  anesthesia  are  catheterized 
postpartum  more  often  than  those  delivered  with 
local  or  pudendal  block.  No  general  anesthesia  is 
used. 

We  are  concerned  with  the  possible  hazard  of 
causing  infection  by  catheterization  and  with  the 
facts  that  the  need  for  catheterization  is  uncom- 
fortable for  the  patient  and  inconvenient  for  the 
nursing  staff. 

This  led  us  to  the  following  questions: 

(1)  Is  there  a relationship  between  post- 
partum catheterization  and  urinary 
tract  infection? 

(2)  Will  a retention  catheter,  inserted  im- 
mediately postpartum,  left  in  place  for 
eight  hours  (presuming  that  within  eight 
hours  all  effect  of  anesthesia  has  worn 
off),  reduce  that  need  for  catheteriza- 
tion? 

(3)  Is  the  retention  catheter  associated  with 
an  increase  in  urinary  tract  infection? 

(4)  Is  there  an  increase  in  significant  re- 
sidual bladder  urine  after  spinal  anes- 
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thesia,  and  will  an  indwelling  catheter 
reduce  this? 

(5)  Can  bacteriuria  be  readily  eradicated? 

In  an  attempt  to  answer  these  questions  we 
developed  the  following  study. 

Method 

(1)  One  hundred  and  twenty  (120)  con- 
secutive patients  delivered  with  spinal  anesthesia 
were  included  in  the  study.  The  exception  to  their 
being  consecutive  was  that  we  used  patients  de- 
livered between  6am  and  11pm  only.  The  reason 
for  this  was  simply  that  the  laboratory  did  not 
have  personnel  to  start  cultures  at  the  other 
hours. 

(2)  No  patient  was  catheterized  between  ad- 
mission and  delivery.  Each  patient  was  catheter- 
ized immediately  postpartum.  In  every  other 
patient,  a Foley  catheter  was  used  for  this  purpose 
and  the  catheter  was  attached  for  continuous 
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E drainage  and  remained  for  eight  hours.  Those 
patients  without  Foleys  were  catheterized  as  need- 
ed; those  with  Foleys  were  catheterized  as  needed 
after  removal  of  the  Foley. 

(3)  Each  immediate  postpartum  specimen 
was  sent  to  the  laboratory  for  culture  and  routine 
urinalysis. 

(4)  On  the  third  postpartum  day  all  patients 
were  catheterized  for  residual  urine.  This  residual 
was  measured  and  the  specimen  sent  to  the  lab- 
oratory for  culture. 

(5)  All  patients  who  had  a significantly 
positive  culture  (over  100,000  bacteria/ml)  were 
given  Macrodantin,  50  mg  four  times  a day  for 
five  days.  All  patients  treated  with  Macrodantin 
were  catheterized  ten  days  after  completing  ther- 
apy, and  this  urine  was  cultured. 

Results 

As  can  be  seen  in  Table  1,  those  patients 
without  an  indwelling  catheter  were  subjected  to 
more  catheterizations.  It  is  surprising  to  us  that 
the  Foley  catheter  did  not  seem  to  prevent  a 
significant  residual  urine  from  occurring.  The 
four  patients  who  had  a positive  culture  im- 
mediately postpartum  were  asymptomatic  during 
pregnancy.  Of  the  four  patients  with  a Foley  who 
had  a third-day  positive  culture,  one  was  catheter- 
ized after  the  Foley  was  removed.  Of  the  ten 
patients  who  had  no  Foley  and  had  a third- 
day  postpartum  positive  culture,  six  had  post- 
partum catheterizations. 

All  patients  with  positive  cultures  had  a 
negative  culture  ten  days  after  completing  the 
prescribed  course  of  Macrodantin.  Quilligan* 1 2 3 4  has 
demonstrated  that  some  postpartum  patients  with 
bacteriuria  will  become  abacteriuric  with  no 
therapy.  The  posttherapy  cultures  should  be 
viewed  in  that  light. 

Conclusions 

( 1 )  Incidence  of  significant  bacteriuria  at 
time  of  delivery  was  4 in  120. 

(2)  Continuous  drainage  of  the  bladder  by 
indwelling  catheter  for  the  first  eight  hours  post- 
partum did  not  cause  an  increase  in  urinary  tract 
infection.  In  fact,  there  was  more  urinary  tract 
infection  by  the  third  postpartum  day  in  those 
women  catheterized  as  needed. 

(3)  Continuous  drainage  of  the  bladder  in 
those  patients  delivered  with  spinal  anesthesia  re- 
sulted in  (A)  less  postpartum  catheterization:  (B) 
more  comfort  to  the  patient;  and  (C)  a reduction 
in  nursing  care  of  the  patient’s  bladder. 

(4)  The  retention  catheter,  however,  was 
not  capable  of  reducing  the  percentage  of  patients 


Table  1.  Urinary  Tract  Findings  in  120  Obstetric 
Patients  With  and  Without  Continuous  Catheterization 
for  First  Eight  Hours  Postpartum. 


Foley  Catheter 

Used  Not  Used 

(59  patients)  (61  patients) 

Characteristic  No.  % No.  % 


Needed  intermittent 
catheterization 

Residual  urine  150  ml, 

3rd  postpartum  day 

Positive  Urine  Culture 
Immediately  postpartum 
3rd  postpartum  day 
10  days  after  Rx. 


3*  5*  25 

7 12  3 

1 2 3 

4 7 10 

0 0 0 


41 


5 

16 

0 


* After  removal  of  Foley  catheter. 


with  significant  bladder  residual  urine. 

(5)  In  all  patients  with  bacteriuria,  the  urine 
was  sterile  ten  days  after  the  patients  completed 
a course  of  Macrodantin,  50  mg  four  times  a day 
for  five  days. 


Summary 

The  value  of  continuous  (first  eight  hours 
postpartum)  bladder  drainage  in  patients  de- 
livered under  spinal  anesthesia  was  compared 
to  catheterization  as  needed.  The  study  indicates 
definite  advantages  in  placement  of  an  indwelling 
catheter  in  patients  delivered  under  spinal  anes- 
thesia. Macrodantin  is  apparently  effective  in  con- 
trolling bacteriuria. 

Acknowledgement:  We  appreciate  the  cooperation  of 
Drs.  George  L.  Evans,  William  E.  Schamadan,  and 
Charles  B.  Phillips  in  permitting  their  patients  to 
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Generic  and  Trade  Name  of  Drug 

Nitrofurantoin  — Macrodantin  (Eaton  Laboratories) 
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Multiple  Aorto-Vena  Caval  Fistulae 


Report  of  a Case  Associated  with 
Rupture  of  an  Aortic  Aneurysm  into  the  Retroperitoneum 


Neil  R.  Thomford,  M.D.,  Thomas  T.  Vogel,  M.D.,  and  Jack  N.  Taylor,  M.D. 


UPTURE  into  the  inferior  vena  cava  is  a rare 
complication  of  arteriosclerotic  aneurysms  of 
the  infrarenal  aorta.  Ordinarily  a single  arterio- 
venous communication  is  present  and  development 
of  the  fistula  is  suggested  by  characteristic  cardiac 
and  circulatory  symptoms  and  signs.  This  report 
describes  a patient  in  whom  three  separate  com- 
munications between  an  aortic  aneurysm  and  the 
inferior  vena  cava  were  encountered  when  opera- 
tion was  performed  because  of  hemorrhage  from 
associated  rupture  of  the  aneurysm  into  the  retro- 
peritoneum. 

Report  of  Case 

A 60-year-old  white  man  was  admitted  to  The 
Ohio  State  University  Hospitals  on  August  29,  1969 
because  of  lower  abdominal  pain  of  48  hours’  duration. 
The  pain  began  suddenly  and  was  followed  by  an  epi- 
sode of  syncope.  He  was  admitted  to  a local  hospital 
where  he  complained  of  dizziness,  nausea,  and  persistent 
lower  abdominal  pain.  A diagnosis  of  urinary  tract 
disease  was  made,  and  he  was  transferred  to  The  Ohio 
State  University  Hospitals.  At  the  time  of  admission 
the  patient  complained  of  continuous,  dull  pain  in  the 
lower  abdomen,  nausea,  and  dizziness  when  standing 
erect.  The  patient  had  been  in  good  health  his  entire 
life. 

On  physical  examination,  the  patient  was  69  inches 
tall  and  weighed  210  pounds.  The  blood  pressure 
measured  120/60  mm  Hg,  pulse  rate  was  110  per 
minute,  and  temperature  was  98.6  F.  Abnormal  physical 
findings  were  confined  to  the  abdomen  which  was  dis- 
tended, silent,  and  tender  to  palpation.  No  masses  or 
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organs  were  palpable.  No  bruits  were  heard.  The  lower 
extremities  were  normal  with  palpable  femoral,  popliteal, 
and  pedal  pulses. 

Laboratory  data  on  admission  were  as  follows:  blood 
hemoglobin  12.3  gm  per  100  ml;  hematocrit  36  percent; 
leukocyte  count  14,800  per  cu  mm  with  a differential 
count  of  88  percent  neutrophils,  1 1 percent  lymphocytes, 
and  1 percent  eosinophil;  specific  gravity  of  urine  1.024, 
pH  5,  serum  of  sugar  0 gm,  protein  0 gram,  and 
microscopic  examination  of  sediment  was  reported  as 
normal;  blood  urea  nitrogen  (BUN)  61  mg  per  100 
ml;  serum  creatinine  5.3  mg  per  100  ml;  uric  acid  11.4 
mg  per  100  ml;  serum  sodium,  potassium,  and  chloride 
determinations  were  within  normal  limits;  and  a serologic 
test  for  syphilis  (VDRL)  was  nonreactive.  An  electro- 
cardiogram was  reported  as  showing  only  nonspecific  ST 
segment  and  T wave  changes.  Roentenograms  of  the 
chest  were  normal.  An  intravenous  urogram  showed  a 
normal  right  kidney  with  lateral  displacement  of  the 
right  ureter.  The  collecting  system  of  the  left  side  failed 
to  visualize,  and  only  a “nephrogram  effect”  was  seen. 
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A diagnosis  of  retroperitoneal  rupture  of  an  aortic, 
aneurysm  was  made. 

At  operation  an  extensive  retroperitoneal  hematoma 
was  present  as  a result  of  rupture  of  an  aneurysm  of 
the  infrarenal  aorta.  A continuous  thrill  was  noted  when 
the  proximal  portion  of  the  aneurysm  was  palpated 
during  application  of  a vascular  clamp  to  the  infrarenal 
aorta.  When  the  anterior  wall  of  the  aneurysm  was 
incised,  profuse  hemorrhage  of  venous  blood  from  the 
aneurysm  was  encountered.  An  attempt  to  control  the 
venous  hemorrhage  with  digital  pressure  within  the 
aneurysm  was  unsuccessful.  A vascular  clamp  was  used 
to  close  the  incision  in  the  anterior  wall  of  the  aneurysm 
and  temporarily  control  the  hemorrhage.  The  vena  cava 
adjacent  to  the  aneurysm  was  occluded  by  external 
pressure  with  gauze  sponges  held  in  ring  forceps  and 
the  aneurysm  was  reopened.  Three  communications 
between  the  aneurysm  and  the  inferior  vena  cava  were 
identified  (Fig.  1).  The  longitudinal  diameters  of  the 
fistulae  ranged  from  0.5  to  0.75  cm.  Each  of  the  aorto- 
caval  communications  was  closed  by  sutures  placed  from 
within  the  aneurysm.  After  endarterectomy  of  the 
aneurysm,  a 19  X 9 mm  knitted  dacron  bifurcation 
prosthesis  was  inserted.  A total  of  4,500  ml  of  blood 
was  administered  during  the  operation.  There  were  no 
identifiable  abnormalities  of  the  renal  veins  or  kidneys. 
A pulse  was  palpable  in  both  renal  arteries. 

The  patient’s  postoperative  course  was  uneventful. 
His  blood  pressure  ranged  from  140/80  mm  Hg  to 
176/90  mm  Hg.  He  was  dismissed  from  the  hospital  on 
the  13th  postoperative  day. 

Because  of  blood  pressure  measurements  ranging 
from  200/110  mm  Hg  to  240/120  mm  Hg,  the  patient 
was  readmitted  to  the  hospital  on  December  1,  1969. 
On  physical  examination  the  blood  pressure  measured 
210/130  mm  Hg,  pulse  rate  80  per  minute,  and  tem- 
perature 98.6  F.  The  remainder  of  the  physical  exami- 
nation was  essentially  unchanged  from  that  recorded 
before  his  recent  dismissal  from  the  hospital.  Ophthalmo- 
scopic examination  did  not  show  any  changes  in  the 
optic  fundi.  Laboratory  data  were  as  follows:  hemo- 
globin 12.5  gm  per  100  ml;  hematocrit  36  percent; 
leukocyte  count  7,635  per  cu  mm;  urine  specific  gravity 
1.014,  pH  7.0,  protein  0 gm,  sugar  0 gm,  and  micro- 
scopic examination  of  the  sediment  was  reported  as 
within  normal  limits;  blood  urea  nitrogen  (BUN)  18 
mg  per  100  ml;  serum  creatinine  1.4  mg  per  100  ml; 
serum  sodium,  potassium,  and  chloride  were  within 
normal  limits.  An  electrocardiogram  and  roentgeno- 
grams of  the  chest  were  reported  as  normal.  A vanil- 
lylmandelic  acid  (VMA)  determination  was  reported 
as  within  normal  limits. 

An  intravenous  urogram  was  normal  with  the  ex- 
ception of  delayed  excretion  of  dye  from  the  left  kidney. 
A cystoscopic  examination  did  not  reveal  any  abnor- 
malities. An  aortogram  showed  stenosis  of  the  left  renal 
artery  at  its  origin  with  moderate  poststenotic  dilatation 
of  the  artery.  An  attempt  to  catheterize  the  left  renal 
vein  to  obtain  a sample  of  blood  to  be  analyzed  for  renin- 
activity  was  unsuccessful.  On  December  10,  1969,  a 6 
mm  in  diameter  knitted  dacron  prosthesis  was  inserted 
between  the  main  trunk  of  the  previously  placed  aorto- 
iliac  prosthesis  and  the  midportion  of  the  left  renal 
artery.  His  postoperative  course  was  uneventful,  and  he 
was  dismissed  from  the  hospital  on  the  tenth  postopera- 
tive day.  Measurements  of  the  patient’s  blood  pressure 
after  dismissal  from  the  hospital  ranged  from  160/90 
mm  Hg  to  180/100  mm  Hg.  An  intravenous  urogram 
four  weeks  after  operation  showed  prompt  excretion  of 
dye  from  both  kidneys. 


Comment 

When  an  arteriosclerotic  aneurysm  of  the 
abdominal  aorta  ruptures,  the  site  of  hemorrhage 
is  ordinarily  the  retroperitoneum.  Less  commonly, 
the  aneurysm  perforates  into  the  peritoneal  cavity 
or  the  duodenum.  In  rare  instances  rupture  occurs 


Fig.  1.  Schematic  drawing  showing  multiple  aorto-vena 
caval  fistulae  and  rupture  of  aneurysm  into  retro- 
peritoneum. 

into  the  inferior  vena  cava  or  the  left  renal  vein.1  - 
Review  of  the  available  literature  suggests  only- 
three  cases  of  spontaneous  development  of  a fistula 
between  an  aneurysm  of  the  abdominal  aorta  and 
the  left  renal  vein  have  been  recorded.2  Perfora- 
tion into  the  vena  cava  is  more  common.  Twenty- 
six  cases  of  rupture  of  an  arteriosclerotic  aneurysm 
of  the  aorta  into  the  inferior  vena  cava  were 
identified  by  Boffi3  when  he  reviewed  the  world 
literature  up  to  1955.  Not  one  of  the  26  patients 
survived  the  complication.  However,  a subsequent 
report4  disclosed  that  Cooley,  in  1954,  successfully 
repaired  a fistula  between  an  aortic  aneurysm  and 
the  inferior  vena  cava.  The  incidence  of  this  com- 
plication is  reflected  in  a review  by  Beall  and 
colleagues  in  1963  in  which  they  described  only 
four  cases  collected  from  their  series  of  1,400 
abdominal  aortic  aneurysms  of  which  130  were 
ruptured.1  Including  their  four  patients,  they  were 
able  to  collect  a total  of  1 1 patients  in  whom 
rupture  of  an  aortic  aneurysm  into  the  vena  cava 
was  successfully  repaired. 

Perforation  of  an  aortic  aneurysm  into  the 
vena  cava  is  often  heralded  by  the  same  type  of 
back  pain  which  accompanies  rupture  of  an 
aneurysm  into  the  retroperitoneal  space.  If  suf- 
ficient time  elapses  after  rupture  into  the  vena 
cava,  characteristic  symptoms  and  physical  signs 
are  produced  by  the  arteriovenous  fistula.  Edema 
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of  the  lower  extremities,  and  in  some  instances  the 
trunk,  is  a common  presenting  complaint.  In  ad- 
dition, the  initial  back  pain  often  persists  and  may 
be  accompanied  by  symptoms  of  cardiac  and  renal 
failure.  Physical  findings  often  include  a high 
pulse  pressure,  and  the  lower  extremities  may  be 
cold,  cyanotic,  edematous,  pulseless,  and  show 
evidence  of  venous  distention.  Of  greatest  impor- 
tance, and  pathognomonic  when  present,  are  the 
abdominal  findings  of  a pulsatile  mass  together 
with  a continuous  murmur  and  thrill.  The  presence 
and  degree  of  each  of  these  symptoms  and  signs 
is  dependent  on  the  interval  of  time  between  the 
initial  rupture  and  examination,  the  size  of  the 
fistula,  and  the  degree  of  obstruction  of  the  in- 
ferior vena  cava  by  the  aneurysm.  The  apparent 
recent  development  and  the  small  size  of  the 
fistulae  in  the  present  case  probably  accounted 
for  the  absence  of  recognizable  changes  in  the 
lower  extremities  or  evidence  of  cardiac  failure. 

Surgical  correction  of  an  aorto-vena  caval 
fistula  is  urgent  since  deterioration  in  cardiac  and 
renal  function  will  be  progressive  and  may  be 
rapid.  At  operation,  improvement  in  the  patient’s 
general  condition  may  be  anticipated  as  soon  as 
the  aorta  is  clamped.  Beall  and  colleagues  have 
cautioned  against  overtransfusion  when  the  arte- 
riovenous fistula  has  resulted  in  an  expanded 
plasma  volume  and  cardiac  decompensation.1  In 
most  instances,  repair  of  the  fistula  is  best  ac- 
complished by  opening  the  aneurysm,  controlling 
the  fistula  with  digital  pressure,  and  suturing 
beneath  the  occluding  finger.  This  method  was 
unsatisfactory  in  the  case  we  have  described  since 
there  were  three  separate  communications  between 
the  aneurysm  and  the  inferior  vena  cava.  The 
right  posterolateral  wall  of  the  aneurysm  was  es- 
sentially absent.  Eiseman  and  Hughes  described 
similar  extensive  destruction  of  the  posterolateral 
wall  of  the  aneurysm  in  their  case  in  which  a 


single  fistula,  measuring  1.5  cm  in  diameter,  was 
present.5 

Only  constant  awareness  of  the  unusual  com- 
plication of  rupture  of  an  abdominal  aortic 
aneurysm  into  the  inferior  vena  cava  will  allow 
its  prompt  recognition.  It  must  be  considered 
whenever  a thrill  or  bruit  is  associated  with  an 
aneurysm  even  though  rupture  into  the  retro- 
peritoneum  is  present  as  was  true  in  the  case  we 
have  described. 

Summary 

The  development  of  an  aorto-vena  caval 
fistulae  is  a rare  complication  of  arteriosclerotic 
aneurysms  of  the  infrarenal  aorta.  The  diagnosis 
is  usually  suggested  by  classical  circulatory  and 
cardiac  symptoms  and  signs.  In  the  case  described 
in  this  report,  three  fistulae  between  an  aneurysm 
and  the  vena  cava  were  encountered  unexpectedly 
when  operation  was  performed  because  of  hem- 
orrhage from  rupture  of  the  aneurysm  into  the 
retroperitoneal  space.  Our  review  of  the  literature 
suggests  concomitant  rupture  of  an  aneurysm  into 
the  vena  cava  and  the  retroperitoneal  space  has 
not  been  reported  previously. 
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rT"'HE  ABORTION  PROBLEM.  — Until  the  mid-60s  the  50  different 
abortion  laws  in  the  United  States  w'ere  all  based  on  archaic  legislation, 
and  similar  to  that  of  New  York  State,  in  which  abortion  was  permitted  only 
to  save  the  life  of  the  mother  or  the  unborn  child  (the  latter  clause  presumably 
to  protect  physicians  performing  a Cesarean  section). 

Since  the  State  of  Colorado  led  the  way  in  1967  with  a more  liberal 
abortion  lawr  a number  of  other  states  have  revised  their  legislation  and  there 
is  pressure  on  more  to  do  so.  Contrary  to  certain  gloomy  predictions  the 
changed  law  in  Colorado  has  not  made  it  an  abortion  mecca.  It  is  likely  that 
legislative  revision  will  continue  until  abortion  becomes  a matter  between  a 
woman  and  her  doctor,  who  will  decide  when  a pregnancy  should  be  ter- 
minated. — Carl  Goldmark,  Jr.,  M.D.,  New  York  City:  World  Medical  Jour- 
nal, 17:74-77,  July- Aug.,  1970. 
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'WASCULAR  INSUFFICIENCY  resulting 
" from  fractures  of  the  upper  extremity  is  un- 
common. The  following  case  is  reported  to  call 
attention  to  the  fact  that  limb  threatening  ische- 
mia may  result  from  such  a fracture. 

Case  Report 

This  48-year-old  white  woman  was  admitted 
to  the  Milwaukee  County  General  Hospital  on 
June  27,  1969.  She  had  suffered  a severe  crushing 
injury  to  the  left  arm  when  a car  door  was  forc- 
ibly slammed  upon  it.  When  first  seen,  blood 
pressure  was  130/80  mm  Hg,  pulse  rate  110  beats 
per  minute,  respiratory  rate  22  per  minute,  tem- 
perature 98.6F.  Examination  of  the  left  arm 
showed  a 5-inch  superficial  laceration  just  above 
the  elbow  on  the  anterior  medial  surface.  Ecchy- 
mosis  was  present  over  the  anterior  medial  aspect 
of  the  left  arm.  The  arm  was  markedly  swollen 
and  an  unstable  fracture  was  obvious  at  the  mid- 
humerus level.  The  forearm  and  hand  were  cold 
and  pale  white.  There  was  no  capillary  or  venous 
filling.  No  pulses  were  palpable  distal  to  the  frac- 
ture site.  Altering  the  position  of  the  arm  did  not 
improve  circulation.  A left  brachial  arteriogram 
was  done  through  the  retrograde  femoral  ap- 
proach, and  the  brachial  artery  was  found  to  be 
occluded  at  the  level  of  the  comminuted  humeral 
fracture.  Some  distal  filling  was  demonstrated 
through  collaterals  (see  illustration).  Because  of 
obvious  arterial  injury'  and  the  marked  ischemia 
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of  the  forearm  and  hand,  exploration  was  carried 
out  in  conjunction  with  the  orthopedic  service. 
The  brachial  artery  was  identified  and  found  to 
be  intact.  A 5-cm  segment  beginning  at  the  frac- 
ture site  showed  bluish  discoloration,  was  thick- 
ened, was  pulseless,  and  was  filled  with  thrombus. 
File  mechanism  of  injury  appeared  to  be  contu- 
sion and  stretching  of  the  vessel  over  the  fracture 
fragments  which  were  separated  from  the  vessel 
by  the  brachial  muscle.  Skeletal  traction  was  ap- 
plied with  satisfactory  stabilization  of  the  fracture 
fragments.  Vascular  clamps  were  applied  to  the 
brachial  artery  3 to  5 cm  proximal  to  the  area 
of  injury  and  distally  just  above  the  radio-ulnar 
bifurcation.  The  vessel  was  opened  and  thrombus 
removed.  The  intima  throughout  the  segment  was 
found  to  be  disrupted,  and  subintimal  dissection 
had  taken  place.  Fogerty  catheters  were  passed 
distally  into  the  ulnar  and  radial  artery  and  re- 
turned a small  amount  of  thrombus.  Proximal 
thrombectomy  was  also  carried  out.  A reversed 
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saphenous  vein  by-pass  graft  was  inserted  (see 
illustration).  Clamps  were  removed,  flow  was  re- 
established to  the  hand  which  became  pink  and 
warm.  Radial  and  ulnar  pulses  were  readily 
palpable. 

Skeletal  traction  was  readjusted  prior  to 
wound  closure  to  insure  that  positioning  did  not 
compromise  the  vascular  repair.  Wounds  were 
then  irrigated  with  a bacitracin-kanamycin  solu- 
tion and  were  closed  in  layers. 

Skeletal  traction  was  maintained  for  16  days, 
at  which  time  all  sutures  were  removed.  A hang- 
ing cast  was  applied,  and  the  patient  was  dis- 
charged three  days  later. 

The  patient  noted  rather  marked  edema  of  the 
forearm  and  hand  which  resolved  spontaneously 
after  three  months.  Delayed  healing  of  the  frac- 
ture occurred  with  instability  still  present  at  four 
months.  At  six  months,  healing  was  complete. 
Except  for  slight  limitation  of  elbow  function,  the 
patient  is  now  doing  well  one  year  after  surgery. 

Discussion 

Vascular  injury  associated  with  humeral 
fractures  is  uncommon.  In  reviewing  54  upper 
extremity  arterial  injuries,  Smith,  Foran,  and 
Gaspar  reported  only  five  related  to  fractures.1 
Although  Ziperman,2  reporting  on  the  Korean 
War  experience,  indicated  that  less  than  10  per- 
cent of  patients  requiring  brachial  artery  ligation 
ultimately  came  to  amputation,  occasional  pa- 
tients will  be  encountered  in  whom  the  degree 
of  ischemia  and  the  extent  of  collateral  destruc- 
tion may  result  in  permanent  disability  or  ampu- 
tation. Since  delay  in  therapy  may  result  in 
irreversible  change  and  since  the  prognosis  is  not 
always  clear  initially,  it  would  seem  more  pru- 
dent to  attempt  revascularization  when  arterial 
injury  with  resultant  ischemia  is  recognized  in 
association  with  fracture.  Smith,  Szilagyi,  and 
Elliott  advocate  an  aggressive  operative  approach 
based  on  a high  index  of  suspicion  and  early 
recognition  of  vascular  abnormality  in  patients 
with  fractures  of  the  long  bones.3 

The  orthopedic  management  of  these  vascu- 
lar injuries  is  critical.  In  order  to  maintain 
revascularization,  adequate  immobilization  must 
be  obtained.  Although  intermedullary  fixation 
has  generally  been  carried  out  when,  as  in  this 


Arterial  occlusion  at  site  of  fracture  (left  photo). 
Fracture  reduction  with  stabilization  by  traction  and 
vein  by-pass  graft  to  bridge  injured  portion  of  brachial 
artery  (right  photo). 


case,  skeletal  traction  is  elected,  successful  revas- 
cularization can  be  obtained  if  careful  manage- 
ment of  the  traction  is  observed. 


Summary 

A patient  with  a brachial  artery  injury  com- 
plicating a fracture  of  the  humerus  is  presented 
to  indicate  that  severe  ischemia  requiring  revas- 
cularization may  result  from  this  combined  in- 
jury. 
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Highlights  of  Auscultation  in  Acquired 
and  Congenital  Heart  Disease 

(Part  II) 

Joseph  K.  Perloff,  M.D.* ** 

( Concluded  from  April  Issue ) 


' I 'HE  HEART  SPEAKS  in  a language  of  its 
own;  its  vocabulary  consists  essentially  of 
sounds  and  murmurs.  Once  the  vocabulary  is 
understood,  considerable  insight  can  be  gained 
into  the  anatomic  and  physiologic  condition  of  the 
heart  and  circulation. 

The  Pulmonary  Orifice 

The  midsystolic  murmur  of  isolated  con- 
genital valvular  pulmonic  stenosis  is  typically 
loudest  in  the  second  left  intercostal  space  and 
radiates  upward  and  to  the  left.  The  length  of 
the  murmur  varies  directly  with  the  degree  of 
obstruction  so  that  in  mild  pulmonic  stenosis  the 
murmur  ends  before  both  components  of  the  sec- 
ond heart  sound,  whereas  in  severe  pulmonic  ste- 
nosis the  murmur  goes  through  aortic  closure  but 
necessarily  ends  before  the  delayed  soft  or  in- 
audible sound  of  pulmonary  valve  closure.  The 
murmur  is  introduced  by  a pulmonic  ejection 
sound  which  often  distinctively  waxes  with  expira- 
tion and  wanes  with  inspiration.  Severe  obstruc- 
tion is  associated  with  powerful  right  atrial  con- 
traction which  distends  the  right  ventricle  in 
presystole  and  in  so  doing  generates  an  atrial  or 
fourth  heart  sound.  Specific  attention  should  be 
called  to  the  systolic  murmur  that  accompanies 
stenosis  of  the  pulmonary  artery  and  its  branches, 
a congenital  malformation  that  often  follows 
maternal  rubella.  These  murmurs  are  widely  dis- 
tributed in  the  right  chest,  axilla,  and  back,  and 
must  be  sought  by  auscultation  at  nonprecordial 
sites  during  quiet  respiration. 

When  one  speaks  of  pulmonary  regurgitation, 


*The  words  “Acquired  and”  were  omitted  from 
the  title  for  Part  I of  this  article  (April  issue, 
page  344).  The  title  should  have  read  the  same 
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in  Acquired  and  Congenital  Heart  Disease.” 
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the  high  frequency  blowing  Graham  Steell 
murmur  comes  to  mind.  However,  pulmonary 
regurgitation  may  occur  without  pulmonary  hy- 
pertension when  there  is  a congenital  or  acquired 
anatomic  defect  of  the  valve  itself,  and  this 
murmur  differs  from  that  of  Graham  Steell.  The 
murmur  begins  at  an  interval  after  the  second 
heart  sound,  is  crescendo-decresendo  in  shape, 
ends  well  before  the  next  first  heart  sound,  and 
is  low  to  medium  pitched  since  a low  diastolic 
pressure  in  the  pulmonary  trunk  results  in  a low 
rate  of  regurgitant  flow. 

The  Atrial  Septum 

Atrial  septal  defect  can  be  one  of  the  most 
readily  diagnosed  congenital  anomalies  of  the 
heart  although  from  an  auscultatory  point  of  view, 
the  malformation  is  often  overlooked  because  of 
the  relatively  inconspicuous  murmur.  It  should 
be  borne  in  mind  that  the  defect  itself  is  acous- 
tically silent  and  the  shunt  is  diastolic.  When 
the  right  ventricle  ejects  the  large  stroke  volume 
accumulated  in  diastole,  a relatively  short  grade 
2-3  pulmonic  systolic  murmur  is  generated.  The 
right  ventricle  takes  longer  to  expel  its  large 
stroke  volume  so  the  second  component  of  the 
second  heart  sound  (pulmonary  closure)  is  de- 
layed. Furthermore,  the  physiology  of  the  cir- 
culation in  atrial  septal  defect  results  in  fixed 
splitting  of  the  second  heart  sound,  which  means 
that  the  split  remains  unchanged  during  respira- 
tion. 

The  soft  murmur  of  atrial  septal  defect  may 
be  mistaken  for  an  innocent  systolic  murmur, 
especially  in  children.  However,  the  usual  in- 
nocent murmur  is  a vibratory,  buzzing,  pure  to 
medium  frequency  event  that  is  best  heard  along 
the  lower  sternal  edge  and  toward  the  apex  and 
is  accompanied  by  normal  splitting  of  the  second 
heart  sound.  In  addition,  complete  right  bundle 
branch  block  is  associated  with  wide  splitting  of 
the  second  heart  sound  but  usually  not  with  fixed 
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splitting  and  hence  can  be  distinguished  from 
the  wide  fixed  splitting  of  the  atrial  septal  defect. 

The  Ventricular  Septum 

The  typical  holosystolic  left  sternal  edge 
murmur  of  ventricular  septal  defect  is  well  known. 
Progressive  pulmonary  hypertension  decreases  the 
left  to  right  shunt  and  shortens  the  murmur. 
When  the  shunt  is  reversed  (Eisenmenger’s  com- 
plex), the  murmur  through  the  defect  is  abolish- 
ed. It  is  important  to  recognize  that  an  early 
systolic  murmur  can  also  occur  with  very  small 
nonpulmonary  hypertensive  ventricular  septal  de- 
fect in  which  the  communication  remains  patent 
only  in  early  systole.  The  shunt  is  interrupted  later 
in  systole  as  ventricular  contraction  closes  the 
defect.  Such  murmurs  are  soft,  pure,  of  high 
frequency,  and  quite  localized  at  the  mid-  to 
lower  sternal  edges.  As  time  goes  on,  these  mur- 
murs may  disappear  because  of  spontaneous 
closure  of  the  defect. 

Fallot’s  tetralogy'  - — the  commonest  cyanotic 
congenital  cardiac  defect  in  patients  above  age 
4 years  — has  been  taken  to  represent  a large 
ventricular  septal  defect  upon  which  varying 
degrees  of  pulmonic  stenosis  are  imposed.  Pro- 
gressive right  ventricular  outflow  obstruction  de- 
creases the  left-to-right  interventricular  shunt  and 
shortens  and  finally  abolishes  the  holosystolic 
murmur  leaving  an  isolated  midsystolic  murmur 
of  pulmonic  stenosis.  As  obstruction  increases 
further,  right  ventricular  blood  is  shunted  through 
the  ventricular  septal  defect  into  the  aorta;  ac- 
cordingly, pulmonary  flow  decreases,  cyanosis  in- 
creases, and  the  pulmonic  stenotic  murmur  pro- 
gressively shortens  and  softens  disappearing  com- 
pletely with  pulmonary  atresia. 

The  Great  Vessels 

When  an  uncomplicated  patent  ductus  ar- 
teriosus joins  the  great  vessels,  a characteristic 
continuous  machinery'  murmur  peaks  around  the 
second  heart  sound  and  is  maximal  at  the  left 
base.  Several  words  of  caution  are  appropriate. 
Occasionally  a loud  venous  hum  in  young  children 
transmits  below  the  clavicles  and  is  mistaken  for 
a patent  ductus  arteriosus.  This  error  can  be 
avoided  by  compressing  the  deep  jugular  veins,  a 
maneuver  that  abolishes  the  hum.  In  large  patent 
ductus,  progressive  pulmonary  hypertension  de- 
creases the  left-to-i'ight  shunt  so  that  the  con- 
tinuous murmur  shortens,  then  becomes  systolic, 
and  when  the  shunt  is  reversed,  disappears  entire- 
ly. At  this  point,  the  recognition  of  patent  ductus 
does  not  depend  upon  auscultation;  instead,  the 


presence  of  differential  cyanosis  (blue  toes  and 
pink  fingers)  makes  the  diagnosis. 

The  Myocardium 

Hypertrophy:  Increased  force  of  atrial  con- 
traction usually  distends  a hypertrophied  ven- 
tricle in  presystole.  Atrial  or  fourth  heart  sounds 
accompany  the  presystolic  distention  and  are  use- 
ful  signs  of  hypertrophy  such  as  in  aortic  stenosis 
or  systemic  hypertension  on  the  left  side  and 
pulmonic  stenosis  or  pulmonary  hypertension  on 
the  right.  In  the  pulmonary  hypertension  of 
emphysema,  the  atrial  sound  is  often  heard  in  the 
epigastrium  since  all  of  the  heart  sounds  — in- 
cluding a loud  pulmonary  closure  sound  — are 
damped  because  of  the  large  anteroposterior 
chest  dimensions. 

Failure:  Third  heart  sounds  are  physiologic 
in  children  and  young  adults  but  pathologic  in 
older  subjects.  Ventricular  failure  is  a common 
cause  of  abnormal  third  heart  sounds  and  should 
be  specifically  sought  with  light  touch  of  the 
stethoscopic  bell  in  all  patients  in  whom  heart 
failure  is  suspected.  It  is  a point  of  interest  that 
the  effect  of  cardiac  infarction  on  the  left  ven- 
tricular myocardium  commonly  results  in  the 
need  for  an  increased  distending  force  that  is 
provided  by  augmented  atrial  contraction;  atrial 
or  fourth  heart  sounds  are  prevalent  in  this  con- 
text. 

An  ischemic  left  ventricle  may  take  longer 
than  normal  to  eject  so  aortic  valve  closure  may 
fall  after  pulmonary  closure  causing  reversed  or 
paradoxical  splitting  of  the  second  heart  sound. 
The  commoner  cause  of  paradoxical  splitting, 
however,  is  left  bundle  branch  block  or  a right 
ventricular  pacemaker  which  is  its  electrical  equiv- 
alent. 

Constriction 

Myocardial  constriction  — as  in  constrictive 
pericarditis  — results  in  high  atrial  pressures  and 
rapid  flow  into  nondistensible  ventricles.  Under 
these  circumstances,  loud  early  third  heart  sounds 
occur  and  have  been  called  “early  diastolic 
sounds”  of  constrictive  pericarditis.  Similar  sounds 
occur  in  the  restrictive  form  of  primary  myocar- 
dial disease. 

Summary 

Modem  instrumentation  has  not  eclipsed  the 
need  for  sophisticated  auscultation.  On  the  con- 
trary, clinical  research  has  gone  far  in  clarifying 
the  meaning  of  auscultatory  events  in  acquired 
and  congenital  heart  disease  and  has  increased 
the  value  of  the  stethoscope  as  a clinical  tool. 
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New  Drug  Abuse  Control  Act . . . 

Revised  Set-Up  for  Federal  Registration  Established; 
High  Points  of  the  Law  Regarding  Physicians  Outlined 


rT“'HE  Drug  Abuse  Prevention  and  Control  Act 
of  1970,  or  Public  Law  91-513,  was  passed  by 
the  Congress  last  fall,  signed  by  the  President  No- 
vember 1,  and  became  law  May  1,  1971.  Under 
the  Act,  all  manufacturers,  distributors,  and  dis- 
pensers (including  physicians)  of  controlled  sub- 
stances must  register  with  the  Bureau  of  Narcotics 
and  Dangerous  Drugs  (BNDD).  Part  of  the  law, 
the  Controlled  Substance  Act,  replaces  the  Harri- 
son Narcotic  Act,  Drug  Abuse  Control  Amend- 
ments of  1965,  and  other  law  governing  stimulants, 
depressants,  hallucinogens  and  narcotics. 

Registration  and  reregistration  is  being 
handled  by  the  Bureau  of  Narcotics  and  Dangerous 
Drugs.  Physicians  on  record,  especially  those  pre- 
viously registered  under  the  Harrison  Narcotic  Act, 
should  have  received  two  mailings  from  the  BNDD. 
The  first  mailing,  scheduled  to  go  out  about  April 
1,  contained  instructions  on  provisional  registra- 
tion and  reregistration.  It  also  outlined  procedures 
for  obtaining  narcotics  forms,  and  gave  informa- 
tion as  to  BNDD  contacts  at  the  regional  level. 

The  second  packet  was  scheduled  to  be  mail- 
ed about  April  15  and  with  it  the  registrant’s  new 
BNDD  number  and  application  forms  for  regular 
registration.  One  copy  of  the  executed  registration 


is  to  be  submitted  before  June  30,  and  another  is 
to  be  turned  in  30  days  before  the  provisional 
registration  expires. 

Controlled  Substances  Schedules 

Drugs  are  categorized  under  the  Act  accord- 
ing to  five  schedules  of  controlled  substances  as 
follows: 

Schedule  I Substances:  Drugs  in  this  schedule 
are  those  that  have  no  accepted  medical  use  in  the 
United  States.  Some  examples  are  Heroin,  Mari- 
huana, LSD,  Peyote,  Mescaline,  Psilocybin,  Tetra- 
hydrocannabinols,  Ketobemidone,  Levomoramide, 
Racemoramide,  Benzylmorphine,  Dihydromor- 
phine, Morphine  methylsulfonate,  Nicocodeine, 
Nicomorphine,  and  others. 

Schedule  II  Substances:  The  drugs  in  this 
schedule  have  a high  abuse  potential  with  severe 
psychic  or  physical  dependence  liability.  Most  of 
Schedule  II  Substances  have  been  known  in  the 
past  as  Class  A Narcotic  Drugs.  One  non-narcotic 
substance  is  currently  included  in  this  schedule. 
It  is  the  liquid  injectable  form  of  methampheta- 
mine.  Some  examples  of  Schedule  II  Narcotic  Sub- 
stances are  Opium,  Morphine,  Codeine,  Dilauded, 
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Methadone,  Demerol,  Cocaine,  Oxycodone  (Per- 
codan),  Leritine,  and  Oxymorphone  (Numor- 
phan) . 

Schedule  III  Substances:  The  drugs  in  this 
schedule  have  an  abuse  potential  less  than  those 
in  Schedules  I & II,  and  includes  those  drugs  such 
as  Class  B Narcotics,  and  in  addition,  non-narcotic 
drugs  such  as  Amphetamines,  Glutethimide  (Dori- 
den),  Phenmetrazine  (Preludin),  Methyprylon 
(Noludar),  Methylphenidate  (Ritalin),  Metham- 
p h e t a m i n e s,  ( S y n d r o x -Desoxyn-Methedrine) , 
Chlorhexadol,  Phencyclidine,  Sulfondiethylme- 
thane,  Sulfonmethane,  Nalorphine,  and  Barbitu- 
rates (except  Phenobarital,  Methylphenobarital 
and  Barbital) . Paregoric  is  now  listed  in  this 
schedule. 

Schedule  IV  Substances:  The  drugs  in  this 
schedule  have  an  abuse  potential  less  than  those 
listed  in  Schedule  III  and  include  drugs  such 
as  Barbital,  Phenobarbital,  Methylphenobarbital, 
Chloral  Betaine  (Beta  Chlor),  Chloral  Hydrate, 
Ethchlorvynol  (Placidyl),  Ethinamate  (Valmid), 
Meprobamate  (Equanil,  Mil  town),  Paraldehyde, 
Pentaetythritol  Chloral  (Petrichloral),  Metho- 
hexital  and  Librium  and  Valium  effective  May  8, 
1971. 

Schedule  V Substances:  The  drugs  listed  in 
this  schedule  have  an  abuse  potential  less  than 
those  listed  in  Schedule  IV,  and  consists  of  those 
preparations  formerly  known  as  Exempt  Narcotics, 
with  the  exception  of  Paregoric  (Camphorated 
Tincture  of  Opium).  Paregoric  is  now  listed  as  a 
Schedule  III  Controlled  Substance. 

Some  Notes  on  Changes 

It  should  be  noted  that  under  the  new  law 
paregoric  may  be  purchased  only  by  prescription. 

At  the  present  time  there  is  some  conflict  be- 
tween the  Ohio  law  and  the  new  Federal  law  in 
regard  to  certain  controlled  drugs.  Under  the  new 
Federal  law,  Schedule  II,  or  Class  B Narcotics, 
may  be  authorized  orally  or  in  writing  by  the 
prescriber  for  up  to  five  refills  to  be  used  within 
six  months.  This  provision  is  the  same  as  regula- 
tions on  barbiturates  and  amphetamines  under  the 
old  law. 


Frank  E.  Kunkel,  Executive  Secretary  of  the 
State  Board  of  Pharmacy,  pointed  out  that  the 
Ohio  law  does  not  permit  the  five  refills  at  this 
time.  Until  such  time  as  the  State  law  is  modi- 
fied, it  takes  precedent  over  the  Federal  law  since 
it  is  the  more  stringent. 

Current  information  indicates  that  members 
of  the  State  Board  of  Pharmacy  would  favor 
legislation  to  bring  the  Ohio  law  into  closer  har- 
mony with  the  new  Federal  act.  It  is  expected  that 
legislation  will  be  introduced  in  the  Ohio  Gen- 
eral Assembly  toward  this  end. 

Records 

Each  registrant  is  required  to  maintain  cer- 
tain records  and  inventories  of  controlled  sub- 
stances and  to  file  reports,  except  as  exempted  by 
the  act.  Records  are  to  be  available  at  all  times 
for  authorized  inspection  under  the  law.  If  a 
physician  practices  at  two  locations,  separate 
records  should  be  kept  at  each  location. 

A registered  practitioner  (for  example,  a 
physician)  is  not  required  to  keep  records  with 
respect  to  narcotic  controlled  substances  listed 
in  Schedules  II  through  V which  he  prescribes  or 
administers  in  the  lawful  course  of  his  professional 
practice.  He  must  keep  records,  however,  with 
respect  to  such  substances  that  he  dispenses  other 
than  by  prescribing  or  administering. 

It  should  be  noted  that  records  are  kept  by 
the  distributor  from  whom  the  physician  receives 
his  controlled  substances  and  by  the  pharmacists 
who  fill  his  prescriptions. 

With  respect  to  nonnarcotic  controlled  sub- 
stances, he  is  not  required  to  keep  records  unless 
he  regularly  charges  his  patients  for  the  drugs 
either  separately  or  together  with  his  professional 
charges. 

Records  for  a registered  person  using  con- 
trolled substances  in  his  research  will  usually  be 
maintained  by  the  establishment  where  he  does 
his  work.  A person  using  controlled  substances  in 
preclinical  research  or  in  teaching  should  notify 
the  Bureau  as  to  where  records  are  kept. 

Physicians  are  registered  ordinarily  as  dis- 
pensers. If  a doctor  gives  controlled  drug  samples 
to  a clinic  he  becomes  a distributor  under  the 
act  and  must  register  as  such. 
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here’s  a soup 
for  almost  every  patient  and  diet 
.for  every  meal 
and,  it’s  made  by 


CALORIES  / 7 oz.  Serving 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


Beef  Broth 
Consomm§ 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


The  Ecology 
of  Birth  Control” 


An  excerpt 
from  No.  I 
of  a new  series 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  "only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  ant 
others  In  the  series  as  they  appeal j 
please  write  to  Searle  or  ask  your  Searl 
representative.  Explored  in  the  forth 
coming  issues  will  be  the  role  of  birt 
control  on  family  pressures  and  it 
effects  on  the  family;  the  influences  c 
poverty,  ethnic  factors  and  marita 
status;  its  role  in  illness,  its  geneti 
implications  and  its  effects  on  th 
emotional  and  behavioral  life  of  th 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

:ach  tablet  contains  1 mg.  ethynodiol  dlacetate/50  meg  ethinyl  estradiol 

3emulen...for  low  estrogen  and  Searle’s  progestin. ..with 
ts  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


I 


Actions  - Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
lladotropins  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
he  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
mce  1960.  Reported  pregnancy  rates  vary  from  product  to  product  The  ef- 
jctiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
lit  the  combination  products.  Both  types  provide  almost  completely  effective 
jiontraception. 

: An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Treat  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 

Ilood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
ot  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
nmate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
f some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man 
he  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
lefuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
raceptives  must  be  continued. 

Indication- Demulen  is  indicated  for  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ers,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
aired  liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
uspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
leeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
irombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
mbolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
le  drug  should  be  discontinued  immediately 
Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
nd  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
ificant  association  between  thrombophlebitis,  pulmonary  embolism,  and 
prebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
ave  been  three  principal  studies  in  Britain  11  leading  to  this  conclusion,  and 
ne4  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
le  study  by  Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  asso- 
iates"  in  the  United  States  found  a relative  risk  of  4,4,  meaning  that  the  users 
re  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
ause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
ersist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
y long-continued  administration.  The  American  study  was  not  designed  to 

I/aluate  a difference  between  products.  However,  the  study  suggested  that 
lere  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
uential  products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
rm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
amplete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
iigraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
ation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
tcommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
regnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen, 
the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
■egnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
lentified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
> the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
lclude  special  reference  to  the  breasts  and  pelvic  organs,  including 
Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Alt  hough  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  eg.,  retinal  thrombosis  and  optic  neurit  is. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives,  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mentaldepression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X, 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease.  J.  Coll.  Gen.  Pract.  13  267-279  (May)  1967. 
2.  Inman,  W.  H,  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey.  M.  P.  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  J.  2.651-657  (June  14)  1969.  4. 
Sartwell,  P E ; Masi,  A.  T.;  Arthes,  F.  G.;  Greene.  G.  R . and  Smith,  H.  E.:  Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer  J.  Epidem.  90: 365-380  (Nov.)  1969.  1A2 
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Proceedings  of  The  Council 

Meeting  of  February  20-21,  1971 


A REGULAR  MEETING  of  the  Council  of 
**  the  Ohio  State  Medical  Association  was 
held  Saturday  and  Sunday,  February  20  and  Feb- 
ruary 21,  1971  at  the  Crown  Inn,  888  East  Dub- 
I in-Granville  Road,  Columbus. 

Those  present  on  Saturday,  February  20, 
were:  All  members  of  the  Council  except  Dr. 
James  L.  Henry,  Grove  City,  secretary-treasurer. 
Others  attending  the  meeting  were  the  following: 
Mr.  Wayne  Stichter,  Toledo,  OSMA  legal  coun- 
sel; Mr.  James  S.  Imboden,  Columbus,  field  repre- 
sentative, Division  of  Public  Affairs,  American 
Medical  Association;  Dr.  John  H.  Budd,  Cleve- 
land, a member  of  the  AMA  Board  of  Trustees; 
and  Messrs.  Page,  Edgar,  Gillen,  Campbell,  Clin- 
ger,  Price,  and  Moore  of  the  OSMA  headquar- 
ters office  staff.  The  following  were  present  by 
invitation : Drs.  Philip  B.  Hardymon,  Columbus ; 
Harry  K.  Hines,  Cincinnati;  F.  P.  Osgood,  To- 
ledo; Henry  A.  Crawford,  Cleveland,  and  William 
J.  Lewis,  Dayton,  Ohio  delegates  and  alternate 
delegates  to  the  AMA;  Mr.  E.  Clifford  Roberts, 
Hamilton;  Mrs.  Owen  A.  McLaren,  Mentor;  Mrs. 
Gladys  Davidson,  Elyria;  Mr.  Howard  C.  Rempes, 
Jr.,  Youngstown;  Mr.  Earl  Shelton,  Dayton;  Mr. 
Robert  W.  Elwell,  Toledo,  county  society  execu- 
tive secretaries;  Mr.  William  J.  Lee,  Columbus, 
administrator  of  the  Ohio  State  Medical  Board ; 
Dr.  Carey  B.  Paul  and  Dr.  Thomas  E.  Shaffer, 
Columbus. 

Those  present  on  Sunday,  Februaiy  21,  were 
the  following:  All  members  of  the  Council;  Mr. 
Stichter;  Mr.  Imboden;  Dr.  Osgood;  Mr.  Roberts; 
Mr.  Carl  C.  Beck,  Jr.,  St.  Louis;  and  Messrs. 
Page,  Edgar,  Gillen,  Campbell,  Clinger,  Price, 
and  Moore  of  the  headquarters  office  staff. 

Minutes 

The  Council  reaffirmed  the  wording  of  the 
minutes  of  the  November  14-15,  1970  meeting. 

The  minutes  of  the  meeting  December  12, 

1970  were  approved. 

The  Council  ratified  the  proceedings  of  the 
telephone  conference  on  January’  25,  1971  and 
the  minutes  were  approved. 

Reports  of  Councilors 

The  Councilors  reported  on  the  organiza- 
tional activities  in  their  respective  districts. 


Membership 

Statistics 

Membership  statistics  were  reported  by  the 
Executive  Director  as  follows:  Total  membership 
of  6,570  on  February  18,  1971,  as  compared  with 
a total  membership  of  5,999  on  February  18,  1970. 
Of  the  6,570  members,  5,242  were  affiliated  with 
the  American  Medical  Association. 

AMA  Membership 

The  Council  voted  to  instruct  Ohio’s  dele- 
gates and  alternate  delegates  to  the  American 
Medical  Association  to  set  up  a program  to  in- 
volve personal  contact  with  those  physicians  who 
have  dropped  their  American  Medical  Association 
membership  and  discuss  with  them  on  a “one  to 
one”  basis  renewal  of  their  membership. 

The  staff  was  instructed  to  furnish  AMA 
membership  kits  to  the  delegates  and  alternate 
delegates. 

Interns  and  Residents 

In  answer  to  a request  for  an  interpretation 
of  the  action  taken  by  the  AMA  House  of  Dele- 
gates in  December,  1970,  asking  that  state  and 
county  medical  societies  take  action  to  make 
available  to  interns  and  residents  “active  member- 
ship or  its  equivalent,”  the  Council  pointed  out 
that  under  the  OSMA  Bylaws  intern  and  resident 
membership  cannot  be  equivalent  to  active  mem- 
bership. However,  it  was  indicated  that  the  AMA 
recommendation  is  not  binding  on  either  the  state 
or  county  medical  society.  The  counties  may,  it 
they  wish,  make  active  membership  available  to 
those  who  are  engaged  in  internship  or  residency 
training. 

Nonresident  Members 

In  answer  to  a request  for  an  interpretation 
of  nonresident  member  status,  the  Council  an- 
swered the  questions  as  follows : 

1.  Should  the  nonresident  member  be 
required  to  maintain  his  Ohio  license  in  or- 
der to  be  eligible  for  membership?  Answer: 
Yes,  except  if  retired. 

2.  Can  a physician  be  a nonresident 
member  of  Ohio  if  he  is  a regular  member 
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of  another  state  medical  association?  Answer: 
Yes. 

3.  If  he  is  a member  of  another  state 
association,  can  he  be  certified  for  AMA 
membership,  or  must  he  be  certified  through 
his  regular  state  medical  association?  An- 
swer: He  must  be  certified  through  the  state 
in  which  he  is  an  active  member. 

4.  Is  the  nonresident  member  entitled  to 
receive  all  the  mailings  of  a regular  member? 

OSMAgram,  journal,  etc?  Answer:  Yes. 

Signature  Authorization 

By  official  action,  effective  February  20, 
1971,  the  Council  authorized  Mrs.  Katherine  E. 
Wisse,  assistant  business  manager,  to  sign  checks 
against  The  Ohio  State  Medical  journal  account 
at  the  Ohio  National  Bank.  Mrs.  Wisse  replaced 
Miss  Florence  Okert,  who  retired  December  31, 
1970.  This  action  included  authorization  for  joint 
access  to  the  OSMA  safety  deposit  box. 

Tours  for  OSMA  Members 

Mr.  Carl  C.  Beck,  Jr.  appeared  before  the 
Council  to  discuss  the  travel  service  offered  by 
International  Travel  Advisors,  Inc.,  St.  Louis, 
Missouri. 

On  motion  by  Dr.  Schultz,  seconded  by  Dr. 
Smith  and  carried,  the  Council  then  voted  to 
enter  into  an  agreement  with  the  International 
Travel  Advisors,  Inc.,  for  the  year  1971. 

The  Council  then  voted  to  rescind  and  re- 
voke the  use  of  the  name  of  the  Ohio  State  Medi- 
cal Association  in  connection  with  tours  of  other 
organizations,  and  asked  that  future  requests  for 
mailing  assistance  be  submitted  to  the  Council  on 
an  individual  basis. 

The  Council  studied  the  brochure  referred  to 
it  by  the  London  International  Travel,  Inc.,  Lon- 
don, Ohio. 

The  Council  voted  to  reserve  the  right  to 
develop  with  other  tour  advisors  convention  plans 
not  available  through  the  International  Travel 
Advisors,  Inc. 

Group  Life  Insurance  Trust 
for  Corporate  Employers 

The  Council  appointed  James  L.  Henry', 
M.D.  trustee  of  the  Ohio  State  Medical  Associa- 
tion Group  Life  Insurance  Trust  for  Corporate 
Employers.  The  Ohio  State  Medical  Association 
Group  Life  Insurance  Plan  is  administered  by  the 
Turner  and  Shepard  Insurance  Agency,  Inc.,  Co- 
lumbus, Ohio.  The  insuring  company  is  the  Union 
Central  Life  Insurance  Company  of  Cincinnati. 


Speaker  Training  Course 

Mr.  Edgar  announced  a speaker’s  training 
course  for  OSMA  officers,  councilors,  AMA  dele- 
gates and  alternate  delegates  on  October  23-24, 
1971  in  Columbus. 

Key  Man  Conference 

The  program  for  the  Ohio  State  Medical 
Association  Key  Man  Conference  was  outlined  by- 
Mr.  Edgar.  Dr.  Lieber  discussed  the  importance 
of  attendance  promotion  for  this  conference, 
scheduled  for  March  27-28,  1971,  at  the  Pick- 
Fort  Hayes  Hotel,  Columbus. 

Cleveland  Clinic  Congratulated 

The  Council  adopted  a resolution  of  con- 
gratulations on  the  occasion  of  the  50th  Anni- 
versary of  the  Cleveland  Clinic.  The  resolution 
reads  as  follows: 

RESOLUTION 

WHEREAS,  The  Cleveland  Clinic  has 
grown  in  50  years  to  a major  national  medi- 
cal center  of  considerable  international  repu- 
tation, and 

WHEREAS,  The  Cleveland  Clinic  has 
been  the  source  of  a highly  significant  num- 
ber of  major  advances  in  medical  science  and 
healing,  and 

WHEREAS,  Such  outstanding  contribu- 
tions to  humanity  reflect  great  credit  not  only- 
on  this  Clinic  but  on  the  medical  profession 
of  Ohio  in  particular  and  the  State  of  Ohio 
in  general,  now  therefore  be  it 

RESOLVED,  That  the  Ohio  State  Med- 
ical Association  herewith  expresses  to  the 
Cleveland  Clinic  on  the  occasion  of  said 
Clinic’s  50th  Anniversary,  the  Association’s 
heartiest  congratulations  and  sincere  convic- 
tion that  the  next  50  years  will  find  this  out- 
standing medical  center  contributing  even 
greater  knowledge  and  skills  for  mankind’s 
eternal  battle  against  human  illness  and 
suffering. 

Ohio  Delegation  to  the  AMA 

Dr.  Hardymon,  chairman  of  the  OSMA  dele- 
gation to  the  American  Medical  Association,  re- 
ported on  the  meeting  of  the  Council  and  the 
delegation  held  on  February  19. 

He  announced  the  nomination  by  the  dele- 
gation of  Dr.  Richard  L.  Meiling,  Columbus,  as 
chairman,  and  Dr.  P.  John  Robechek,  Cleveland, 
as  vice-chairman  of  the  delegation.  The  nomina- 
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tions  were  approved  by  the  Council  and  Dr.  Mei- 
ling  and  Dr.  Robechek  were  declared  elected. 

Dr.  Hardymon  announced  that  Dr.  Mayfield 
had  resigned  as  an  alternate  delegate  to  the  AMA, 
since  he  will  be  a delegate  for  the  AMA  Section 
on  Neurological  Surgery.  He  also  indicated  that 
henceforth  the  organization  meeting  of  the  dele- 
gation will  be  held  subsequent  to  January  1 of 
each  year. 

Annual  Meeting 
Distinguished  Service  Citations 

The  Council  selected  as  the  recipient  of  the 
distinguished  sendee  citation  of  the  Ohio  State 
Medical  Association,  to  be  presented  at  the  1971 
Annual  Meeting,  Dr.  Richard  E.  Bullock,  for- 
merly of  McArthur,  Vinton  County,  now  of 
Blacksburg  Virginia. 

The  Council  authorized  the  American  Board 
of  Family  Practice  to  give  an  award  to  a dis- 
tinguished recipient  at  the  first  session  of  the 
House  of  Delegates  or  at  the  Key  Man  Confer- 
ence on  March  27-28,  1971. 

Nomination  for  President-Elect 

The  Executive  Director  announced  that  he 
had  received  an  official  communication  from  the 
Wayne  County  Medical  Society  nominating  Dr. 
William  R.  Schultz,  Wooster,  for  the  office  of 
president-elect  of  the  Ohio  State  Medical  Asso- 
ciation. 

Committee  Reports 

Mental  Health 

Mr.  Clinger  presented  the  minutes  of  the 
Committee  on  Mental  Health,  covering  the  re- 
port of  the  visitation  to  the  Portsmouth  Receiving 
Hospital  on  November  15,  1970. 

The  minutes  were  amended  to  delete  the 
sentence  on  Page  2 beginning  with  “some”  and 
concluding  with  “therapy.” 

The  staff  was  instructed  to  limit  the  distribu- 
tion of  the  minutes. 

The  Council  then  amended  the  “findings” 
of  the  subcommittee  at  the  Portsmouth  Receiving 
Hospital  and  the  corrections  suggested  by  the 
committee,  and  subsequently  approved  both  docu- 
ments. 

The  Council  then  asked  that  the  “Findings” 
and  the  “Corrective  And/Or  Constructive  Sug- 
gestions” of  the  committee  be  forwarded  to  the 
president  and  executive  secretary  of  the  Scioto 
County  Medical  Society.  Council  also  asked  that 
the  “Corrective  And/Or  Constructive  Sugges- 
tions,” be  sent  to  the  Governor,  the  chairman  of 
the  Governor’s  Task  Force  on  Mental  Health  and 
Mental  Retardation,  the  state  Commissioner  of 


Mental  Hygiene  and  the  Deans  of  Ohio’s  four 
colleges  of  medicine. 

The  “Findings”  and  the  “Corrective  And/or 
Constructive  Suggestions”  as  amended  and  adopt- 
ed were  approved  as  follows: 

Findings 

Subcommittee  for  On-Site  Visit  to 

Portsmouth  Receiving  Hospital 
OSMA  Committee  on  Mental  Health 

“1.  The  superintendent,  though  a li- 
censed physician,  was  not  a psychiatrist  and 
did  not  exhibit  an  adequate  grasp  of  basic 
psychiatric  hospital  concepts  of  care  and 
treatment  of  patients.  The  supposed  ‘training 
program’  which  he  claimed  to  have  structured 
within  the  hospital  staff  was  not  in  fact  a 
training  program  and  bore  no  resemblance  to 
an  approved  psychiatric  residency  program. 

“2.  The  superintendent,  though  eager  to 
please  and  communicate,  had  great  difficulty 
in  expressing  himself  adequately  concerning 
the  simplest  phases  of  the  hospital’s  opera- 
tions. 

“3.  Concerning  organization  of  an  ap- 
propriate consulting  staff  in  various  medical 
specialties,  there  was  no  more  than  the 
faintest  semblance  of  such  structure — and 
none  as  regards  its  effective  functioning. 

“4.  There  was  an  obvious  chasm  between 
the  superintendent  and  his  staff — and  the 
local  medical  community — and  no  apparent 
working  relationship  between  Portsmouth  Re- 
ceiving Hospital  and  other  general  hospitals 
in  the  area. 

“5.  The  quality  of  psychiatric  care  and 
treatment  left  much  to  be  desired  in  every 
aspect  as  compared  with  an  acceptably  func- 
tioning mental  hospital.  The  patient  popula- 
tion appeared  heavily-loaded  with  recurrent 
alcoholics  and  chronic  character  disorders  not 
adequately  designated  or  separated  out. 

“6.  There  was  a complete  absence  of  a 
working  relationship  between  Portsmouth  Re- 
ceiving Hospital  and  Athens  State  Hospital, 
with  no  free  flow  of  patients  in  either  direc- 
tion. There  appeared  to  be  as  much  difficulty 
on  the  part  of  Portsmouth  Receiving  Hospital 
in  attempting  to  transfer  patients  to  Athens 
State  Hospital  as  there  was  for  local  physi- 
cians and/or  general  hospitals  to  obtain 
prompt  admission  of  patients  with  psychiatric 
emergencies  to  Portsmouth  Receiving  Hos- 
pital. 

“7.  Concerning  the  lack  of  organization 
at  Portsmouth  Receiving  Hospital,  the  Corn- 
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mittee  was  led  to  conclude  that  there  proba- 
bly had  not  been  a deterioration  of  a previ- 
ously higher  calibre  of  operation.  Instead,  it 
was  felt  that  operational  cohesiveness  had 
never  previously  existed. 

“8.  Without  wishing  to  cast  unwarranted 
personal  reflections,  it  is  nevertheless  neces- 
sary to  point  out  that  the  personality  of  the 
superintendent  was  totally  unsuited  to  the 
position  he  occupied — in  terms  of  the  ability 
to  demonstrate  professional  leadership,  occupy 
a responsible  place  in  the  local  medical  com- 
munity, and  to  facilitate  the  care  and  treat- 
ment of  psychiatric  patients  in  general — but 
most  especially  with  respect  to  those  patients 
requiring  admission  to  the  Portsmouth  Re- 
ceiving Hospital.  The  prevailing  attitude  of 
the  superintendent  and  the  atmosphere  of  his 
institution  were  those  of  a fedual  barony. 

“9.  Considering  the  number  of  patients 
housed  at  the  Portsmouth  Receiving  Hospital, 
the  professional  staff  was  tremendously  ex- 
cessive in  number  of  full-time  physicians  em- 
ployed. The  time  which  they  could  give  for 
rendering  psychiatric  services  would,  if  cal- 
culated, be  enormously  expensive— amounting 
to  misfeasance  of  state  funds.  For  a profes- 
sional roster  of  such  size  and  the  salaries 
entailed,  there  would  be  a justifiable  expecta- 
tion of  the  finest  kind  of  psychiatric  hospital 
instead  of  that  which  was  found — profession- 
ally poor  with  a tattered  treatment  program 
rendering  a minimal  service  to  the  com- 
munity. 

“10.  A painstaking  and  fairly  thorough 
and  searching  visit  to  the  hospital,  which  in- 
cluded inspection  of  the  hospital  units  as  well 
as  patient  charts — and  some  discussion  with 
the  only  physician  on  duty  (the  superinten- 
dent’s wife)  resulted  in  an  extremely  poor 
impression  as  regards  patient  care  and  treat- 
ment, medical  workups  and  followups.  The 
notion  recurred  often  that  the  entire  opera- 
tion appeared  to  be  structured  for  the  sake 
of  first,  the  professional  staff;  second,  the 
para-professional  staff,  and  last,  the  patients. 

“11.  The  ‘gap’  between  orientation  of 
staff  physicians  as  primarily  concerned  with 
psychiatric  disorders  and  their  treatment — 
versus  physical  illnesses  which  some  of  the 
patients  might  have,  simultaneously  or  inter- 
currently,  was  in  fact  no  gap  at  all.  Instead, 
such  meager  attention  as  might  have  been 
paid  to  any  aspect  of  physical  illness  was,  at 
most,  slipshod.  Generally,  there  appeared  to 
be  a lack  of  concern  regarding  this  aspect  of 
patients’  diagnosis  and  treatment  needs.  The 
general  flavor  of  this  situation  was  not  that 


of  highly-sophisticated  psychiatrists  so  pre- 
occupied with  their  province  as  to  have  left 
the  realm  of  the  somatic,  but  rather  the  prac- 
tice of  ‘fifth-grade  medicine’  generally. 

Corrective  and/or  Constructive 
Suggestions  by  the  Subcommittee 

“1.  A ‘fresh  start’  should  be  made — from 
the  standpoint  of  personnel  and  operating 
policies — at  Portsmouth  Receiving  Hospital. 
Considering  the  size  of  the  hospital,  location, 
and  number  of  patients  which  it  could  ac- 
commodate optimally,  it  is  doubtful  if  such 
a hospital  can  in  these  days — with  the  ap- 
palling scarcity  of  adequately-trained  psychi- 
atrists, function  as  a completely  self-contained 
organization. 

“2.  Of  primary  importance  would  be  the 
careful  selection  of  a superintendent  whose 
administrative  and  professional  ability  and 
training  would  set  the  standards  for  a qual- 
itatively-adequate  staff.  The  hospital  could 
undoubtedly  be  more  efficiently  administered 
by  a highly-competent  staff  to  effect  a better 
physician-patient  ratio  and  the  improved  de- 
livery of  medical  services. 

“3.  More  direct  and  effective  central 
office  supervision  should  obviate  such  diffi- 
culties as  the  Committee  found  existing  be- 
tween the  local  medical  and/or  hospital 
community  and  Portsmouth  Receiving  Hos- 
pital— and  the  difficulties  between  the  Ports- 
mouth Receiving  Hospital  and  the  Athens 
State  Hospital. 

“4.  The  state  commissioner  of  mental 
hygiene  and  deans  of  Ohio’s  medical  colleges 
should  be  encouraged  to  meet  to  formulate 
plans  for  the  provision  of  highly-competent 
psychiatrists  to  staff  Ohio’s  psychiatric  hos- 
pitals. Such  meetings  should  include  plan- 
ning for  financing  an  intensified  level  of 
training  which  may  include  medical  precep- 
torship  programs  at  the  undergraduate  level 
in  addition  to  residency  training  programs  in 
psychiatry  at  state  psychiatric  hospitals. 

“5.  The  Scioto  County  Medical  Society 
and  staff  of  Portsmouth  Receiving  Hospital 
should  be  encouraged  to  establish  a joint 
committee  to  review  problems  of  mutual  in- 
terest. As  previously  recommended  by  OSMA 
Council,  the  same  procedure  should  be  en- 
couraged in  any  county'  in  which  a state 
psychiatric  institution  is  situated.” 

Special  Education  (School  Health) 

The  minutes  of  the  meeting  of  the  Joint  Ad- 
visory' Committee  on  Special  Education  held  on 
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wilt ii  an  unnerving  experience 

compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  cat feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge"  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It's  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don’t  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

M Phenaphen  with  Codeine 

lA/1  111  m.  A II  ll  Mil  Nos.  3,  or  4 contains 
* * lUI  VIV^II  IV'  Phenobarbital  ( >4  gr.), 

16.2  mg.  (warning:  may  be  habit  forming):  Aspirin  (2l/i  gr.),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.03 1 mg.;  Codeine 
phosphate,  (4  gr-  (No.  2),  y2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours 
as  needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed. 
For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 
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'head  clear  upon  arising’ 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /MfDOBINS 

A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  va.  23220 


Dimetapp 

Extentabs 

Dimetanew  (brompheniramine  maleate),  12  mg.,  phenyl- 
ephrine HCI.  15  mg.;  phenylpropanolamine  HCI.  15  mg 


December  9,  1970,  were  reviewed  by  Dr.  Carey 
B.  Paul,  Columbus. 

The  Council  approved,  in  principle,  the  field- 
testing  forms  which  will  be  recommended  to  the 
Ohio  Department  of  Education  as  a substitute 
for  the  present  EEC  required  for  evaluating  chil- 
dren being  considered  for  special  education 
programs. 

The  Council  also  approved,  in  principle,  the 
development  of  a pamphlet  to  assist  physicians, 
educators  and  parents  in  completing  the  forms. 

The  minutes  as  a whole  were  approved. 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


Medicare 

The  minutes  of  a meeting  of  the  Liaison 
Committee  with  Nationwide  Medicare  Carrier/ 
Intermediary  held  on  December  16,  1970  were 
presented  by  Mr.  Gillen  and  were  accepted. 

The  Council  voted  that  a special  delivery 
letter  be  directed  to  all  Ohio  Congressmen  and 
copies  sent  to  the  Social  Security  Administration, 
wire  services  and  AMA  News,  protesting  the  regu- 
lations of  the  Bureau  of  Health  Education  and 
Welfare  with  regard  to  the  “freeze”  in  Medicare 
payments  and  the  illegal  interference  with  the  pa- 
tient’s right  to  quality  medical  care  involved  in 
the  regulation  concerning  Vitamin  B- 1 2 and  am- 
bulance service. 


Medical  Education 

The  minutes  of  a meeting  of  the  Commission 
on  Medical  Education  held  December  16,  1970, 
w'ere  presented  by  Mr.  Edgar.  The  following 
recommendations  of  the  committee  were  approved 
by  the  Council: 

“1.  OSMA  approve  the  concept  of  a phy- 
sician’s assistant  as  defined  by  the  AMA,  that 
OSMA  endorse  the  trend,  and  that  efforts  be 
made  to  develop  an  effective  mechanism  to 
report  P.A.  developments  to  Ohio  physicians. 

“2.  That  the  OSMA  not  recommend  and 
actively  oppose  an  attempt  at  licensure  or 
certification  of  P.A.s  at  the  present  time. 

“3.  That  the  OSMA  continue  to  explore 
the  present  role  and  future  role  of  nurses, 
and  especially  clinical  nurses,  and  heartily 
support  the  programs  of  the  OSMA  Commit- 
tee on  Nursing.” 

The  Council  accepted  the  concept  of  a 4th 
recommendation  as  follows: 

“4.  The  Council  obtain  legal  opinion  as 
to  the  legal  aspects  of  employment  of  a phy- 
sician’s assistant,  since  the  action  of  the  1969 
OSMA  House  of  Delegates  called  for  the 
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investigation  of  both  the  medical  and  legal 
aspects  of  the  program.  The  Commission  be- 
lieves a discussion  of  the  legal  aspects  should 
be  prepared  by  legal  counsel  rather  than 
physicians.” 

The  minutes  as  a whole  were  accepted. 

Report  of  Ohio  Board  of  Regents 

A copy  of  the  report  of  the  Ohio  Board  of 
Regents  on  the  subject  of  medical  education  was 
submitted  to  the  Council. 

It  wras  the  request  of  the  Council  that  the 
president  appoint  an  ad  hoc  committee  to  study 
the  report  of  the  Ohio  Board  of  Regents  and 
report  back  its  findings  and  recommendations  at 
the  meeting  of  the  Council  on  April  17-18,  1971. 
President  Fulton  appointed  the  following  to  this 
committee:  Clyde  W.  Muter,  M.D.,  Warren, 

chairman;  James  L.  Henry,  M.D.,  Grove  City; 
Maurice  F.  Lieber,  M.D.,  Canton;  Richard  L. 
Meiling,  M.D.,  Columbus;  Sanford  Press,  M.D., 
Steubenville.  Mr.  Charles  W.  Edgar  w'as  appointed 
secretary  of  the  committee. 

Medical  Fees  by  Teaching  Hospitals 

The  Council  studied  a communication  from 
the  Cincinnati  Academy  of  Medicine,  expressing 
the  opinion  that  revenues  received  from  patients 
in  teaching  hospitals  should  be  expended  only  for 
those  items  that  are  related  to  medical  education. 
This  matter  was  referred  to  the  ad  hoc  commit- 
tee appointed  to  study  the  report  of  the  Ohio 
Board  of  Regents. 

Physician  Assistants 

A letter  from  James  D.  Miller,  M.D.,  Cleve- 
land, to  Dr.  Fishman  in  regard  to  physician  as- 
sistants was  referred  to  the  Commission  on  Educa- 
tion for  study. 

School  Health 

Minutes  of  the  meeting  of  the  Committee  on 
School  Health,  held  on  January  10,  1971,  were 
presented  by  Dr.  Thomas  E.  Shaffer,  Columbus, 
and  Mr.  Clinger. 

A report  of  the  committee,  which  is  studying 
legislation  which  would  permit  minors  to  consent 
to  medical  treatment  for  venereal  disease,  drug 
addiction,  pregnancy,  etc.,  was  referred  to  the  of- 
ficers, staff,  legislative  counsel  and  to  Dr.  Shaffer, 
with  instructions  for  them  to  prepare  a proposal 
for  the  review  of  the  Council  at  its  meeting  on 
April  17  and  18,  1971. 

A recommendation  of  the  committee  with  re- 
gard to  the  dispensing  of  medication  in  schools 
was  amended  by  the  Council  and  approved  as 
follows: 


“When  a teacher  learns  that  a child  has 
brought  medication  of  any  kind  to  school, 
and  the  teacher  has  reason  to  believe  that 
the  child  may  take  or  consume  such  medica- 
tion during  school  hours  or  supervised  school 
activities,  the  teacher  should  advise  the  child 
and  his  parents  (or  other  person  having  gen- 
eral custody  of  the  child)  that  there  must  be 
furnished  to  the  teacher  by  the  parent  or 
custodian  a signed  statement  reciting  the 
nature  of  the  medication,  the  recommended 
dosage  and  changes  of  dosage,  and  stating 
that  the  child  is  supposed  to  take  such  medi- 
cation. The  teacher  may  refuse  to  permit 
any  child  to  take  any  medication  during 
school  hours  or  supervised  school  activities 
unless  and  until  such  a signed  statement  is 
furnished.” 

School  Bus  Driver  Qualification — The  com- 
mittee’s recommendation  that  the  Highway  Patrol 
be  urged  to  establish  a medical  review  board  to 
consider  exceptional  cases  for  school  bus  driver 
qualification,  as  indicated  by  examining  physi- 
cians, was  approved  by  he  Council. 

The  minutes  as  a whole  were  approved  as 
amended. 

Health  Care  Delivery'  Systems 

The  minutes  of  a meeting  of  the  Ad  Hoc 
Committee  for  Study  of  Health  Care  Delivery 
Systems,  held  January  13,  1971,  were  presented 
by  Mr.  Gillen  and  were  approved. 

Mr.  Gillen  then  presented  the  minutes  of  a 
meeting  of  this  committee  held  on  February  10, 
1971.  " 

The  minutes  w'ere  accepted  for  further  study 
by  the  Council. 

The  staff  was  instructed  to  publish  an  article 
in  The  Ohio  State  Medical  Journal  prior  to  the 
annual  meeting,  using  the  narrative  entitled  “Con- 
cepts of  a State  ‘Foundation  Plan’  ” after  it  has 
been  properly  edited  by  the  following  committee: 
Drs.  Richard  L.  Fulton,  James  L.  Henry,  and  H. 
William  Porterfield. 

The  Council  recessed  and  reconvened  in  ex- 
ecutive session  for  the  report  of  the  Auditing  and 
Appropriations  Committee  meeting  of  January 
20,  1971. 

Auditing  and  Appropriations 

The  minutes  were  approved  as  presented, 
along  with  an  authorization  for  the  committee  to 
contract  for  a WATS  system  for  long  distance 
telephone  calls  providing  it  is  found  to  be  feasible. 

In  connection  with  the  committee’s  report  on 
the  property  to  be  purchased  on  the  southeast 
corner  of  the  intersection  of  Fourth  and  State 
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Streets,  the  Council  authorized  the  OSMA  Em- 
ployees Pension  Trust  Committee  to  negotiate 
for  the  purchase  of  an  undivided  half  of  the  144.4 
linear  foot  area. 

In  connection  with  the  dues  increase  pro- 
posed by  the  Committee  on  Auditing  and  Appro- 
priations, the  Council  approved  a raise  from  $50 
to  $65  per  year,  adopted  the  following  resolution 
for  submission  to  the  House  of  Delegates,  and 
approved  information  material  to  be  published 
in  The  Ohio  State  Medical  Journal  and  to  be 
included  in  the  House  of  Delegates  packets  for 
the  annual  meeting. 

RESOLUTION 

WHEREAS,  The  Ohio  State  Medical 
Association  has  operated  at  a deficit  in  1970 
and  will  do  so  again  in  1971,  and 

WHEREAS,  The  cost  of  providing  ser- 
vices increased  from  1969  to  1970  by  5/2 
percent,  and 

WHEREAS,  Income  decreased  from 
1969  to  1970  by  approximately  2 percent, 
because  of  decreased  exhibit  revenue  and 
Journal  advertising,  and  less  dues  income  be- 
cause of  an  increasing  number  of  exemptions 
from  dues  payment  for  retired  members  and 
dues  adjustments  for  hardship  while  total 
number  of  members  remained  static,  and 

WHEREAS,  Ohio  is  tied  for  47th  lowest 
in  amount  of  state  dues,  and 

WHEREAS,  Ohio  ranks  46th  in  ratio  of 
state  association  staff  members  to  Association 
members,  and 

WHEREAS,  The  Association  is  being 
asked  by  the  House  of  Delegates  and  by  the 
exigencies  of  the  times  to  undertake  more 
activities  and  to  expand  existing  activities  and 
services,  and 

WHEREAS,  The  Ohio  legislature  is  go- 
ing from  biennial  to  annual  sessions  making 
additional  staff  necessary,  therefore  be  it 

RESOLVED,  That  the  annual  Ohio 
State  Medical  Association  dues  be  increased 
to  $65,  a $15  increase,  effective  January  1, 
1972. 

The  executive  session  was  adjourned  and  the 
Council  reconvened  in  regular  session. 

Maternal  Health 

Mr.  Gillen  presented  the  minutes  of  the  Jan- 
uary 23-24,  1971  meeting  of  the  Committee  on 
Maternal  Health.  The  minutes  were  approved. 

In  accordance  with  the  recommendations  of 


the  committee,  the  President  appointed  the  follow- 
ing committee  to  study  the  feasibility  of  the  de- 
velopment by  the  Ohio  State  Medical  Association 
of  a permanent  Committee  on  Perinatal  Health, 
with  the  following  to  be  appointed  to  the  com- 
mittee: James  C.  McLarnan,  M.D.,  Mt.  Vernon, 
chairman;  Donald  J.  Vincent,  M.D.,  Columbus; 
Homer  A.  Anderson,  M.D.,  Columbus;  J.  Hutchi- 
son Williams,  M.D.,  Columbus;  Anthony  Ruppers- 
berg,  Jr.,  M.D.,  Columbus;  and  Mr.  Herbert  Gil- 
len, OSMA  staff  member  as  secretary. 

The  committee  was  requested  to  include  cost 
and  time  data  factors  in  their  report. 

Sports  Medicine 

Mr.  Clinger  reported  on  the  Sports  Medicine 
Conference  held  on  January  27,  1971.  The  report 
was  accepted  as  presented. 

Title  XIX 

The  minutes  of  a meeting  of  the  Title  XIX 
Subcommittee,  held  on  January  27,  1971,  were 
presented  by  Mr.  Gillen  and  were  accepted  by  the 
Council. 

Membership  and  Planning 

The  minutes  of  the  February  6 and  7 meeting 
of  the  Membership  and  Planning  Committee  were 
presented  by  Dr.  Schultz  and  were  accepted,  with 
an  amendment  to  change  the  w'ord  “should”  to 
“might”  in  paragraph  9 of  the  report. 

Fee  Review 

Dr.  Ivins  presented  the  minutes  of  the  meet- 
ing of  the  Council  Fee  Review  Committee  held 
on  February  19,  1971. 

Case  # 1 — The  committee  stated  that  the 
charges  were  reasonable  but  there  was  apparent 
over-utilization  and  recommended  that  the  case  be 
referred  to  the  Judicial  and  Professional  Relations 
Committee.  The  recommendation  was  accepted. 

Case  #2 — The  committee  recommended  that 
a reasonable  payment  in  each  case  would  be  $25. 
In  each  instance  the  amount  was  amended  to  $35 
and  accepted  as  amended. 

Legislation 

Federal 

Mr.  Edgar  reported  on  matters  involving  fed- 
eral legislation. 

Dr.  Henry'  reported  on  proposed  legislation 
to  establish  medically  directed  professional  services 
review  organizations.  The  Council  voted  approval 
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in  principle  of  the  proposed  legislation  as  pre- 
sented by  Dr.  Henry. 

State 

The  following  actions  resulted  from  the 
Council’s  consideration  of  a number  of  state  legis- 
lative proposals: 

Medical  Practice  Act — The  February  5th 
draft  of  a bill  to  amend  various  sections  of  the 
Ohio  Medical  Practice  Act  relating  to:  (1)  the 
Board’s  authority  to  examine  in  subjects  pertinent 
to  medical  education  standards;  (2)  upward  re- 
vision of  examination  fees  (reregistration  fee  for 
M.D.s  remains  the  same)  : (3)  to  add  to  what 
constitutes  “grossly  unprofessional  conduct,”  the 
violation  of  the  Medical  Practice  Act  or  the  rides 
of  the  Medical  Board.  Action:  Sponsorship. 

Health  Districts — A resolution  calling  for  a 
study  of  the  reorganization  and  financing  of 
health  districts.  Action:  Support. 

Physical  Therapists  - — A proposal  which 
would  remove  physical  therapists  from  the  direc- 
tion and  supervision  of  a physician.  Action:  Ac- 
tively opposed. 

Dog  Inoculation  A proposed  dog  inocula- 
tion bill.  Action:  Oppose  in  present  form. 

Medicaid  — A proposal  to  make  it  possible 
for  Ohio  to  meet  federal  standards  for  full  medi- 
caid coverage.  Action:  Work  with  sponsors  in  line 
with  established  policy  since  present  form  is  un- 
acceptable. 

Pharmacy  — Proposed  amendments  to  the 
pharmacy  act.  Action:  No  objection,  providing 
provisions  are  approved  by  the  OSMA  legislative 
legal  counsel  and  the  State  Medical  Board. 

Treatment  of  Minors  for  V.D.  — Senate  Bill 
56,  treatment  of  minors  for  venereal  disease. 
Action:  Amend  in  accordance  with  policy  to  be 
established  by  the  Council. 

County  Health  Commissioners  — House  Bill 
180,  nonphysicians  as  county  health  commission- 
ers. Action:  Opposed  in  present  form. 

Autopsy  — The  Council  discussed  a previ- 
ously approved  proposal  to  amend  the  autopsy  bill 
adopted  at  the  last  session. 

Informed  Consent  — The  Council  discussed 
the  sponsorship  of  an  informed  consent  bill  pre- 
viously approved. 

Allied  Health  Care  Personnel  — The  Coun- 
cil reaffirmed  its  policy  in  opposition  to  the  li- 
censure of  additional  allied  health  care  personnel 
categories. 

Accreditation  Requirements  — The  Council 
approved  the  draft  of  a legislative  proposal  having 
to  do  with  the  accreditation  requirements  of 


schools,  colleges,  institutions  and  individuals  grant- 
ing diplomas  to  applicants  for  licensure  as  a phy- 
sician and  surgeon,  an  osteopathic  physician  and 
surgeon,  or  as  a practitioner  of  a limited  branch  of 
medicine  or  surgery. 

Practice  of  Radiology  in  Hospitals 

Fhe  Council  considered  information  concern- 
ing the  problem  of  Dr.  John  F.  Riesser,  Spring- 
field.  with  the  Community  Hospital  in  that  city 
having  to  do  with  the  practice  of  radiologists. 

The  Council  voted  to  communicate  with  the 
Ohio  Hospital  Association  with  regard  to  this 
matter  and  asked  that  representatives  of  the  Ohio 
State  Medical  Association  bring  the  subject  up  for 
discussion  at  the  next  joint  meeting  of  the  OSMA 
and  the  Ohio  Hospital  Association. 

Percentage-Type  Contracts 
with  Hospitals 

The  Council  considered  a communication 
from  the  Summit  County  Medical  Society  dated 
February  5,  1971.  asking  for  advice  and  interpre- 
tation of  a percentage-type  contract  with  hospitals. 

The  decision  on  this  matter  was  that  the 
( Council  of  the  Ohio  State  Medical  Association, 
like  the  Judicial  Council  of  the  American  Medical 
Association,  cannot  review  a contract  which  may 
later  come  before  it  on  an  appeal. 

Community  Health  Record  System 

A communication  from  Dr.  Paul  U.  Ertel, 
Associate  Professor  of  Pediatrics,  Ohio  State  Uni- 
versity, dated  January  21,  1971,  was  presented  to 
Council.  This  was  in  answer  to  the  Executive 
Director’s  letter  of  November  25,  1970,  seeking 
firm  assurance  of  the  patient’s  right  of  confiden- 
tiality in  the  Community  Health  Record  System 
proposed  and  assurance  that  no  information  will 
be  related  without  specific  written  and  signed  per- 
mission from  the  patient.  It  was  also  requested 
that  regulations  be  adopted  to  make  certain  that 
the  patient’s  medical  information  will  be  made 
available  only  to  the  people  who  are  privileged 
to  have  it. 

Physician’s  Social  Security  Number 
on  Insurance  Forms 

The  Council  then  considered  Internal  Reve- 
nue Service  regulations  which  require  the  phy- 
sician’s Social  Security  number  on  insurance 
forms. 

Council  voted  that  a protest  be  made  through 
Ohio’s  Congressmen  on  the  unjust  and  discrimina- 
tory use  of  this  regulation  and  recommended  that 
a statement  of  the  Association  be  published  in  the 
OSMA  communications  media  informing  the 
membership  of  this  action. 
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Ohio  Medical  Indemnity,  Inc. 

The  following  resolution,  presented  by  Dr. 
Lieber,  was  referred  to  the  OSMA-OMI  Liaison 
Committee  for  study  and  consideration,  with  in- 
structions to  report  back  to  the  Council: 

RESOLUTION 

BE  IT  RESOLVED,  That  the  Council 
of  the  Ohio  State  Medical  Association  in- 
struct the  Ohio  Medical  Indemnity,  Inc.,  to 
inform  Blue  Cross  that  all  Blue  Cross-Blue 
Shield  contracts  shall  exclude  any  coverage 
of  any  services  of  any  hospital-based  physi- 
cians or  any  other  physicians,  and  that  any 
and  all  physician  services  shall  be  written  and 
administered  as  Blue  Shield  coverages,  wheth- 
er they  are  in  group  contracts  or  individual 
contracts. 

BE  IT  FURTHER  RESOLVED,  That 
Ohio  Medical  Indemnity,  Inc.,  inform  the 
Council  of  the  Ohio  State  Medical  Associa- 
tion of  the  manner  in  which  such  coverages 
are  written  in  any  future  Blue  Shield-Blue 
Cross  contracts,  and 

BE  IT  FURTHER  RESOLVED,  That 
the  Ohio  Medical  Indemnity,  Inc.,  be  in- 
structed to  adhere  strictly  to  this  policy. 

The  Council  voted  that  a committee  be  ap- 
pointed by  the  President  of  the  Ohio  State  Medi- 
cal Association  to  meet  with  officials  of  Ohio 
Medical  Indemnity,  Inc.,  prior  to  the  next  OMI 
board  meeting  to  discuss  future  plans.  The  OSMA 
committee  included  Robert  N.  Smith,  M.D.,  To- 
ledo; P.  John  Robechek,  M.D.,  Cleveland;  Wil- 
liam R.  Schultz,  M.D.,  Wooster;  James  L.  Henry, 
M.D.,  Grove  City;  and  Richard  L.  Fulton,  M.D., 
Columbus. 

The  Council  recessed  and  reconvened  in  ex- 
ecutive session  for  a discussion  of  the  OMI  Board 
of  Directors. 

Dr.  Smith,  chairman  of  the  OSMA-OMI 
Liaison  Committee,  presented  a report  of  the 
committee. 

The  committee  recommended  that  the  follow- 
ing be  nominated  and  elected  to  the  OMI  Board 
of  Directors  for  the  ensuing  year:  Ralph  L.  Aber- 
nathy, Dayton;  Dwight  L.  Becker,  M.D.,  Lima; 
William  T.  Blair,  Columbus;  Guerney  H.  Cole, 
Jr.,  Middletown;  William  R.  Culbertson,  Jr., 
M.D.,  Cincinnati;  Donald  W.  Dewald,  M.D., 
Mansfield;  Paul  A.  Jones,  M.D.,  Zanesville;  Rob- 
ert A.  McLemore,  M.D.,  Springfield;  Usher  B. 
Redmann,  Toledo;  Theodore  T.  Reed,  Jr.,  Pom- 
eroy; James  G.  Roberts,  M.D.,  Akron;  William 
J.  Schrimpf,  M.D.,  Cincinnati;  Frank  L.  Shively, 
Jr.,  M.D.,  Dayton;  Robert  N.  Smith,  M.D.,  To- 
ledo; Wendell  D.  Stewrart,  Lima;  Phil  W.  Tefft, 


Columbus;  M.  M.  Thompson,  M.D.,  Toledo; 
Gordon  M.  Todd,  M.D.,  Toledo;  Ben  Arnoff, 
M.D.,  Columbus:  Charles  G.  Zegiob,  M.D.,  Cleve- 
land; Frank  D.  Robinson,  Canton. 

By  official  action,  the  Council  approved  the 
nominations  presented  and  authorized  the  follow- 
ing to  cast  the  votes  of  the  Ohio  State  Medical 
Association,  a stockholder,  at  the  annual  stock- 
holders’ meeting  of  OMI  in  April  on  all  business 
matters  coming  before  that  meeting,  including  the 
election  of  directors  placed  in  nomination  by  the 
Council  at  this  meeting  on  February  20-21,  1971: 
Robert  N.  Smith,  M.D.,  Toledo,  or  Paul  N.  Ivins, 
M.D.,  Hamilton,  or  William  M.  Wells,  M.D., 
Newark,  or  Mr.  Hart  F.  Page,  Columbus. 

On  behalf  of  the  Council,  the  President  was 
authorized  to  thank  the  retiring  directors  for  their 
past  services. 

The  executive  session  was  adjourned  and  the 
Council  reconvened  in  regular  session. 

Automobile  Insurance 
for  OSMA  Members 

A progress  report  on  group  automobile  insur- 
ance for  members  of  the  Ohio  State  Medical  As- 
sociation was  presented  by  Mr.  Campbell. 

Amendments  to  Bylaws 

OSMA  Bylaws  Amendment 

The  Council  voted  to  submit  a proposal  to 
amend  Chapter  5,  Section  6,  of  the  OSMA  By- 
laws to  clarify  any  possible  ambiguity  with  regard 
to  the  procedure  for  the  election  of  AMA  dele- 
gates and  alternate  delegates  by  the  OSMA  House 
of  Delegates. 

Revision  of  “Model” 

The  committee  for  revision  of  the  model 
county  medical  society  constitution  and  bylaw's 
was  instructed  to  expedite  the  draft  of  the  new 
model. 

Woman’s  Auxiliary  Bylaws 

Amendments  to  the  Bylaws  of  the  Woman’s 
Auxiliary  to  the  Ohio  State  Medical  Association 
were  approved  by  the  Council. 

Citizenship  for  Licensure 

A communication  from  the  Academy  of  Med- 
icine of  Cincinnati  with  regard  to  the  requirement 
of  citizenship  for  licensure  was  received  for  in- 
formation. 

There  being  no  further  business,  the  Council 
adjourned. 

ATTEST:  Hart  F.  Page, 

Executive  Director 
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Now  YOU  Can  Have  “PEP” 


By  Daniel  J.  Hanson,  M.D. 


TOURING  RECENT  MONTHS  two  articles 

have  appeared  in  the  Ohio  State  Medical 
Journal  concerning  the  necessity  for  quality  con- 
trol programs  in  laboratory  testing  in  the  physi- 
cian’s office.1’2  It  was  apparent  from  these  articles 
that  we  must  all  be  very'  aware  of  a very  important 
fact.  That  is,  a laboratory  test  must  be  as  reliable 
when  performed  in  an  individual  physician’s 
laboratory  as  it  is  when  performed  in  a large 
hospital  or  independent  laboratory.  The  reason 
for  this  is  obvious:  the  result  is  just  as  important 
for  the  patient  no  matter  where  the  test  is  per- 
formed. 

You  will  have  an  opportunity  at  the  Ohio 
State  Medical  Association  Meeting,  May  10-14,  to 
see  how  you  can  apply  the  same  types  of  quality 
control  procedures  to  office  laboratory  testing  as 
large  laboratories  use  in  their  day-to-day  quality 
control  programs.  An  exhibit  will  be  shown  at  the 
meeting  which  will  describe  the  “PEP”  (Peer 
Evaluation  Program)  of  the  College  of  American 
Pathologists.  This  program  provides  to  the  smaller 
laboratory  a proficiency  testing  system  which  is 
economical,  convenient  and  inexpensive  and  which 
allows  the  individual  practitioner  to  evaluate  how 
his  laboratory  performance  compares  with  other 
laboratories  of  a similar  nature  throughout  the 
nation.  This  service,  at  the  same  time,  maintains 
complete  confidentiality  of  results. 

This  program  has  been  endorsed  by  many 
state  medical  societies  including  the  Ohio  State 
Medical  Association.  It  has  also  been  endorsed 
by  the  American  Society  of  Internal  Medicine 
which  has  designated  the  program  “a  valuable  aid 

in  managing  office  laboratories and  a 

valuable  aid  in  assuring  the  quality  of  results  that 
are  so  vital  to  patient  care.” 

A visit  to  the  exhibit  will  give  you  an  op- 
portunity to  see  how  the  program  works,  how  large 
laboratories  use  similar  techniques,3  how  a group 
of  small  laboratories  used  this  technique  to  im- 
pressively improve  their  performance4  and  how 
you  can  take  advantage  of  these  methods  for  your 
own  laboratory.  Remember,  your  patient,  expects 
equal  reliability  in  your  laboratory  testing  as  in 
your  clinical  judgment. 


Come  visit  the  exhibit  (Booth  H-20)  to  learn 
about  PEP  — for  your  patients’  benefit. 


References 

1.  Comm  Lab  Med,  OSMA,  OSMA  and  Ohio  Society 

of  Pathologists  Promote  Proficiency  Evaluation 
Program  (PEP)  in  Ohio,  Nov  OSMJ  1970,  p. 
1097 

2.  Comm  Lab  Med,  OSMA,  How  Accurate  is  this 

Test?,  OSM]  Jan  1971,  p.  59 

3.  Hanson,  D.J.,  Post  Graduate  Medicine,  Improve- 

ments in  Medical  Laboratory  Performance,  Dec 
1969,  p.  51-56 

4.  Hain,  R.F.,  Rpt  of  Oklahoma  State  Med  Assoc 

Lab  Qual  Comm,  Proficiency  Testing  in  Okla- 
homa Physician’s  Office  Laboratories 

Editor’s  Note:  For  further  information,  please  con- 
tact the  OSMA  Committee  on  Laboratory  Medicine, 
Ohio  State  Medical  Association,  17  S.  High  Street,  Suite 
500,  Columbus,  Ohio  43215 : Telephone  (614)  228-6971. 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
otherswill  confirmit.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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Create  a 
machine 


What  to  do 
until  . 

suppositories 

work: 


Read 
“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet h-  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  orspasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO..  INC. 
Lynchburg,  Va.  24505 


| pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  In  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963  2.  Sweeney.  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun,  A.  B : 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores,  A.  and  Weiss,  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960,  6.  Smith,  J.  J,  and  Schwartz,  E.  D : Western  J Surg  72:177,  May-June,  1964, 
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The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  w hich  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity  .The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet , select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid , select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times pp.  150  (Feb.)  1966. 


Announcing  the^Antgasid” 

Silain-Gel 

Tablets:  imethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


vTHPOBINS 


A.H.  Robins  Company,  Richmond,  V'irginia  23220 


*(- 


Bt*55S-2  J, 

15  ct  VM  Stortte  SoMion  1 { 

Uncocln® 

(Uncomyc In 
tr;*xWof  kte  injection) 
tj.  - to  )OOmK.p«rcc. 
i.  neomycin 


Ipjolin 


sterile  solution  ( 300  ma  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride , U pjphn) 


and  single-dose  2 r 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 


i.  once-popular  treatment  for  back  pains 
ras  to  have  the  seventh  son  of  a seventh  son 
tand  or  walk  on  the  patient's  back. 


>r  headache,  a sovereign  remedy  was 
wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 
to  pain 
relief  # 


Umpirin’ 

ompound  with  Codeine 
hosphate  gr.  1/2  No.  3 


ch  tablet  contains: 
deine  Phosphate  gr.  1/2  (Warning— 
ty  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
pirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

eeps  the  promise 
( pain  relief 

I.  & Co.'  narcotic  products  are 

3S  "B",  and  as  such  are  available  on  oral 

scription,  where  State  law  permits. 

j?  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
T\ickahoe,  N.Y. 


JUDGE  ANTIBIOTICfOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
- bacitracin- neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYGIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


State  Medical  Board  of  Ohio 
Reports  Its  Activities  for  the  Year 


TN  ITS  ANNUAL  REPORT  for  1970,  the  State 
Medical  Board  of  Ohio  gave  some  interesting 
data  on  its  activities  for  the  year.  Certificates  to 
graduates  in  Medicine  and  Surgery  after  examina- 
tion were  issued  to  227  persons.  An  additional  544 
certificates  to  M.D.’s  were  issued  under  endorse- 
ment provisions. 

Renewals  of  medicine  and  surgery  licenses, 
under  provisions  of  reregistration,  numbered  18,- 
346.  There  were  41  reinstatements  of  Medicine 
and  Surgery  licenses. 

Certificates  were  issued  to  two  graduates  in 
osteopathic  medicine  and  surgery  after  examina- 
tion, and  to  44  under  endorsement  provisions.  Re- 
newals of  Osteopathic  licenses  numbered  1 ,693, 
and  reinstatements,  70. 

The  limited  practitioners  under  higher  re- 
quirements after  examination  (mechanotherapy, 
cosmetic  therapy,  massage,  and  chiropractic)  cer- 
tificates were  issued  to  46.  Under  higher  require- 
ments through  endorsement  (chiropractic)  cer- 
tificates were  issued  to  5. 

Certificates  were  issued  to  42  podiatrists  (chi- 
ropodists) under  higher  requirements  through  en- 
dorsement. Renewal  of  podiatry  licenses  numbered 
579;  and  there  were  35  reinstatements  of  podiatry 
licenses. 

Certificates  were  issued  to  1 1 midwives  under 
higher  requirements  after  examination. 

Certificates  were  issued  to  32  graduates  in 
physical  therapy  under  endorsement  provisions. 
After  examination  certificates  were  issued  to  56 
graduates  in  physical  therapy.  Renewal  of  physical 
therapy  licenses  numbered  894, 

Temporary  certificates  issued  numbered  1472, 
and  limited  certificates  31. 

Certification  of  applications  for  licensure  in 
other  states  numbered  555. 

Preliminary  certificates  issued  for  the  practice 
of  medicine  and  surgery  and  osteopathic  medicine 
and  surgery  numbered  1243. 

Preliminary  certificates  issued  for  the  practice 
in  the  limited  branches  numbered  257. 

The  following  number  of  applications  were 
rejected : Medicine  and  surgery  after  examination, 
59;  medicine  and  surgery'  under  endorsement  pro- 
visions, 10;  osteopathic  medicine  and  surgery'  after 


examination,  5;  under  endorsement  provisions,  1; 
limited  practitioners  after  examination,  34;  podi- 
atrists after  examination,  2;  physical  therapists 
after  examination,  1. 

Investigators  made  5,107  calls  in  all  88  coun- 
ties of  Ohio,  and  investigated  449  cases,  involving 
licensed  as  well  as  unlicensed  practitioners. 

Thirty-seven  cases  were  filed  in  court.  At  the 
end  of  the  report  period,  32  cases  were  awaiting 
trial,  and  convictions  were  returned  in  22  cases. 
Fines  were  assessed  in  the  amount  of  $1,110,  and 
$630  was  collected. 

The  State  Medical  Board  is  the  state  agency 
charged  with  the  responsibility  of  licensing  phy- 
sicians and  other  practitioners  of  the  healing  arts 
in  Ohio  and  enforcing  the  law  as  it  applies  to  the 
healing  arts. 

Members  of  the  Board  are:  Henry  A.  Craw- 
ford, M.D.,  Cleveland,  president;  Peter  Lancione, 
M.D.,  Bellaire,  vice-president;  Henry  G.  Cram- 
blett,  M.D.,  Columbus,  secretary;  John  D.  Brum- 
baugh, M.D.,  Akron;  Frederick  T.  Merchant, 
M.D.,  Marion;  Ralph  K.  Ramsayer,  M.D.,  Can- 
ton; Anthony  Ruppersberg.  Jr.,  M.D.,  Columbus; 
and  James  O.  Watson,  D.O.,  Columbus.  William 
J.  Lee,  Attorney,  is  the  Boards’s  administrator. 


Dr.  Irvine  H.  Page,  director  emeritus  of  the 
Cleveland  Clinic  Foundation,  was  honored  recently 
with  the  “gifted  teacher  award"  of  the  American 
College  of  Cardiology.  The  award  is  given  to  a 
person  who  has  made  a major  contribution  to 
cardiology  through  the  teaching  and  training  of 
students. 


Dr.  John  J.  McDonough,  Youngstown,  was 
awarded  Eagle  Aerie  213’s  humanitarian  plaque 
for  1970  for  his  contributions  and  service  in  behalf 
of  the  hospital  ship  S.  S.  Hope.  He  has  served  on 
the  hospital  ship  and  has  participated  in  fund- 
raising projects  for  the  Hope  program. 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus 

' I l'HE  BULL  MARKET  continues  to  grow  and 
the  balance  of  the  year  and  1972  look  good 
and  investment  opportunities  are  all  around  us. 
The  expected  surge  in  consumer  spending  is  under 
way.  Automobile  and  housing  are  showing  good 
strength  and  the  public  buying  is  getting  stronger 
each  month  as  stock  prices  rise,  productivity  im- 
proves and  the  easing  of  interest  rates  and  bor- 
rowing terms  are  encouraging  consumers  to  borrow 
in  order  to  buy.  And  that  sunny  day  has  arrived 
to  attract  the  savings  accounts  that  have  been 
accumulating  the  past  year  or  so.  What  impresses 
me  is  that  most  of  the  market  experts  are  extreme- 
ly bullish  about  1972.  Obviously,  this  means  that 
securities  purchased  today,  if  carefully  selected, 
will  provide  splendid  growth  opportunities. 

It  appears  that  the  Surgeon  General  of  the 
United  States  and  the  Federal  Communications 
Commission  are  failing  to  curb  cigarette  smoking. 
The  latest  figures  show  a slightly  greater  consump- 
tion in  the  past  year.  In  fact,  January  sales  are  up 
about  6 percent  over  January  of  last  year.  This 
increase  isn’t  exactly  what  the  FCC  intended  when 
it  banned  cigarette  commercials  from  television 
and  radio  programs,  effective  January  3.  But  as 
Senator  Valstead  found  out  about  50  years  ago, 
rules  often  backfire.  Carrie  Nation  and  the  WCTU 
never  did  manage  to  put  much  of  a dent  into 
the  liquor  market  even  if  they  did  make  the  stuff 
illegal.  If  you  own  any  stock  of  tobacco  companies, 
don’t  be  anxious  to  sell.  The  large  tobacco  com- 
panies have  now  diversified,  so  that  much  of  their 
income  is  from  sources  other  than  tobacco  sales, 
and  as  growth  stocks  they  have  become  very  at- 
tractive. Reynolds  (R.J.)  Industries,  for  example 
had  earnings  of  $4.56  per  share  in  1970,  an  in- 
crease of  19  percent  over  1969,  and  earnings  gain 
is  also  expected  for  1971.  This  company  has 
diversified  into  food  and  beverages,  containerized 
freight  transportation  systems,  aluminum  and  foil 


This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company,  Columbus. 


products  and  is  now  a producer  and  refiner  of 
oil.  And  further  diversification  is  probable. 

I am  sure  you  have  observed  that  many  of 
your  older  patients  are  moving  into  the  South.  In 
fact,  in  the  past  decade,  Florida’s  over-65  popula- 
tion increased  75  percent  so  that  15  percent  of  the 
state’s  total  population  is  now  composed  of  older 
persons  compared  to  the  national  proportion  of 
9.9  percent.  If  you  were  practicing  medicine  in 
Iowa,  Nebraska,  Missouri,  Minnesota  or  the 
Dakotas,  you  would  find  the  highest  concentra- 
tion of  old  persons  outside  of  Florida.  These  states 
recorded  a significant  out-migration  of  younger 
persons  leaving  the  oldsters  behind. 

Marlennan  Corporation  is  my  stock  of  the 
month.  This  holding  Company  owns  the  Chicago 
based  Marsh  & McLennan,  the  worlds’  largest 
publicly  owned  insurance  brokerage  and  agency 
firm.  The  company  places  insurance  coverage, 
largely  corporate,  under  brokerage  and  agency 
arrangements.  In  addition,  it  performs  actuarial 
and  pension  planning  services,  furnishes  advisory 
or  management  services  for  self-insurance  pro- 
grams, adjusts  marine  insurance  losses  and  per- 
forms damage  surveys  and  performs  certain  other 
related  services.  The  company  has  offices  in  over 
35  U.S.  and  eight  Canadian  cities  and  has  offices 
throughout  Europe,  South  America  and  Australia. 

Acting  primarily  in  the  capacity  of  an  agent 
and  broker,  it  places  insurance  coverage  for  its 
clients  for  a commission  or  fee  and  does  not  act 
as  an  underwriter,  so  fluctuations  in  losses  do  not 
affect  its  earnings,  which  were  up  sharply  in  1969 
and  1970  and  the  outlook  for  1971  is  a continua- 
tion of  this  favorable  trend.  This  is  an  excellent 
growth  stock  and  it  should  be  attractive  for  long- 
term growth  investors. 

For  the  high  income  seeking  investors  the 
real  estate  investments  trusts  continue  to  offer 
high  yields.  There  are  a number  of  good  trusts, 
but  I favor  Galbreath  First  Mortgage  Investments, 
a Columbus  based  trust.  At  today’s  price  it  still 
provides  a yield  of  about  9 percent  and  this  kind 
of  investment  offers  a minimal  risk  of  your  capital. 
I recommend  this  trust  for  income  and  moderate 
growth.  Call  me  if  you  want  additional  details 
about  this  investment  opportunity. 
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THE  STATUTE  OF  LIMITATIONS  REAPPRAISED: 


Ohio  Supreme  Court  in  Split  Decision 
Refuses  to  Apply  ‘"Discovery  Rule” 

To  Medical  Malpractice  Actions 


By  James  E.  Pohlman,  LL.B. 


TN  A CASE  decided  on  February  24,  1971,1  the 
Ohio  Supreme  Court  refused  to  apply  the 
“discovery  rule”  to  medical  malpractice  actions 
and  followed  a line  of  earlier  cases2  holding  that 
a cause  of  action  for  medical  malpractice  accrues 
when  the  physician-patient  relationship  terminates. 

The  Court  was,  however,  sharply  divided  on 
the  “discovery  rule”  issue.  Three  justices3  dissented 
on  the  ground  that  the  “termination  of  treat- 
ment” rule  works  unfairly  in  certain  cases,  such  as 
those  in  which  a foreign  object  has  been  left  in  a 
patient’s  body  following  a medical  or  surgical 
procedure  and  those  in  which,  as  was  the  situation 
in  the  case  decided  by  the  Court,  the  injury  re- 
sulted from  an  alleged  act  of  malpractice  that 
required  “a  long  developmental  period  before 
becoming  dangerous  and  discoverable.”  The  three 
dissenting  justices  would  have  applied  to  medical 
malpractice  actions  in  Ohio  the  discovery  rule 
now  in  effect  in  whole  or  in  part  in  23  states,  i.e., 
the  statute  of  limitations  does  not  begin  to  run 
until  the  date  the  patient  discovers,  or  in  exercise 
of  reasonable  care  should  discover,  damage  result- 
ing from  the  alleged  malpractice. 

The  majority  of  the  Supreme  Court,  while 
recognizing  that  the  “discovery  rule”  had  “much 
to  recommend  (it),”  refused  to  apply  it  on  the 
ground  that,  to  do  so,  would  clearly  amount  to 
“judicial  legislation.”  It  must  be  assumed,  the 
majority  held,  that  the  General  Assembly  was 
aware  when  it  enacted  the  statute  of  limitations 
that  it  would  operate  without  reference  to  the 
merit  of  claims  and  might,  in  some  cases,  cut 
off  meritorious  claims.  The  majority  concluded, 
in  an  exemplary  display  of  judicial  restraint,  that 
any  change  in  the  operation  and  effect  of  the 


Mr.  Pohlman  is  a Columbus  practicing  attorney  and 
is  legislative  counsel  for  the  Ohio  State  Medical 
Association. 


statute  of  limitations  in  medical  malpractice  cases 
must  be  made  by  the  General  Assembly  and  not 
by  the  Supreme  Court. 

The  majority  opinion  was  written  by  Justice 
Thomas  M.  Herbert.  Chief  Justice  C.  Win.  O’Neill 
and  Justices  Leonard  J.  Stern  and  Robert  E.  Leach 
concurred. 

References 
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2.  Gillette  v.  Tucker,  67  Ohio  St.  106,  65  N.E.  865 

(1902);  Bowers  v.  Santee,  99  Ohio  St.  361,  124 
N.E.  238  (1919);  DeLong  v.  Campbell,  157  Ohio 
St.  22,  104  N.E.  2d  177  (1952). 
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Physician’s  Bookshelf 

Handbook  of  Pediatrics,  Ninth  Edition,  1971: 

In  this  ninth  edition,  the  authors  have  made  ex- 
tensive revisions  and  additions,  but  the  format  and 
objective  have  remained  the  same,  and  that  is 
to  present  to  the  practicing  physician  and  medical 
student  a concise  and  readily  available  digest  of 
material  necessary  for  the  diagnosis  and  manage- 
ment of  pediatric  disorders. 

The  authors  are  Henry  K.  Silver,  M.D.,  C. 
Henry  Kempe,  M.D.,  and  Henry  B.  Bruyn,  M.D.. 
the  first  two  of  the  University  of  Colorado  School 
of  Medicine,  and  the  latter  of  the  University  of 
California  School  of  Medicine.  The  handbook  is 
published  by  Lange  Medical  Publications,  Los 
Altos,  California,  publishers  also  of  Physician’s 
Handbook  and  a number  of  other  ready-reference 
manuals.  Price  is  listed  at  $6.50. 
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KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


May 

Visiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabeth  Hospital,  Youngstown — May 
6,  Hypoglycemia,  T.  S.  Danowski,  M.D.,  U.  of 
Pittsburgh;  May  20,  Hypertension  and  Bilateral 
Renal  Artery  Stenosis,  Alvin  Shapiro,  M.D.,  U. 
of  Pittsburgh. 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown  — May  7,  The  Normal 
Vectorcardiograph;  May  14,  The  Normal  VCG; 
May  21,  The  VCG  in  Myocardial  Infarction; 
May  28,  The  VCG  in  Right  Ventricular  Hyper- 
trophy. 

Ohio  State  Medical  Association,  Annual 
Meeting,  Columbus,  May  10-14.  Program  con- 
tains a broad  selection  of  courses,  panel  discus- 
sions, conferences,  etc. 

Contact  Lens  Symposium  Cleveland  Clinic 
Educational  Foundation,  May  19-20. 

Internal  Medicine  — Visiting  Professor  Pro- 
gram, Akron  City  Hospital,  525  E.  Market  Street, 
Akron  44309;  May  21;  J.  F.  Pantridge,  Belfast, 
Ireland. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m. — May 
11,  Treatment  of  Lymphomas,  Dr.  Altier;  May 
18,  Hyperosmolar  Coma,  Dr.  Cleary;  May  25. 
Medical  Audit  Conference,  Dr.  Gaylord. 

Practical  Dermatology  — Cleveland  Clinic 
Educational  Foundation,  May  12-13. 

Visiting  Professor  Series,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown — May 
13,  Surgical  Problems  in  Pulmonary  Emphysema, 
Jay  L.  Ankeney,  M.D.,  OSU;  May  27,  Ulcero- 
genic Tumor,  Arthur  G.  James,  M.D.,  OSU. 

Hypoglycemia — Diagnosis  and  Management, 
and  Management  of  Diabetes  with  Oral  Agents 

and  Insulin;  Youngstown  Hospital  Association; 
May  20,  8:00  a.m. 

Therapeutic  Ablation  of  Adrenal  or  Pituitary 
Gland  for  Malignancy  (Metabolic  Series)  — 
Youngstown  Hospital  Association,  May  24. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Ambulatory  Care  of  the  Chronic  Respiratory 
Disease  Patient  — Trumbull  Memorial  Hospital, 
Warren;  luncheon  program,  May  25;  Charles 
Payne,  M.D.,  clinical  instructor  of  medicine,  Case 
Western  Reserve  University. 


June 

Visiting  Professor  Series,  Department  of  Med- 
icine, St.  Elizabeth  Hospital,  Youngstown — June 
3,  Supra  Valvular  Pulmonic  Stenosis,  James 
Leonard,  M.D.,  U.  of  Pittsburgh. 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown — June  4,  Combined  Ven- 
tricular Hypertrophy;  June  11,  Problems  and 
Review;  June  18,  Problems  and  Review;  June  25, 
Problems  and  Review. 

Thirteenth  annual  Refresher  Course  in  Di- 
agnostic Roentgenology  sponsored  by  the  Radiol- 
ogy Department,  University  of  Cincinnati  College 
of  Medicine,  under  direction  of  Dr.  Benjamin 
Felson,  June  1-5;  contact  Dr.  Harold  B.  Spitz,  De- 
partment of  Radiology,  Cincinnati  General  Hos- 
pital, Cincinnati  45229. 

Internal  Medicine:  Clinical  Problems,  1971 — 

A Postgraduate  Course  of  the  American  College 
of  Physicians;  University  of  Cincinnati  Medical 
Center;  June  7-11;  Richard  W.  Vilter,  M.D.,  and 
James  F.  Schieve,  M.D.,  codirectors. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m. — June 
8,  Respiratory  Insufficiency,  Dr.  Saadi;  June  15, 
Allergic  Purpura,  Dr.  Deramo;  June  22,  L-Dopa 
in  Parkinson’s  Disease,  Dr.  Gilliland. 
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Educational  Opportunities 
in  Ohio — Continued 

Postgraduate  Course  in  Diabetics — Cleveland 
Clinic  Educational  Foundation,  June  10-11. 

Symposium  on  Microneurosurgery  — Three- 
day  symposium  devoted  to  research  and  clinical 
applications  of  microsurgery  of  the  nervous  system, 
sponsored  by  the  Section  of  Neurosurgery,  Good 
Samaritan  Hospital  and  Department  of  Neuro- 
surgery, The  Christ  Hospital,  Cincinnati;  June 
10-12;  distinguished  guest  faculty  as  well  as  local 
participants;  contact  John  M.  Tew,  M.D.,  506 
Oak  Street,  Cincinnati  45219. 

Hypertension  in  Primary  Renal  Disease 
(Renal  Series)  — Youngstown  Hospital  Associa- 
tion, June  14. 

Mid-West  Association  of  Professors  of  Psy- 
chiatry — Hosted  by  OSU  College  of  Medicine: 
in  the  OSU  Center  for  Tomorrow,  2400  Olentangy 
River  Road,  Columbus;  June  24-26. 


Jub 

Quarterly  Meeting,  Association  of  Physicians 
of  the  State  of  Ohio,  July  9,  Apple  Creek  State 
Hospital. 

American  Institute  of  Homeopathy, — Annual 
Convention,  Neil  House  Motor  Hotel,  Columbus, 
July  17-21. 


August 

Short  Course  on  Laser  Safety,  University  of 
Cincinnati,  August  2-6;  contact  R.  James  Rock- 
well, Jr.,  Course  Director,  Laser  Laboratory, 
Children’s  Hospital  Research  Foundation,  Cin- 
cinnati 45229. 


October 

Modern  Concepts  in  Electrocardiography  and 
Cardiac  Arrhythmias  — By  the  American  College 
of  Cardiology  in  cooperation  with  the  University 
of  Cincinnati  Medical  Center  and  the  Shriners 
Burns  Institute;  October  28-30  at  the  University 
of  Cincinnati  Medical  Center.  Contact  American 
College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 


PRimER' 

PLUS 

Flexoplnst 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••. 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City  

State Zip 


Obituaries 


John  Charles  Blinn  II,  M.D.,  New  Phila- 
delphia: Ohio  State  University  College  of  Medi- 
cine, 1936;  aged  60;  died  March  12;  member  of 
OSMA  and  AM  A;  former  general  practitioner 
in  the  New  Philadelphia  area  who  had  retired 
for  reasons  of  health;  served  in  the  Army  Medical 
Corps  during  World  War  II  and  attained  rank 
of  lieutenant  colonel. 

George  Wallace  Duffey,  M.D.,  Akron;  Ohio 
State  University  College  of  Medicine,  1948;  aged 
58:  died  March  2;  member  of  OSMA  and  AMA; 
general  practitioner  in  the  Ellet  area  of  Akron 
for  21  years. 

Arthur  Carlton  Emstene,  M.D.,  Cleveland; 

University  of  Iowa  College  of  Medicine,  1925; 
aged  69;  died  March  12;  member  of  OSMA,  AMA, 
Central  Society  for  Clinical  Research,  American 
Society  of  Physicians,  American  Society  for 
Clinical  Investigation,  American  Clinical  and 
Climatological  Association,  and  Association  of 
American  Physicians;  Fellow  of  American  Col- 
lege of  Physicians;  diplomate  of  American  Board 
of  Internal  Medicine;  nationally  known  cardiolo- 
gist; long  a member  of  the  Cleveland  Clinic  staff 
and  recently  emeritus  consultant  for  the  Clinic; 
served  in  the  Navy  Medical  Corps  during  World 
War  II;  former  secretary-treasurer  of  the  Academy 
of  Medicine  of  Cleveland;  past  president  of  the 
Cleveland  Area,  Ohio  and  American  Heart  As- 
sociations; former  chainnan  of  the  OSMA  Com- 
mittee on  Scientific  Work. 

Frederick  W.  D.  Finke,  M.D.,  Cleveland; 
Cleveland  Pulte  Medical  College,  1903;  aged  91; 
died  March  10;  member  of  OSMA  and  AMA; 
general  practitioner  of  long  standing  in  the  Col- 
lingwood  section  of  Cleveland. 

Osman  Galevi,  M.D.,  Toledo;  University  of 
Munich,  Germany,  1951;  aged  51;  died  March 
22;  member  of  OSMA,  AMA,  and  American 
Academy  of  Pediatrics;  diplomate  of  American 


Board  of  Pediatrics;  practitioner  in  Toledo  for  a 
number  of  years,  specializing  in  pediatrics. 

Orville  J.  Heindel,  M.D.,  Youngstown;  Eclec- 
tic Medical  University,  Kansas  City,  Mo.,  1910; 
aged  84;  died  March  11;  general  practitioner  of 
many  years’  standing  in  Youngstown. 

Arthur  Warren  Hemphill,  M.D.,  Toledo; 
University  of  Iowa  College  of  Medicine,  1926;  aged 
70;  died  March  21;  member  of  OSMA  and  AMA; 
general  practitioner  of  long  standing  in  Toledo. 

John  Clarence  McClelland,  M.D.,  Akron; 
University  of  Toronto  Faculty  of  Medicine,  1922; 
aged  76;  died  March  20;  member  of  the  OSMA 
and  AMA;  general  practitioner  of  long  standing 
in  the  Akron  area. 

Elizabeth  Morgan  Overhulse,  M.D.,  Cincin- 
nati; Eclectic  Medical  College,  Cincinnati,  1918; 
aged  83;  died  March  12;  member  of  OSMA  and 
AMA;  practitioner  of  long  standing  in  the  Cin- 
cinnati area. 

Emma  Boose  Tucker,  M.D.,  Cleveland; 
Northwestern  University  Woman’s  Medical  School. 
1901;  aged  100:  died  March  14;  medical  mis- 
sionary for  many  years  in  China  with  her  husband, 
the  late  Dr.  F.  Tucker;  survived  by  three  sons 
and  a daughter,  all  physicians,  Dr.  William 
B.,  Arthur  S.,  Francis  C.,  and  Margaret  E. 
Tucker. 

James  Nicolas  Wychgel,  M.D.,  Western  Re- 
serve University  School  of  Medicine,  1913;  aged 
79;  died  March  7:  member  of  OSMA,  AMA,  and 
Industrial  Medical  Association;  Fellow  of  Ameri- 
can College  of  Surgeons;  industrial  surgeon  of  long 
standing  in  Cleveland;  surgeon  for  American  Steel 
and  medical  director  for  Standard  Oil;  before  his 
retirement  in  1970  he  was  director  of  health 
center  for  personnel  of  St.  Alexis  Hospital;  served 
in  the  Army  Medical  Corps  during  World  War  I. 
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Woman’s  Auxiliary  Highlights  . . . 

Mrs.  Robert  E.  Krone,  State  Publicity  Chairman 
4755  Miami  Road,  Cincinnati,  Ohio  45243 


HIS  MONTH’S  COLUMN  seems  destined 
to  be  a hodge  podge  of  “places,  peoples  and 
things.”  Since  April’s  release  was  all  about  our 
coming  convention  (which  is  now  past  history),  I 
have  left  a collection  of  mail  with  dates  covering 
several  weeks.  It  still  is  interesting  to  read  about 
county  activities,  to  compare  notes  from  the  var- 
ious auxiliaries,  to  see  the  dissimilarities  as  well  as 
the  similarities  among  our  organizations.  Since 
most  of  you  do  not  have  the  opportunity  to  read 
newsletters  firsthand,  here  is  my  condensation  of 
what  has  been  happening  in  Ohio. 

OMPAC 

First,  there  is  an  important  message  from  our 
OMPAC  representative,  Mrs.  Malachi  W.  Sloan 
II.  Jane  was  writing  from  Washington,  D.C., 
where  she  and  her  husband  had  attended  a Public 
Affairs  Workshop.  “The  two  days  of  sessions  were 
star-spangled  and  stimulating  for  our  Ohio  dele- 
gation, Dr.  and  Mrs.  Paul  Jones,  Dr.  and  Mrs.  J.  C. 
McLarnen,  Dr.  A.  Burton  Payne,  Dr.  R.  L.  Fulton, 
Hart  Page,  and  Dr.  and  Mrs.  Sloan.  Ohio’s  own 
Dr.  Jack  Lewis  led  one  of  the  workshop  sessions 
on  Evaluating  the  Political  Campaign.  Dr.  Lewis 
is  vice-chairman  of  the  OMPAC  Board  and  a 
member  of  the  AMPAC  Board.” 

OMPAC  means  Ohio  Medical  Political  Ac- 
tion Committee  — is  there  anyone  in  Ohio  who 
doesn’t  know  that?  Since  medical  societies  and 
auxiliaries  do  not  engage  in  political  activities, 
membership  in  OMPAC  is  one  way  as  individuals 
that  we  can  participate.  Anyone  can  join  for  the 
nominal  fee  of  $25.00.  Send  your  check  to:  OM- 
PAC, P.O.  Box  5617,  Columbus,  Ohio,  43221. 

Mrs.  Sloan  continues:  “The  money  we  collect 
goes  into  the  ‘war  chest’  for  the  1972  political 
campaign,  which  w'ill  be  the  most  important  one 
ever  in  the  history  of  our  country.  The  93rd  Con- 
gress elected  in  1972  will  determine  the  destiny  of 
the  medical  profession  for  years  to  come.  On  every 
hand  we  heard  the  experts  tell  us  that  health  care 
is  the  number  one  issue  facing  the  country.  This 
time  the  AMA  has  a positive  proposal  to  make  to 
our  citizens  — MEDICREDIT.  At  this  time  122 
legislators  are  sponsoring  this  bill.  The  Kennedy 
proposal-frightening  in  cost  and  what  it  holds 
for  physicians  and  their  families-is  the  opposing 
bill.  Change  is  in  the  air,  and  through  our  united 


efforts  we  can  have  a voice  in  what  that  change 
will  be.” 

Jane  was  enthusiastic  about  the  opportunity 
to  hear  the  eloquent  young  men  of  Congress. 
“Politics  mattered  little  as  they  each  urged  us  to 
be  committed  and  involved  on  the  local  scene  and 
through  PAC  to  insure  the  highest  calibre  public 
servants  if  we  wanted  to  have  a voice  in  our 
future.”  If  you  have  not  already  contributed  to 
OMPAC  for  1971,  think  again  about  its  purpose 
and  effectiveness,  and  then  send  in  your  check! 

Butler  County  Reports 

It  took  awhile  for  Butler  County  to  get  my 
name  on  its  mailing  list  but  the  packet  of  news- 
letters which  I received  lately  was  worth  waiting 
for.  Each  monthly  letter  carries  an  appeal  for 
personal  participation  on  the  part  of  the  134 
members.  The  need  for  help  is  specific,  the  time 
involved  in  the  activity  is  stated,  members  know 
exactly  what  they  are  getting  into  and  how  to 
volunteer.  Surely  this  businesslike  approach  should 
achieve  results. 

The  Butler  County  auxiliary  served  as  hostess 
for  three  diabetic  conferences  held  in  March.  Then 
they  headed  the  volunteer  program  for  patient 
screening  in  April.  Chairmen  for  this  county-wide 
venture  were:  Mrs.  Carl  Palechek  in  Hamilton; 
Mrs.  Marvin  Max  and  Mrs.  William  Crawford  in 
Middletown,  Monroe  and  Madison  Township; 
and  Mrs.  Sheffield  Jeck  in  Oxford.  It  was  esti- 
mated that  192  volunteers  would  be  needed  to 
make  the  program  move. 

Other  worthwhile  activities  were  reported-an 
increased  contribution  to  AMA-ERF  from  the 
sale  of  Christmas  cards,  successful  Health  Careers 
Days  in  Hamilton  and  Middletown,  and  a garage 
sale  in  April  to  raise  scholarship  funds  for  medical 
students. 

Dollars  for  Many  Causes 

In  the  past  several  weeks  many  fund  raising 
activities  have  been  held  in  the  various  counties. 
Total  amounts  collected  will  have  been  reported 
at  the  state  convention.  Here  are  a few  of  the 
scheduled  events:  The  Aesculapian  Ball  for  the 
benefit  of  Mobile  Meals,  Inc.  (Toledo)  The  Holi- 
day Ball  for  the  benefit  of  The  Apple  Tree 
( Cincinnati)  Spring  Bridge  Luncheon  for  AMA- 
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ERF  ( Toledo)  Fhe  Annual  Scholarship  and  Com- 
munitv  Service  Benefit  Dance  (Stark  County) 
The  Fashion  Show  for  the  benefit  of  the  Phi- 
lanthropic Fund  (Cincinnati). 


1971  AMA  Convention  in  June 

A most  cordial  invitation  is  extended  to 
auxilians  across  the  country  to  attend  the  forty- 
eighth  annual  convention  of  the  Woman’s  Auxil- 
iary to  the  American  Medical  Association  in 
Atlantic  City,  June  20-24,  1971.  Headquarters  will 
be  at  the  Traymore  Hotel  where  a block  of  rooms 
has  been  set  aside  for  the  auxiliary.  Mrs.  Thomas 
H.  McGlade  and  Mrs.  Elmer  L.  Grimes,  of  Had- 
donfield,  will  be  chairmen  of  the  local  committee 
on  arrangements.  Complete  program  details  will 
be  in  the  May  issue  of  MD's  WIFE. 

Here  are  a few  highlights: 


MONDAY,  JUNE  21 
9:15  a.m.  Business  meeting 

12:15  p.m.  Annual  Luncheon  honoring  AMA 
Board 

Guest  Speaker — Dr.  Walter  C.  Borne- 
meier,  President,  AMA 

2:30  p.m.  State  reports  and  “Show  and  Tell'’ 


TUESDAY,  JUNE  22 

9:15  a.m.  Reports  and  voting  for  1972  nomi- 
nating committee 

Noon  Luncheon  honoring  national  past 

president,  honorary  members  and 
state  presidents 


WEDNESDAY,  JUNE  23 
9:00  a.m.  General  Meeting  — Amendments, 
resolutions,  reports  and  installation  of 
71-72  officers. 

12:15  p.m.  Board  of  directors  meeting  and 
luncheon  with  71-72  chairmen 
2:00  p.m.  Post-convention  conference  for  presi- 
dents, presidents-elect  and  members 


THURSDAY,  JUNE  24 
9:00  a.m.  Meeting  of  the  Board  of  Directors 
11:00  a.m.  Workshop  orientation  session 


Hotel  Reservations 

Rooms  have  been  set  aside  for  members  of 
the  Woman’s  Auxiliary  at  the  Traymore  Hotel. 
Reservation  form  will  be  found  in  MD’s  WIFE. 
After  June  1,  all  unreserved  rooms  will  be  re- 
turned to  the  general  AMA  housing  list  and  be 
available  to  anyone  who  requests  them.  For  hotels 


other  than  the  Traymore,  please  consult  the 
American  Medical  News  and  JAM  A. 

A teenage  program  is  being  planned  by 
Gulliver’s  Trails  and  the  Teenage  Committee  in 
Atlantic  City.  Again,  look  for  details  in  MD’s 
WIFE. 


ON  FHE  OMPAC  FRONT 

By  Uniting,  Much 
Can  Be  Accomplished 

Commenting  editorially  in  the  Columbus 
Academy  of  Medicine  Bulletin  regarding  the  out- 
pouring of  health  plans  and  programs  in  and 
about  Congress,  the  writer  asks,  “What  can  we  do? 
What  are  our  options  as  individual  private  phy- 
sicians?” He  then  answers  his  own  questions  as 
follows : 

“1.  We  can  do  nothing  and  accept  the 
inevitable  erosion  of  our  profession. 

“2.  We  can  join  the  legislators  and  try 
to  mold  the  system  that  is  being  developed. 

“3.  We  can  completely  reject  and  fight 
the  changes. 

“However,  as  Individual  Private  Phy- 
sicians we  really  have  no  option.  The  only 
course  we  have  open  is  to  accept  what  they  are 
willing  to  dictate  to  us.  Any  guidance  or  pro- 
test of  the  Individual  Private  Physician  is 
useless — our  individual  voices  are  lost  in  the 
onslaught  from  Congress  and  the  communica- 
tions media. 

“What  can  we  do?  The  choice  is  clear 
either  accept  what  is  given  to  us  or  unite.  As 
Individual  Private  Physicians  we  can  not  ac- 
complish very  much.  If  all  the  Private  Phy- 
sicians unite  we  can  accomplish  much  in 
options  2 or  3. 

“Fellow  Individual  Private  Physicians,  let 
us  choose  to  unite.” 

The  Ohio  Medical  Political  Action  Committee 
offers  one  opportunity  for  Ohio  physicians  to  unite 
in  a common  cause,  namely:  To  help  in  the  elec- 
tion of  legislators  who  are  intelligent,  reasonable 
and  willing  to  listen  to  Medicine’s  point  of  view  on 
public  issues,  including  medical  and  health  ques- 
tions. Think  it  over.  An  organized  approach  at  the 
source  will  pay  dividends.  - — Ohio  Medical  Politi- 
cal Action  Committee. 
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County  Societies’  Officers 
and  Meeting  Dates 

(ROSTER  UPDATED  APRIL  15,  1971) 


First  District 

Councilor:  Paul  N.  Ivins,  Hamilton  45011 
306  High  St. 

ADAMS — Juan  Young,  President,  829  East  Walnut 
St.,  West  Union  45693;  Hazel  L.  Sproull,  Secretary, 
P.  O.  Box  337,  West  Union  45693.  3rd  Thursday, 
April,  July,  Oct.  and  Jan. 

BROWN — Robert  A.  Baker,  President,  Box  N,  South 
Main  St.,  Georgetown  45121;  Vytautas  Karoblis, 
Secretary,  410  Main  St.,  Ripley  45167. 

BUTLER — Robert  M.  Kappers,  President,  1101  Western 
Ave.,  Hamilton  45011;  Mr.  E.  Clifford  Roberts,  Ex- 
ecutive Secretary,  111  Buckeye  St.,  Hamilton  45011. 
4th  Wednesday. 

CLERMONT — Carl  M.  Sedacca,  President,  333  West 
Main  St.,  Batavia  45103.  Carl  A.  Minning,  Secretary, 
2548  Williamsburg  Pike,  Batavia  45103.  3rd  Wednes- 
day, except  July,  Aug.  and  Dec. 

CLINTON — Wilhelm  A.  Kraeling,  President,  Clarksville 
45113;  Richard  R.  Buchanan,  Secretary,  115  West 
Main  St.,  Wilmington  45177.  4th  Tuesday. 

HAMILTON — Stephen  P.  Hogg,  President,  250  Wm. 
H.  Taft  Road,  Cincinnati  45219;  Mr.  Edward  F. 
Willenborg,  Executive  Secretary,  320  Broadway,  Cin- 
cinnati 45202.  Third  Tuesday,  Sept.,  Nov.,  Jan.,  Feb., 
April,  and  May  23  (1971). 

HIGHLAND — -Thomas  L.  Jones,  President,  528  South 
St.,  Greenfield  45123;  Glenn  B.  Doan,  Secretary,  614 
Jefferson  St.,  Greenfield  45123. 

WARREN — Gilbert  K.  Ohlhauser.  President,  309  Read- 
ing Road,  Mason  45040;  Orville  L.  Layman,  Secretary, 
22  West  Fourth  St.,  Franklin  45005.  2nd  Tuesday  at 
Golden  Lamb  Inn.  Lebanon. 


Second  District 

Councilor:  George  J.  Schroer,  Ft.  Loramie  45845 
20  S.  Main  St. 

CHAMPAIGN— J.  K.  Pond,  President,  848  Scioto  St., 
Urbana  43078;  Terrence  F.  Grogan,  Secretary,  848 
Scioto  St.,  Urbana  43078.  2nd  Wednesday. 

CLARK-  -Leroy  B.  Goodson,  President,  433  West  State 
St.,  Springfield  45506;  Mrs.  Marion  L.  Wilcoxson, 
Executive  Secretary,  616  Bldg.,  Room  131,  616  North 
Limestone  St.,  Springfield  45503.  3rd  Monday. 

DARKE — William  A.  Browne,  President,  722  Sweitzer 
St.,  Greenville  45331;  J.  R.  Solis,  Secretary,  Wayne 
Hospital,  Greenville  45331.  3rd  Tuesday. 

GREENE — Harold  Tharp,  President,  200  Rogers  St., 
Xenia  45385;  Mrs.  W.  F.  (Miriam)  Whitt,  Executive 
Secretary,  966  Whitestone  Road,  Xenia  45385.  3rd 
Monday. 

MIAMI — Jack  P.  Steinhilber,  President,  145  Sunset 
Drive,  Piqua  45356;  A1  C.  Howell,  Secretary,  6620 
Tipp-Cowlesville  Road,  Tipp  City  45371.  1st  Tuesday. 

MONTGOMERY— Richard  S.  Graves,  President,  123 
Wyoming  St.,  Dayton  45409;  Mr.  Earl  Shelton,  Ex- 
ecutive Secretary,  280  Fidelity  Medical  Bldg.,  Dayton 
45402.  Monthly  as  established  by  Executive  Council. 


PREBLE — J.  D.  Darrow,  President,  228  North  Barron 
St.,  Eaton  45320;  J.  R.  Williams,  Secretary,  228  North 
Barron  St.,  Eaton  45320.  No  regular  meeting  date. 

SHELBY — George  J.  Schroer,  President,  20  South  Main 
St.,  Fort  Loramie  45845;  William  F.  Mentges,  Presi- 
dent, 870  South  Main  Ave.,  Sidney  45365.  2nd  Tues- 
day, March,  June,  Sept,  and  Dec. 


Third  District 

Councilor:  Dwight  L.  Becker,  Lima  45805 
1559  Bunker  Drive 

ALLEN — J.  M.  Oppenheim,  President,  658  West  Market 
St.,  Lima  45801;  W.  E.  Noble,  Secretary,  1683  Spring- 
hill  Drive,  Lima  45805.  3rd  Tuesday,  except  June, 
July,  Aug.  and  Sept. 

AUGLAIZE — John  F.  Bowling,  President,  1001  Knox- 
ville Rd..  St.  Marys  45885;  Barbara  Cummins.  Sec- 
retary, 310  Perry  St.,  Wapakoneta  45895.  1st  Thurs- 
day every  other  month,  starting  with  January. 

CRAWFORD — James  Loggins,  President,  315  North 
Market  St.,  Gabon  44833;  Stephen  C.  Kim,  Secretary, 
568  Laughbaum  Drive,  Gabon  44833.  Called  monthly 
meetings  4 to  5 times  per  year. 

HANCOCK — Carson  P.  Cochran,  President,  1725  South 
Main  St..  Findlay  45840;  Truman  S.  Smith,  Secretary, 
145  West  Wallace  St.,  Findlay  45840.  3rd  Tuesday, 
except  July  and  Aug. 

HARDIN — C.  H.  Thompson,  President,  West  Mans- 
field 43358;  John  H.  Hughes,  Secretary,  405  North 
Main  St.,  Kenton  43326.  2nd  Tuesday. 

LOGAN-  -Bong  OH  Kim,  President,  Mary  Rutan  Hos- 
pital, Bellefontaine  43311;  James  Steiner,  Secretary, 
R.  R.  No.  2,  West  Liberty  43357.  1st  Friday,  except 
June,  July  and  Aug. 

MARION — Jerome  Wensinger,  President,  1040  Dela- 
ware Ave.,  Marion  43302;  Brooks  Sitterley,  Secretary, 
MGH,  McKinley  Pk.  Drive,  Marion  43302.  1st  Tues- 
day. 

MERCER — George  H.  Mcllroy,  President.  123  East 
Fayette  St.,  Celina  45822;  D.  J.  Schwieterman,  Secre- 
tary, Maria  Stein  45860.  3rd  Thursday. 

SENECA — John  C.  Bauer,  President,  304  North  Main 
St.,  F'ostoria  44830;  Low'ell  Good,  Secretary,  West 
North  St.,  Fostoria  44830.  2nd  Tuesday  every  other 
month. 

VAN  WERT — Edward  White,  President,  VanCrest 
Nursing  Home,  R.  4,  Van  Wert  45891  ; Robert  Scheidt, 
Secretary,  Medical  Arts  Bldg.,  Fox  Road,  Van  Wert 
45891.  3rd  Tuesday. 

WYANDOT — F.  M.  Smith,  President,  North  Pen- 
nington St.,  Sycamore  44882;  N.  J.  Zohoury,  Secretary, 
132  East  Wyandot  Ave.,  Upper  Sandusky.  2nd  Tues- 
day. 
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County  Society  Roster  (continued) 


Fourth  District 

Councilor:  George  N.  Bates,  Toledo  43624 
316  Michigan  St. 

DEFIANCE — John  D.  Cameron,  President,  Defiance 
Hospital.  Defiance  43512;  Miss  Lois  Coffin,  Execu- 
tive Secretary,  Defiance  Hospital,  Defiance  45312. 
1st  Saturday. 

FULTON — R.  L.  Davis,  President,  137  S.  Fulton, 
Wauseon  43567;  M.  S.  Renfrew,  Secretary,  494 
S.  Shoop  Ave.,  Wauseon  43567.  Quarterly  meetings 
March,  June,  Sept,  and  Dec. 

HENRY — T.  F.  Moriarty,  President,  651  Strong  St., 
Napoleon  43545;  1st  Tuesday. 

LUCAS — Harry'  C.  Mack,  President,  3119  Sylvania  Ave., 
Toledo  43613;  Mr.  Robert  W.  Elwell,  Executive  Sec- 
retary, 3101  Collingwood  Blvd.,  Toledo  43610.  3rd 
Tuesday. 

OTTAWA — Donald  L.  Loeffler,  President,  521  East 
Second  St.,  Port  Clinton  43452 ; Gordon  R.  Ley,  Sec- 
retary. P.O.  Box  J,  Port  Clinton  43452.  2nd  Thursday, 
evenings. 

PAULDING — Doyt  E.  Fading,  President,  325  South 
Main  St.,  Payne  45880. 

PLTTNAM — James  Overmier,  President,  109  Main  St., 
Leipsic  45856;  Arthur  P.  Daniel,  M.D.,  Secretary, 
144  N.  Walnut  St.,  Ottawa  45875.  3rd  Monday. 

SANDUSKY — W.  W.  Randolph,  Jr.,  President,  Memo- 
rial Hospital,  Fremont  43420;  Mrs.  Patsy  Askins, 
Executive  Secretary,  Memorial  Hospital,  Fremont 
43420.  3rd  Wednesday  (four  meetings  per  year). 

WILLIAMS — Robert  W.  Dilworth,  President,  904 
Snyder  Ave.,  Montpelier  43543;  Allen  G.  Jackson, 
Secretary,  Bryan  Medical  Group,  Inc.,  Bryan  43506. 
3rd  Tuesday. 

WOOD — William  H.  Roberts,  President,  123  East  Broad- 
way, North  Baltimore  45872;  William  F.  Lord,  Sec- 
retary, 950  West  Wooster  St..  Bowling  Green  43402. 
3rd  Thursday. 


Fifth  District 

Councilor:  David  Fishman,  Cleveland  44106 
10515  Carnegie  Avenue 

ASHTABULA — William  Doran,  President,  241  Mill  St., 
Conneaut  44030 ; Mrs.  Donna  L.  Miggo,  Executive 
Secretary,  P.O.  Box  1772,  Ashtabula  44004.  2nd 
Tuesday. 

CUYAHOGA — Vincent  T.  LaMaida,  President,  4125 
Mayfield  Road,  Cleveland  44121;  Mr.  Robert  A. 
Lang,  Executive  Secretary,  10525  Carnegie  Ave., 
Cleveland  44106.  Board  meets  2nd  Tuesday. 

GEAUGA — Neil  V.  Johnston,  President,  13346  Ravenna 
Road,  Chardon  44024;  Mrs.  Martha  S.  Withrow, 
Executive  Secretary,  Geauga  Community  Hospital, 
P.O.  Box  249,  Chardon  44024.  2nd  Thursday. 

LAKE — George  L.  Sackett,  Sr.,  President,  Lake  County 
Memorial  Hospital,  Painesville  44077;  Mrs.  Owen  A. 
McLaren,  Executive  Secretary,  7408  Cadle  Ave., 
Mentor  44060.  4th  Wednesday  evening  of  Jan.,  March, 
May,  Sept,  and  Nov. 


Sixth  District 

Councilor:  Maurice  F.  Lieber,  Canton  44703 
515  Third  St.,  N.  W. 

COLUMBIANA — Hubert  K.  Keylor,  President,  228 
South  Main  St.,  Columbiana  44408;  Mrs.  Gilson 
Koenreich,  Executive  Secretary,  193  Park  Ave.,  Salem 
44460.  3rd  Tuesday. 


MAHONING — John  F.  Stotler,  President,  1005  Bel- 
mont Ave.,  Youngstown  44504;  Mr.  Howard  C. 
Rempes,  Jr.,  Executive  Secretary,  245  Bel-Park  Bldg., 
1005  Belmont  Ave.,  Youngstown  44504.  3rd  Tuesday. 

PORTAGE — Rogelio  G.  Marcial,  President,  9250  North 
Main  St.,  Windham  44288;  Mrs.  Phoebe  Leach,  Ex- 
ecutive Secretary,  449  S.  Meridian  St.,  Ravenna 
44266.  3rd  Tuesday. 

STARK — E.  E.  Grable,  President,  Citizens  Bldg.,  110 
Central  Plaza  S.,  Canton  44702;  Mr.  John  H.  Austin, 
Executive  Secretary,  405  4th  St.,  N.W.,  Canton  44702. 
2nd  Thursday  (spring  and  winter  months). 

SUMMIT — E.  Gates  Morgan,  President,  157  West 
Cedar  St.,  Akron  44307 ; Mr.  S.  H.  Mountcastle,  Ex- 
ecutive Secretary,  430  Grant  St.,  Akron  44311.  2nd 
Tuesday,  excluding  July  and  Aug. 

TRUMBULL — Steven  A.  Pollis,  President,  2760  Park- 
man  Rd.,  N.W.,  Warren  44485;  Mrs.  Kay  Ticknor, 
Executive  Secretary,  280  North  Park  Ave.,  Warren 
44482.  3rd  Wednesday  (Sept,  through  May). 


Seventh  District 

Councilor:  Sanford  Press,  Steubenville  43952 
525  North  Fourth  St. 

BELMONT — James  Antalis,  President,  Shadyside  Clinic, 
Shadyside  43947;  Bertha  M.  Joseph,  Secretary,  100 
South  4th  St.,  Martins  Ferry  43935.  3rd  Thursday, 
except  Jan.,  May,  July  and  Aug. 

CARROLL — Samuel  Weir,  President,  625  North  Market 
St.,  Minerva  44657;  Jack  L.  Maffett,  Secretary,  264 
South  Lisbon  St.,  Carrollton  44615.  3rd  Tuesday. 

COSHOCTON — J.  Clifford  Briner,  President,  105  North 
Kirk  St.,  West  Lafayette  43845;  Robert  W.  Secrest, 
Secretary,  1926  Melbourne  Road,  Coshocton  43812. 
Second  Tuesday,  except  July  and  Aug. 

HARRISON — R.  W.  Weiser,  President,  Jewett  43986; 
Janis  Trupovnieks,  Secretary,  Box  338,  Hopedalc 
43976.  Quarterly- — March,  June,  Sept,  and  Dec. 

JEFFERSON — Albert  C.  Sunseri,  President,  703  North 
Fourth  St.  Steubenville  43952;  Mrs.  Mary  Freedman, 
Corresponding  Secretary,  P.O.  Box  655,  Steubenville 
43952.  4th  Tuesday,  except  Aug.  and  Dec. 

MONROE — Byron  Gillespie,  Secretary,  Woodsfield 
43793. 

TUSCARAWAS — Donald  W.  Mastin,  President,  551 
Wabash  Ave.,  N.W.  New  Philadelphia  44663;  Carlos 
Torrent,  Secretary,  510  North  Wooster  Ave.,  Dover 
44622.  3rd  Wednesday. 


Eighth  District 

Councilor:  William  M.  Wells,  Newark  43055 
241  Hudson  Street 

ATHENS — David  Caul,  President,  Athens  Mental  Health 
Center,  Athens  45701;  L.  A.  Hamilton,  Secretary,  400 
East  State  St.,  Athens  45701.  2nd  Tuesday,  March, 
June,  Sept,  and  Dec. 

FAIRFIELD — H.  J.  Schwendeman,  President,  208  North 
Columbus  St.,  Lancaster  43130;  C.  R.  Reed,  Secretary, 
309  East  Main  St.,  Lancaster  43130.  2nd  Tuesday. 

GUERNSEY — Jack  D.  Knapp,  President,  141  South 
11th  St.,  Cambridge  43725;  Quentin  F.  Knauer,  Sec- 
retary, 100  Clark  Court,  Cambridge  43725.  1st 
Tuesday.  7 P.M.,  Cambridge  Country  Club. 

LICKING — Donald  G.  Jones,  President,  Moundbuilders 
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Doctors  Park,  Newark  43055;  Lawrence  A.  Dils,  Sec- 
retary, Granville  Medical  Center,  Granville  43023. 
Meetings  last  Tuesday,  except  June,  July  and  Aug. 

MORGAN — Asa  Whitacre,  President,  Chesterhill  43728; 
Henry  Bachman,  Secretary,  426  East  Union  Ave.,  Mc- 
Connelsville  43756. 

MUSKINGUM — Earl  R.  Haynes,  President,  838  Market 
St.,  Zanesville  43701.  Hudnell  J.  Lewis,  Secretary, 
208  East  Highland  Dr.,  Zanesville  43701.  1st  Tuesday, 
evenings. 

NOBLE — F.  M.  Cox,  President,  Box  330,  Caldwell 
43724;  E.  G.  Ditch,  Secretary,  Box  239  Caldwell 
43724.  1st  Tuesday. 

PERRY — Arthur  L.  Dobosiewiez,  President,  209  North 
Main  St.,  New  Lexington  43764;  C.  B.  McDougal, 
Secretary,  c/o  Perry  County  Health  Department,  New 
Lexington  43764.  Called  meetings  four  times  a year. 

WASHINGTON — Gilberto  Gutierrez,  President,  Me- 
morial Hospital,  Marietta  45750:  Leopaldo  Banuelos. 
Secretary,  Memorial  Hospital,  Marietta  45750.  2nd 
Wednesday. 


Ninth  District 

Councilor:  Oscar  W.  Clarke,  Gallipolis  45631 
4th  and  Sycamore  St. 

GALLIA — Arnold  J.  Sattler,  President,  Holzer  Medical 
Center,  1st  and  Cedar  Sts.,  Gallipolis  45631;  Donald 
M.  Thaler,  President,  Holzer  Medical  Center,  1st 
and  Cedar  Sts.,  Gallipolis  45631.  Quarterly  meetings 
at  call  of  officers. 

HOCKING — Owen  F.  Yaw,  President,  187  West  Main 
St.,  Logan  43138;  J.  W.  Doering,  Secretary,  42  North 
Spring  St.,  Logan  43138.  2nd  Tuesday. 

JACKSON — Louis  J.  Jindra,  President,  Box  316,  Oak 
Hill  45656;  A.  R.  Hambrick,  Secretary,  16  North 
Ohio  Ave.,  Wellston  45692.  Meetings  as  called  by  the 
President. 

LAWRENCE — Jose  O.  Fleites,  M.D.,  President,  124 
South  6th  St.,  Ironton  45638;  George  Newton  Spears, 
Secretary,  2213  South  Ninth  St.,  Ironton  45638. 
Quarterly  meetings. 

MEIGS — J.  J.  Davis,  President,  306  North  Second  Ave., 
Middleport  45760;  Edmund  Butrimas,  Secretary,  204 
East  Main  St.,  Pomeroy  45769. 

PIKE — W.  W.  Wiltberger,  President,  330  East  North 
Street,  Waverly  45690;  Albert  Schraeder,  Secretary, 
196  Emmitt  St.,  Waverly  45690. 

SCIOTO — Jerome  R.  Sheets,  President,  Scioto  Medical 
Center,  1725  27th  St.,  Portsmouth  45662;  Mr.  Lowell 
E.  Thompson,  Executive  Secretary,  c/o  Scioto  County 
Medical  Society,  1805  27th  St.,  Portsmouth  45662.  2nd 
Tuesday. 

VINTON— 


Tenth  District 

Councilor:  James  C.  McLarnan,  Mt.  Vernon  43050 
104  E.  Gambier  St. 

DELAWARE — David  R.  Smith,  President,  80  Troy 
Road,  Delaware  43015;  Lloyd  E.  Moore,  Secretary, 
Magnetic  Springs  43036.  3rd  Tuesday,  except  June, 
July  and  Aug. 

FAYETTE — Robert  A.  Heiny,  President,  616  Willard  St., 
Washington  C.H.  43160;  M.  H.  Roszmann,  Secretary, 
1005  East  Temple  St.,  Washington  C.H.  43160.  2nd 
Friday. 


FRANKLIN — John  N.  Meagher,  President,  1275  Olen- 
tangy  River  Road,  Columbus  43212;  Mr.  W.  “Bill” 
Webb,  Executive  Secretary,  17  South  High  St.,  Suite 
528,  Columbus  43215.  Third  Tuesday,  except  June, 
July  and  Aug. 

KNOX — James  R.  McCann,  President,  Medical  Arts 
Bldg.,  Mount  Vernon  43050;  Robert  L.  Westerheide, 
Secretary,  Medical  Arts  Bldg.,  Mount  Vernon  43050. 
1st  Wednesday. 

MADISON-  J.  Richard  Hurt,  President,  35  South  Twin 
St.,  West  Jefferson  43162:  William  C.  Locke,  D.O. 
Secretary,  61  East  High  St.,  London  43140.  2nd 
Wednesday. 

MORROW- —Joseph  Ingmire,  President,  28  West  High 
St.,  Mount  Gilead  43338;  John  Sweeney,  Secretary,  46 
South  Main  St.,  Mount  Gilead  43338.  1st  Tuesday. 

PICKAWAY — Francis  W.  Anderson,  President,  630 
Northridge  Road,  Circleville  43113;  Carlos  B.  Alvarez, 
Secretary,  147  Pinckney  St.,  Circleville  43113.  1st 
Tuesday,  except  July  and  Aug. 

ROSS — Lewis  Coppel,  President,  55  East  Second  St., 
Chillicothe  45601;  J.  C.  Berno,  Secretary,  85  West 
Second  St.,  Chillicothe  45601.  1st  Thursday. 

UNION — H.  E.  Strieker,  President,  247  West  5th  St., 
Marysville  43040;  May  B.  Zaugg,  Secretary,  Rt.  #5, 
Timber  Trails,  Marysville  43040.  1st  Tuesday  of  Feb., 
April,  Oct.  and  Dec. 


Eleventh  District 

Councilor:  William  R.  Schultz,  Wooster  44691 
1749  Cleveland  Rd. 

ASHLAND — Lorand  Reich,  127  North  Water  St., 
Loudonville  44842 ; Darran  N.  Huggins,  Secretary, 
1109  Country  Club  Lane,  Ashland  44805.  1st  Thurs- 
day. 

ERIE — Simon  Spendiarian,  President,  Providence  Hos- 
pital, Sandusky  44870;  Mrs.  Barbara  Wolpert,  Execu- 
tive Secretary,  1428  Hollyrood  Road,  Sandusky  44870. 
2nd  Tuesday,  except  July  and  Aug. 

HOLMES — Daniel  J.  Miller,  President,  Box  143,  Walnut 
Creek  44687;  Charles  H.  Hart,  Secretary,  109  South 
Clay  St.,  Millersburg  44654.  3rd  Monday  (usually). 

HURON — Larry  L.  Hadley,  President,  Box  458,  Monroe- 
ville 44847  ; Russell  R.  Fisher,  Secretary,  257  Benedict 
Ave.,  Norwalk  44857.  2nd  Wednesday  of  Feb.,  April, 
June,  Oct.  and  Dec. 

LORAIN — Robert  G.  Thomas,  President,  Elyria  Mem- 
orial Hospital,  630  East  River  St.,  Elyria  44035;  Mrs. 
Gladys  Davidson,  Executive  Secretary,  428  West  Ave., 
Elyria  44035.  2nd  Tuesday,  except  June,  July  and  Aug. 

MEDINA — Raymond  L.  Kercher,  President,  750  East 
Washington  St.,  Medina  44256;  A.  Dana  Whipple, 
Executive  Secretary,  943  North  Jefferson  St.,  Medina 
44256.  3rd  Thursday. 

RICHLAND — Hall  S.  Wiedemer,  President,  341  Cline 
Ave.,  Mansfield  44907;  Mrs.  M.  K.  Leggett,  Execu- 
tive Secretary,  Mansfield  General  Hospital,  Mansfield 
44903.  3rd  Thursday,  except  June,  July  and  Aug. 

WAYNE — Richard  Watkins,  President,  1736  Beall  Ave., 
Wooster  44691;  Thomas  Graves,  Secretary,  1740 
Cleveland  Rd.,  Wooster  44691.  2nd  Wednesday. 
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Ohio  Report:  Grants,  Needs, 
and  New  Loan  Feature 
Under  Hill-Burton  Program 

The  1971  revision  of  the  Ohio  State  Plan 
for  Hospital  and  Medical  Facilities  Construction 
shows  that  the  state  needs  2.680  additional  general 
hospital  beds  and  that  modernization  is  needed  in 
facilities  with  5,348  beds,  according  to  a statement 
from  Dr.  T.  A.  Gardner,  acting  director  of  the 
Ohio  Department  of  Health. 

In  the  field  of  nursing  homes  and  extended 
care  facilities,  the  new  State  Plan  shows  a need 
for  2,036  additional  beds  and  improvement  in 
existing  facilities  with  35,254  beds. 

Municipalities  in  greatest  need  of  additional 
hospital  beds  are  listed  as  Celina,  Sidney,  Lan- 
caster and  Circleville.  Cities  with  the  greatest  need 
for  hospital  modernization  programs  are  identified 
as  Cleveland.  Toledo,  Hamilton,  Dayton  and 
Mansfield. 

The  annually  revised  Ohio  State  Plan  is  the 
principal  guide  in  setting  priorities  for  the  Federal 
Hill-Burton  program.  This  program  will  provide 
more  than  $6.5  million  in  grants  to  assist  in  hos- 
pital and  medical  facilities  construction  in  Ohio  in 
the  coming  year. 

This  year  the  Hill-Burton  program  has  been 
broadened  to  include  loan  guarantees  with  interest 
subsidies  for  nonprofit  hospitals  and  direct  loans 
for  public  hospitals.  Also  special  assistance  is  to  be 
provided  in  constructing  neighborhood  health  cen- 
ters primarily  located  in  poverty  areas.  Interest 
subsidy  up  to  3 percent  on  $19,301,000  in  mort- 
gages has  been  earmarked  for  Ohio. 

After  review  by  the  Ohio  Hospital  Advisory 
Council  in  the  Department  of  Health  and  the 
State  Clearing  House  in  the  Department  of  Devel- 
opment, the  State  Plan  will  go  to  the  LTnited 
States  Public  Health  Service  for  final  approval. 

Ohio  will  receive  from  the  Federal  Govern- 
ment in  the  1971  fiscal  year  $6.5  plus  million  in 
grant  money  and  may  guarantee  loans  with  inter- 
est subsidy  up  to  .3  percent  on  $19.3  million  in 
mortgages  to  assist  in  meeting  the  needs  as  out- 
lined in  the  State  Plan,  according  to  Dr.  Gardner. 

After  review  by  the  Ohio  Hospital  Advisory 
Council  in  the  Department  of  Health  and  the 
State  Clearinghouse  in  the  Department  of  Devel- 
opment, the  State  Plan  will  go  to  the  United 
States  Public  Health  Service  for  final  approval. 


Still  More  Research  Slated; 
Here’s  How  It  Is  Financed 

Total  1971  expenditures  for  research  and 
development  in  the  United  States  are  expected  to 
reach  $28.5  billion,  according  to  the  annual  R&D 
forecast  prepared  by  the  Columbus  Laboratories 
of  Battelle  Memorial  Institute. 

The  1971  forecast  represents  a rise  of  3.6 
percent  over  now  estimated  1970  expenditures  of 
$27.5  billion.  The  increase  follows  closely  the 
growth  rate  in  expenditures  of  the  past  several 
years,  but  represents  a distinctly  slower  rate  than 
in  the  mid-1960's  and  earlier. 

The  modest  increase  in  estimated  1971  ex- 
penditures, as  Battelle  sees  it,  will  result  entirely 
from  additional  funds  provided  by  industry  and 
by  colleges,  universities,  and  other  not-for-profit 
institutions.  Federal  support  of  R&D  in  1971  is 
expected  to  decline  about  1.2  percent. 

Continuing  inflationary  forces  will  more  than 
offset  the  modest  3.6  percent  growth  in  the  fore- 
cast research  expenditures  in  1971,  resulting  in 
an  estimated  2.3  percent  reduction  in  the  real 
level  of  R&D  effort. 

Breaking  down  the  R&D  estimate  for  calen- 
dar year  1971  by  source  of  funds,  the  forecast 
sees  the  Federal  Government  spending  $14.9 
billion;  industry,  about  $12  billion;  colleges  and 
universities,  slightly  over  $1  billion;  and  other  not- 
for-profit  institutions,  such  as  Battelle,  about  $432 
million. 

Federal  R&D  expenditures  in  1971  are  ex- 
pected to  be  off  by  about  $200  million  from  the 
total  for  1970,  while  those  provided  by  industry 
are  likely  to  be  up  about  $1  billion.  Colleges  and 
universities,  according  to  the  forecast,  will  supply 
$98  million  in  additional  funds;  other  not-for- 
profit  institutions,  about  $26  million  in  additional 
funds. 

On  the  basis  of  these  forecasts,  the  Federal 
Government  will  be  the  source  of  about  52  per- 
cent of  all  R&  D funds  spent  in  1971 — a decline 
of  2.6  percentage  points  from  the  estimate  for 
1970.  Industry  is  expected  to  provide  about  42.4 
percent — an  increase  of  2.3  percentage  points.  The 
3.7  percent  that  colleges  and  universities  are  ex- 
pected to  provide  would  represent  a slight  increase, 
while  the  1.5  percent  from  other  not-for-profit 
sources  would  reflect  no  change. 

The  Federal  Government’s  declining  role  as 
a source  of  R&D  funds  and  the  growing  relative 
importance  of  other  sources  is  the  continuation  of 
a trend. 
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By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  services  and  products.  They  underwrite  a large 
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Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified,  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street.  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street.  Suite  500. 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
o/o  The  Ohio  State  Medical  Journal. 


IMMEDIATE  OPENING:  INTERNIST  or  Gen- 
eral Practitioner  to  join  six  man  multi-specialty  group  in 
northeastern  Wisconsin.  Excellent  professional  opportuni- 
ty to  practice  in  a friendly  community,  only  two  actively 
practicing  physicians  (General  Practitioners)  in  the 
community  outside  of  our  clinic.  Salary  commensurate 
with  training  and  experience  first  year  and  then  full 
partnership.  Ideal,  safe  small  city  living  for  the  family 
on  scenic  Lake  Michigan  with  excellent  fishing,  boating 
and  hunting.  All  this  and  still  only  1 /i  hours  drive  to 
Milwaukee  or  45  minutes  to  Green  Bay  or  lovely  Door 
County.  For  complete  details  contact  Robert  E.  Myers, 
M.D.,  Garfield  at  23rd.,  Two  Rivers,  Wisconsin  54241. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi,  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 

13,000  students,  modern  new  facilities.  102  bed  hospital 
and  complete  lab.  & x-ray  facilities:  excellent  salary', 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  o/o  The  Ohio  State  Medical  Journal. 


PSYCHIATRIC  RESIDENCY  — modern  120  bed 
hospital  in  Akron  suburb,  40  mins,  from  Cleveland; 
comprehensive  3 yr.  approved  program.  Area  growing; 
high  demand  for  psychiatrists.  M.  Menassa,  M.D.,  DME, 
Fallsview  Mental  Health  Center,  Cuyahoga  Falls,  Ohio 
44222  (216)  929-8301. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller, 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210.  Phone  (513)  651-2470. 


HEALTH  COMMISSIONER:  Greene  County, 

Ohio,  well-established  county  unit,  population  125,057 
located  near  Dayton.  Competent  staff  of  50.  Programs 
include  diversified  clinics,  home  care,  environmental 
health.  Requirement:  physician  with  Ohio  licensure  and 
public  health  training  and/or  experience.  Salary  range: 
$22,000  to  $25,000  and  fringe  benefits.  Contact  Greene 
County  Health  Department,  1157  N.  Monroe  Dr.,  Xenia, 
Ohio.  45385  or  call  collect  372-3527  or  426-6351. 


CENTRALLY  AIR  CONDITIONED  FULL  SER- 
VICE OFFICE:  Prime  University  Heights  Cleveland 
Heights.  South  Euclid  intersection.  Excellent  for  In- 
ternist. General  Practitioner,  Ophthalmologist,  or  other 
specialist.  Opposite  May’s  on  the  Heights.  Doctors  Cen- 
ter Bldg.  14077  Cedar  Road,  Cleveland,  Ohio  44118. 
Phone  216-321-5060. 
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FAMILY  PRACTICE — Excellent  opportunity  for 
family  practice  in  pleasant,  progressive  town  near  Co- 
lumbus, Ohio.  No  OB;  well  equipped  medical  center 
includes  12  examining  rooms,  small  surgery,  own  labora- 
tory and  x-ray;  2 GP’s  already  in  practice;  part-time 
coverage  of  college  health  service;  modern  well  equipped 
350  bed  community  hospital  with  active  consulting  ser- 
vice and  ER  group  4 miles  from  office;  excellent  local 
schools.  Salary  plus  percentage  first  year,  leading  to 
partnership.  Write  to  Granville  Medical  Center,  Gran- 
ville, Ohio  43023. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


STAFF  PHYSICIAN  — Immediate  opening  for 
General  Practitioner  or  Internist  in  a modern  well 
equipped  77  bed  tuberculosis  hospital  with  expanding 
out-patient  clinic  facilities.  Located  in  scenic  Southeast 
Ohio  only  10  minutes  from  Ohio  University.  Hospital 
has  J.C.A.H.  approval  and  is  approved  by  the  Social 
Security  Administration  for  Medicare  patients.  Ohio 
Licensure  or  eligibilty  for  reciprocity  with  the  State  of 
Ohio  is  required.  Excellent  starting  salary  with  increase 
July  1,  1971.  Other  fringe  benefits  include  paid  vaca- 
tion, sick  leave,  excellent  retirement  plan  and  at  no  cost 
a two  bedroom  completely  furnished  apartment  with  free 
utilities.  For  further  information  call  collect  614-753- 
1943  or  reply  to  Charles  S.  Baldwin,  M.D.,  Medical 
Director,  Southeast  Ohio  Tuberculosis  Hospital,  P.  O. 
Box  359,  Nelsonville,  Ohio  45764. 


HOUSE  STAFF:  Internists,  Surgeons,  and  General 
Practitioners.  Approved  training  required.  To  start  July 
1,  1971.  Foreign  graduates  require  E.C.F.M.G.  certifica- 
tion. Basic  salary  $18,000.00.  Opportunity  for  future 
private  practice  privileges.  Deaconess  Hospital,  4229 
Pearl  Road,  Cleveland,  Ohio  44109.  Telephone  (216) 
398-4141. 


ANESTHESIOLOGIST  ( 1 ) — Board  Eligible  or 
Certified  to  join  group  of  4 men.  350  bed,  JCAH  gen- 
eral hospital.  No  O.B.,  stimulating  atmosphere.  Good 
working  arrangements.  Financial  remuneration  excellent. 
Reply  Box  628,  c/o  Ohio  State  Medical  Journal. 


IF  YOU  ARE  FED  UP  with  problems  of  the  city, 
congestion,  wasted  hours  in  your  car,  read  on:  Luding- 
ton,  the  most  beautiful  city  in  Michigan  offers  you 
respite  from  these  and  more,  too — a beautiful  new 
hospital,  a cooperative  medical  staff,  a cooperative  Board 
and  administration,  and  a chance  for  sharing  calls  and 
vacation  time.  Every  type  of  recreation  facilities.  Lake 
Michigan  community  of  10,000  with  a service  area  of 
35,000  is  developing  medical  center  and  wishes  to  attract 
family  physicians,  internists,  pediatricians,  urologist, 
ophthalmologists,  ENT,  etc.  Presently  has  fifteen  gen- 
eralists and  specialists  in  active  practice.  Inquire  by 
letter  or  phone  call  to  John  R.  Carney,  M.D.,  Chief 
of  Staff,  Memorial  Hospital  of  Mason  County,  Luding- 
ton,  Michigan,  or  A.  R.  Paulus,  Administrator,  at  843- 
2591. 


WANTED:  Desperate  need  for  two  or  more  physi- 
cians. Desirable  section  of  Ohio  Trading  Center  of 
approx.  20,000.  Contact  H.  D.  Smith,  Chamber  of  Com- 
merce, East  Palestine,  Ohio  44413. 


AVAILABLE  IMMEDIATELY:  Fully  equipped  of- 
fice with  adequate  space  for  two  General  Practitioners, 
in  county  seat  town  of  1,800  in  Southern  Ohio.  No  physi- 
cian in  county  of  10,000  population.  Industrial  work 
available  for  local  industries,  also  County  Health  Com- 
missioner if  interested.  Four  open  staff  hospitals  within 
thirty  minutes  driving  time,  in  surrounding  communities. 
Gross  income  limited  only  by  number  of  hours  you  want 
to  work.  Good  recreational  facilities,  including,  excellent 
Country  Club,  and  several  high  handicap  golfers.  Just 
thirty  minutes  from  Ohio  University.  Please  contact 
Arnold  R.  Lee,  D.D.S.,  203  S.  Market  Street.  McArthur, 
Ohio  45651,  Phone  Area:  614  596-5472  or  596-5345. 


DERMATOLOGIST — Sudden  death  of  only  derma- 
tologist in  city  of  60,000  with  200,000  drawing  area 
leaves  busy  solo  practice,  well  equipped  office  available. 
For  details,  contact  C.  M.  Stone,  M.D.,  1924  E.  Market 
St.,  Warren,  Ohio  44483,  (216)  393-6106. 


FOR  SALE  (or  rent):  10  room  modern  air  con- 
ditioned office  with  parking  area  in  community  of 
50,000  in  city  of  16,000  population.  Ideal  for  any 
kind  of  medical  practice  including  ophthalmology  for 
which  it  is  now  equipped.  Write  to  S.  B.  Kistler  M.D. 
1325  Chestnut  St.,  Coshocton,  Ohio  43812.  Phone: 
residence  (614)  622-2605,  or  office  (614)  622-3505. 
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PHYSICIANS:  To  provide  medical  services  in  an 
Institution  for  the  retarded.  40  hour  week;  salary  or 
contract  negotiable;  Ohio  Boards.  Robert  L.  Frazier, 
M.D.,  Superintendent,  Orient  State  Institute,  Orient, 
Ohio  43146;  Phone:  Area  614-877-4314. 


PHYSICIAN’S  OFFICE  FOR  SALE  — 7 rooms 
and  lab.,  fully  equipped,  central  air  conditioning,  located 
in  Ironton,  Ohio.  Draw  from  population  of  50,000. 
Contact  Dr.  William  L.  Haskins,  1023  S.  5th  Street, 
Ironton,  Ohio  45638. 


SITUATION  WANTED:  YOUNG  GENERAL 

SURGEON,  32,  Board  Certified,  with  additional  train- 
ing and  experience  in  trauma  and  oncologic  surgery. 
Interested  in  solo  or  group  practice  in  Ohio.  Excellent 
references,  available  June,  1971.  Contact  Box  629  c/o 
Ohio  Medical  Journal. 


PEDIATRICIAN:  Excellent  opportunity  for  quali- 
fied pediatrician;  office  space,  equipment,  staff  and 
minimum  first  year  salary  guarantee  provided  by  hospital. 
Unlimited  potential.  Call  Administrator  (304)  675-4340, 
“Collect.” 


A PRIME  OPPORTUNITY  — For  someone  inter- 
ested in  the  Practice  of  Medicine  in  a southern  Ohio 
town  of  3000  people.  General  Practitioner  is  retiring  after 
twenty-five  years.  The  office  facility  is  a modern  brick 
building,  one  floor,  with  an  adequate  parking  facility, 
air  conditioned,  located  in  Bethel,  Ohio,  30  miles  from 
Cincinnati.  The  Brown  County  General  Hospital,  a 
modern  150  bed  open  staff  hospital,  is  located  12  miles 
from  Bethel,  and  a contemplated  Clermont  County 
Hospital  would  be  located  about  8 miles  from  Bethel. 
There  is  one  other  practicing  physician  in  the  community 
at  this  time,  a community  that  formerly  supported  four. 
This  is  an  opportunity  to  take  over  a large  practice 
composed  of  considerate  patients,  with  complete  assurance 
that  success  will  be  immediately  apparent.  Complete 
information  relative  to  this  opportunity  may  be  obtained 
by  writing  Dr.  A.  A.  Gruber,  320  West  Plane  St., 
Bethel,  Ohio  45106,  or  Mr.  Robert  Davison,  President, 
Bethel-Tate  Chamber  of  Commerce,  Bethel,  Ohio  45106. 


NORTHWEST  OHIO-SURGEON  AND  GENER- 
ALIST, to  join  active,  busy  group.  New  office,  new 
hospital,  good  area.  Send  for  prospectus.  Archbold 
Medical  Group,  Archbold.  Ohio  43502. 


COLUMBUS  — ADJOINING  SUBURB  OF 
BERWICK  5-rm.  professional  suite  for  lease.  High 
traffic  flow  area.  Phone  (614)  231-3183  or  write:  Mrs. 
V.  Taylor,  2033  Cedar  Pt.  Rd.  Sandusky,  O.  44870. 


GENERAL  SURGEON  to  be  associated  with  two 
Board  Certified  General  Surgeons.  New  125  bed  hospital. 
Office  on  hospital  grounds.  Salary  to  be  followed  by 
membership  in  surgical  corporation.  Northwest  Ohio. 
Reply  Box  630  c/o  Ohio  State  Medical  Journal. 


DAYTON,  OHIO  — Full-time  Psychiatrist  for 
NIMH  funded  comprehensive,  community  Mental 
Health  Center  serving  catchment  area  of  160,000  popula- 
tion ranging  economically  from  poor  to  affluent  & 
geographically  from  urban  to  suburban  and  rural. 
Active,  action-oriented  community  program  provides 
flexible  network  of  coordinated  services  thru  5 basic 
mental  health  services.  Eclectic,  short-term  approaches 
utilized  with  persons  of  all  ages  - — types  of  problems. 
System  includes  out-reach  programs,  unique  relation- 
ship with  team  policing  project,  proposed  neighborhood 
aide  program,  wide  ranging  consultation  program  & 
rapid  responses  to  consumer  needs.  Professional  growth 
opportunities  abound  for  Psychiatrist  who  enjoys  innova- 
tion, change  & variety.  Present  staff  of  50  includes  2 
other  Psychiatrists  who  work  collaboratively  in  an  inter- 
disciplinary setting.  Initial  salary:  $25,000  to  $31,000 
depending  on  experience  & qualifications.  Fringe  bene- 
fits include  1 month’s  vacation.  Contact:  John  A. 

Davis,  Ph.D..  Director,  Good  Samaritan  Hospital  Mental 
Health  Center,  1420  West  Fairview  Ave.,  Dayton,  Ohio 
45406  (513)  278-2612. 


FOR  RENT:  Large  seven  room  Physician's  office 
in  Cuyahoga  Falls,  Ohio.  Fifteen  minutes  from  3 major 
hospitals.  A physician  has  occupied  this  location  for 
24  years  and  is  leaving  a large  practice  to  enter  Ad- 
ministrative Medicine.  Contact  E.  C.  Pickard,  M.D., 
3162  Highland  Drive,  Cuyahoga  Falls,  Ohio  44224. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


POOR 


25% 

17% 

FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  ot  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole # 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg! 

1-Glutamic  Acid 50  mg! 

Niacinamide 5 mg. 

Riboflavin " 2 mg! 

Pyridoxine !!!..!  3 mg! 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8 oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is  fs^s\ 
rarely  a cause  of  discontinuance  of  the  drug  it  the 
patient  is  forewarned  to  expect  the  reaction.  REFER  TO 

PDR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

72500  W. 6th  St., Los  Angeles, Calif.90057 
Write  for  Product  Catalog 


physician’s  psychological  support  is  confirmed 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


as  effective  therapy. 


American  Fertility  Society 


The  treatment  of 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 


Android 

Each  yellow  tablet  contains 

Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  (1/6  er.)  10  mg. 


Glutamic  Acid  50  mg 

Thiamine  HCI  10  mg. 


Dose:  1 tablet  3 times  daily 
Available: 

Bottles  of  100,  500,  1000 
REFER  TO 

PDR 


Android-HP 

HIGH  POTENCY 

Each  red  tablet  contains: 


Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vi  gr.)  . 30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


Dose:  1 tablet  3 times  daily 
Available: 

Bottles  of  100,  500,  1000. 


Android-M 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 


Thyroid  Eit.fi  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  . .2.5  mg. 
Thyroid  Eit.(V«  gr.)  . 15  mg. 

Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg. 


Dose:  2 tablets  daily. 
Available:  Bottles  Of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dimness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reference!:  1.  Montesano.  P . and  Evangellfta,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence  Clin  Med  12  69,  1966  2 Dublin,  M F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67,  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6.  1962  4.  Heilman,  L , Bradlow,  H L.,  Zumoff,  B , Fukushima,  0 X.,  and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19  936, 
1959  5 Farris.  E.  J , and  Colton,  S.  W.  Effects  of  L-thyronne  and  liothyromne  on  spermatogenesis. 
J Urol  79  863.  1958  6 Osol.  A , and  Farrar,  C E.  United  States  Dispensatory  (ed.  25).  Lippmcott,  Phila- 
delphia 1955,  p 1432  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male  Thomas,  Springfield, 

III  , 1959,  pp  79-99 


trite  lor  literature  and  samples  fBWt.WJJb  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness  i 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively  1 
or  alone— lias  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium’ 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction,-  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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See  Report  from  Ohio’s  Four  Medical 
Schools,  page  5 34 
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neips  insomniacs  fall  asleep, 
stay  asleep,  and  sleep  longer 


Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1*3 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  a!.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Intemat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
eta!.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1 969,  p.  331 . 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 

LIBRARY  OF  MEDIClfoS°ws: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
15  JUN  1971  morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  orchronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need  < ROCHE 
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Cflurazepam  hydrochloride] 


Roche  Laboratories 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 


\\ty  GEIGY  PHARMACEUTICALS,  DIVISION  OF  GFIGY  CHEMICAL  CORPORATION,  ARDSLEY.  NEW  YORK  10502 
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With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe- 
cial base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1 or  2 tablets  night  or  morning.  Children  (up  to  age 
10):  V:  tablet.  A citrus  drink  taken  with  tablet  will  stimu- 
late action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Editor’s  Note:  A copy  of  the  following  com- 
munication was  sent  with  a covering  letter  to  The 
Journal  because  the  article  referred  to  was  quoted 
in  part  in  the  OSMJ. 

April  1,  1971 

Gregor  Sido,  M.D.,  Editor 
The  Bulletin 

Academy  of  Medicine  of  Toledo  and  Lucas 

County 

Toledo,  Ohio  43610  li 

Dear  Dr.  Sido: 

This  letter  is  in  reply  to  an  editorial  from 
your  Bulletin  signed  by  “G.M.T.”  reprinted  in  the 
Ohio  State  Medical  Journal  under  County-Com- 
munity Activities  titled,  “Proposed  New  Medical 
College  Should  Not  Be  Restricted.”  (OSMJ, 
March  1971,  page  282.) 

The  Ohio  Academy  of  General  Practice  is 
concerned  by  the  activities  of  medical  schools 
toward  developing  units  of  family  practice.  So  far 
much  effort  has  been  extended,  but  only  fragmen- 
tary programs  have  evolved.  We  feel  there  is  a 
great  opportunity  now  for  medical  schools  in  Ohio 
to  develop  meaningful  family  practice  continuum 
in  the  medical  schools.  By  continuum  we  mean 
undergraduate  through  the  family  practice  resi- 
dency. Existing  programs  will  not  in  our  opinion, 
qualify  nor  will  they  make  much  dent  on  the 
current  crisis  as  it  exists  in  the  areas  of  medical 
care  shortages  throughout  the  State  of  Ohio. 
There  are  no  consistent  tracks  for  the  student  to 
follow  in  family  medicine.  Therefore  the  tendency 
for  the  student  to  specialize  in  the  already  existing 
departments  continues  as  before  and  the  shortage  I 
of  family  physicians  continues  to  grow. 

The  legislature  has  before  it  now  a request  by 
the  Board  of  Regents.  We,  too,  are  most  interested 
in  its  content  and  we  expect  to  add  our  thoughts 


to  help  formulate  the  final  product.  Training  more 
doctors  is  not  the  answer,  per  se,  to  Ohio’s  (or  for 
that  matter  to  the  nation’s)  medical  care  crisis. 
Numbers  alone  is  not  the  answer  though  most  of 
the  monies  seem  to  be  directed  in  this  area. 

If  Ohio’s  present  medical  schools  take  a 
constructive  overview  of  the  elements  of  compre- 
hensive care  and  place  it  where  students  are  fully 
able  to  identify  with  it,  perhaps  those  new  medical 
schools  as  have  been  developed  in  Missouri  and 
Texas,  for  the  purpose  of  training  family  prac- 
titioners are  not  needed.  We  do  not  feel  that  this 
type  school  necessarily  is  a good  type  to  start  but 
at  least  it  is  a means  to  gain  a stated  objective. 
We  feel  the  minority  thinking  should  be  fully 
explored  before  the  legislature  acts  on  a matter  of 
such  importance  to  the  future  of  medical  education 
in  Ohio.  We  need  more  than  token  action.  Deci- 
sive, forceful  and  meaningful  curriculum  changes 
must  be  sought  now  before  it  is  too  late. 

Student  interest  is  high  and  if  all  goes  well 
for  the  development  of  such  a unit  within  all  of 
our  medical  schools  then  we  will  be  able  to  take 
full  advantage  of  the  vast  interest  now  seen  in  this 
area.  This  does  not  imply  that  our  medical  schools 
have  not  been  responsive  at  the  undergraduate 
level.  All  schools  have  made  meaningful  signifi- 
cant changes  in  their  curriculum.  We  do  recognize 
the  impossibility  of  programming  sensitivity  for 
all  students  in  this  area  of  family  medicine.  But 
we  do  reaffirm  the  possibility  of  establishing  the 
preconditions  for  its  taking  place  in  medical  stu- 
dents. 

We  feel  a strong  family  medicine  unit  through 
the  residency,  interested  in  the  continuing  and 
burgeoning  unmet  health  needs  of  its  area  is  in 
the  best  position  to  help  a concerned  medical 
school  fulfill  its  total  obligation  to  society.  Schools 
have  been  in  the  past  cognizant  of  their  responsi- 
bility toward  society  and  in  the  education  of  many 
fine  physicians.  They  are  taking  a hard  look  at 
community  needs  for  medical  care  and  have  at- 
tempted to  identify  innovative  patterns  of  delivery 
of  health  services.  Let’s  hope  they  will  let  present 
day  family  physicians  help  them  do  more  in  the 
area  of  helping  to  produce  more  family  physicians. 

Sincerely, 

Robert  S.  Young,  M.D. 

President,  Ohio  Academy  of  General  Practice 


Turn  Page  for  Additional  Letter 


fectively.  A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 
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Southeastern  Ohio:  Needs  and  Plans 


April  3,  1971 

Richard  L.  Fulton,  M.D. 

President,  OSMA 
Columbus,  Ohio 

Dear  Doctor  Fulton: 

With  reference  to  your  editorial,  “What  Will 
They  Do  in  Vinton  County  Without  a Doctor” 
(March  1971  issue  of  The  Journal,  page  253), 
let  me  first  mention  that  our  little  hill  counties  of 
Morgan,  Perry,  Noble,  Monroe  and  others  have 
long  been  faced  with  a future  such  as  you  de- 
scribed in  Vinton  County.  However,  all  our  efforts 
to  reverse  this  trend  have  been  in  vain. 

Let  me  further  state  that  the  seriousness  of 
the  situation  is  not  entirely  obvious  even  to  the 
well  meaning  outsider.  Not  only  do  we  stand  to 
lose  all  emergency  care  — we  would  also  lose  all 
primary  care,  which  is  different  from  emergency 
care.  One  needs  a physician  to  look  at  the  people 
who  feel  bad  at  home  or  at  work;  who  have  a bad 
bellyache  or  chest  pain  day  or  night;  who  cut  a 
finger  at  home  or  at  work;  and  who  may  or  may 


not  have  broken  their  ankle  — even  if  the  patient 
is  then  dispatched  to  some  nearby  hospital  for 
definitive  treatment.  The  schools  need  medical 
supervision,  the  industries  need  pre-employment 
examinations  and  minor  and  major  emergency 
care,  the  nursing  homes  and  rest  homes  need  super- 
vision, both  medically  and  to  comply  with  existing 
laws,  especially  under  Medicare  and  Medicaid. 
There  is  need  for  a Health  Commissioner  and  for 
a Coroner,  the  Welfare  Department  needs  a 
medical  advisor,  and  so  on. 

Here  in  Morgan  County,  we  have  been  work- 
ing quietly  to  lay  the  groundwork  for  a potential 
future  without  a physician.  By  coincidence,  the 
enclosed  article  in  Summary  below  appeared  in 
our  local  newspaper  about  the  same  time  I re- 
ceived The  Journal  of  the  OSMA.  I thought  you 
might  be  interested  in  one  of  the  ways  people  try 
to  face  a possible  future  without  physicians,  and 
I would  be  interested  in  your  comments. 

Sincerely 

Henry  Bachman,  M.D. 

McConnelsville,  Ohio 


Outpatient  Clinic  Proposed  for  Morgan  County 


Following  is  a summary,  with  excerpts,  of  the 
article  referred  to  above  which  appeared  in  the 
April  1,  1971  issue  of  the  Morgan  County  Herald, 
McConnelsville. 

“A  few  weeks  ago  the  Malta-McConnelsville 
Chamber  of  Commerce  and  the  Malta-McCon- 
nelsville  Jaycees  expressed  in  letters  temporary 
agreement  to  a proposal  by  Bethesda  Hospital, 
Zanesville,  to  the  federal  government  for  a satellite 
outpatient  facility  in  Morgan  County.  It  is  under- 
stood that  the  idea  for  such  a facility  here  is  at 
this  time  merely  a proposal,  compiled  by  Bethesda 
officials  according  to  certain  guidelines  in  this 
field.” 

The  purpose  of  early  action  is  to  get  priori- 
ties in  this  field  if  and  when  federal  assistance 
becomes  a reality.  Estimated  cost  would  be  around 
$600,000  with  most  of  the  funds  coming  from 
federal  grants. 


“A  dire  shortage  of  physicians  in  Morgan 
County  is  the  most  critical  health  problem  of  that 
area.  A medical  physician,  age  60,  and  an  osteo- 
path furnish  primary  care  for  this  county  of  12,500 
people.  Another  physician  supplys  part-time 
coverage.  Recruitment  of  additional  medical  per- 
sonnel seems  to  be  a fruitless  hope  and  it  appears 
that  the  county  will  someday  be  completely  with- 
out medical  coverage.” 

What  is  proposed  is  a building  of  8,000  sq.  ft. 
located  on  the  grounds  of  the  Mark  Rest  Center, 
a McConnelsville  extended  care  facility.  It  will 
provide  outpatient,  emergency,  preventive,  and 
clinical  services  for  Morgan  County  using  present 
medical  and  paramedical  personnel  with  backup 
supplied  by  Bethesda  Hospital  and  its  staff  in 
Zanesville,  Ohio.  Backup  services  will  be  ad- 
ministrative, personnel,  accounting,  supply  and 
medical  by  micro-wave  television  communication 
and  visiting  consultants.  A helicopter  landing  pad 
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is  planned  near  the  building  for  the  transportation 
of  critical  patients  to  the  base  hospital. 

A fully  equipped  emergency  department  is 
planned  and  facilities  would  provide  space  for  at 
least  two  doctors’  offices. 

Effort  would  be  made  to  man  the  facility 
with  a physician  to  the  fullest  extent  possible. 
However,  in  the  absence  of  a physician,  screening 
of  patients,  rendering  minor  treatment  and,  when 
necessary,  preparing  of  patients  for  transfer  to  the 
base  hospital  would  be  the  responsibility  of  nurse- 
clinicians  under  the  supervision  of  Zanesville 
physicians  via  two-way  television. 

Training  programs  operating  in  Zanesville 
for  the  education  of  registered  nurses,  practical 
nurses,  technologists,  laboratory  assistants  and 
others  have  produced  an  ample  supply  in  these 
categories. 

Assuming  that  the  Morgan  County  unit 
proves  successful,  long-range  planning  includes 
similar  units  to  be  built  in  Perry  and  Noble 
Counties. 


Case  Western  Reserve  Alumni 
Honors  Dayton  Physician 

Dayton’s  “Dean  of  Pediatricians,”  Dr.  Wal- 
lace B.  Taggart,  medical  director  of  the  Barney 
Children’s  Medical  Center,  was  presented  with 
the  annual  Alumni  Award  of  Case  Western  Re- 
serve Medical  Alumni  Association  at  its  98th 
annual  Alumni  Dinner  on  Friday,  May  21  in 
Cleveland. 

A WRU  School  of  Medicine  graduate  in  the 
Class  of  1924,  Dr.  Taggart  took  his  pediatric 
training  at  Babies  and  Childrens  Hospital  in 
Cleveland  before  setting  up  practice  as  the  first 
pediatrician  in  Dayton  in  1929.  He  cared  for 
three  generations  of  children  before  retiring  from 
active  practice  to  assume  his  present  post  at  the 
Children’s  Center  in  1966. 

Dr.  Taggart  received  a distinguished  service 
award  from  the  Montgomery  County  Medical 
Society  in  1970. 


COMPLETE  PROTECTION  FOR  YOU  and  YOUR  FAMILY 

with  the  OSMA  SPONSORED 

EXTRA  CASH  HOSPITAL  PLAN  pays  YOU  up  to  $40  a day  when  you 
or  a member  of  your  family  is  hospitalized. 

COMPREHENSIVE  MAJOR  MEDICAL  Insurance  covers  up  to  $20,000 
in  medical  expenses  for  you  and  each  member  of  your  family  for  EACH  injury  or 
illness.  Special  student  rates  available  on  request. 


ALSO  AVAILABLE  TO  OHIO  PHYSICIANS: 

■ Up  to  $100,000  Accidental  Death,  Dismemberment  and  Disability  Insurance. 

■ Up  to  $800  a month  tax-free  Disability  Income  Protection  Insurance  paid  to  you  when- 
ever you  are  sick  or  injured  and  can’t  work. 

■ Up  to  $2000  a month  Practice  Overhead  Expense  Insurance  to  pay  your  office  expenses 
while  you're  disabled  due  to  accident  or  illness. 

High  value  insurance  protection  at  low  group  rates  . . . another  membership  advantage  available 
only  through  the  Ohio  State  Medical  Association. 


For  information,  telephone  collect  or  write,, 

Spencer  W . Cunningham,  President 
DANIELS-HEAD  & ASSOCIATES,  INC. 
Daniels-Head  Building  • Portsmouth,  Ohio  45662 
Telephone  614/354-4561 
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The  Fallacy  of  Using  Selected  Statistics 
To  Measure  the  Effectiveness  of  Medical  Care 

By  Jack  Schreiber,  M.D. 


HE  PRESENT  MEDICAL  CARE  SYSTEM 
in  the  United  States  is  being  challenged  by 
numerous  individuals  and  groups  who  often  use 
misleading  statistics  to  make  their  case. 

Who  are  those  that  have  been  working  so 
diligently  to  control  medical  care  in  this  country7? 
For  the  past  20  years  or  so,  COPE  of  the  AFL- 
CIO  has  been  turning  out  pamphlets,  news  re- 
leases and  misleading  facts  and  figures.  During 
this  same  period,  and  especially  during  the  years 
since  Medicare,  entrenched  Civil  Service  em- 
ployees of  government  in  the  Department  of 
Health,  Education  and  Welfare,  and  in  numerous 
positions  in  the  legislative  branch,  such  as  the 
staff  of  Congressional  Committees,  have  been 
lobbying  against  private  practice  and  for  a system 
of  federal  medicine. 

The  third  source  of  the  propaganda  has  come 
from  the  universities.  Most  of  the  so-called  re- 
search into  health  care  has  been  done  by  university 
professors  and  their  assistants  who  develop  their 
premise  first,  plan  projects  next,  and  write  their 
conclusions  last.  The  combined  efforts  of  much  of 
this  faulty  research  and  the  propaganda  of  the 
proponents  of  Socialized  Medicine  is  to  convince 
the  American  people  that  medical  care  in  the 
United  States  is  (1)  inferior,  (2)  much  too  ex- 
pensive, and  (3)  not  available  to  everybody  who 
needs  it. 

Let’s  take  a close  look  at  these  allegations. 
Almost  daily  we  hear  that  medical  care  in  this 
country7  is  second  rate.  The  CBS  Television  special 
“Don't  Get  Sick  in  America”  implied  that  the 
quality  of  medical  care,  in  this  country  may  be  the 
worst  in  the  western  world.  Invariably,  infant 
mortality  figures  are  quoted  showing  United  States 
ranking  13th  in  the  world  behind  “progressive” 


Editor  s Note:  This  is  one  of  a series  of  three 
articles  submitted  to  The  Journal  by  Dr.  Schrei- 
ber, general  practitioner  in  Canfield,  member  of 
the  AMA  Speakers’  Bureau,  and  four-time  recipi- 
ent of  the  Freedoms  Foundation  Award.  Dr. 
Schreiber  has  spoken  throughout  Ohio  and  nu- 
merous other  states  to  both  professional  and  lay 
audiences,  using  themes  similar  to  those  presented 
in  these  papers.  Watch  for  other  articles  in 
coming  issues  of  The  Journal. 


countries  such  as  Sweden,  England,  The  Nether- 
lands, West  Germany,  France,  Finland,  etc.  The 
source  of  this  information  is  the  United  Nations 
Demographic  Y earhook.  What  is  the  truth  behind 
the  infant  mortality  argument  in  trying  to  prove 
that  the  quality  of  medical  care  in  this  country  is 
inferior? 

Mortality  Standards  Differ 

I.  Those  who  quote  the  infant  mortality  fig- 
ures from  the  United  Nations  Demographic  Year- 
book are  either  dishonest,  or  haven’t  done  their 
homework.  The  introductory  chapter  of  the  sec- 
tion on  infant  mortality  states  clearly  that  infant 
mortality  statistics  of  different  countries  should 
not  be  used  for  comparison.  The  Yearbook  points 
out  that  there  are  different  standards  of  measure- 
ment. In  the  United  States,  for  example,  a baby 
is  listed  as  a live  birth  if  there  is  any  sign  of  life, 
such  as  a heart  beat  in  the  umbilical  cord.  Some 
countries  do  not  record  a live  birth  unless  the 
child  takes  a breath.  Other  countries  do  not  list 
a live  birth  until  the  birth  has  been  registered,  and 
this  can  occur  some  days  or  even  weeks  after 
birth. 

In  the  United  States,  the  responsibility  of  re- 
porting births  and  deaths  is  clearly  assigned  to 
the  physician.  In  many  countries  of  the  world, 
especially  in  Europe,  this  responsibility  is  that  of 
the  parents  or  of  the  clergy.  With  no  uniform 
method  of  measurement  or  reporting,  comparing 
infant  mortality  figures  is  like  comparing  apples  to 
potatoes. 

II.  Even  if  there  were  uniform  methods  of 
measurement  of  these  figures,  infant  mortality  sta- 
tistics are  not  a good  index  of  the  health  care 
delivery  system.  Infant  mortality  is  a social,  rather 
than  a medical  problem.  Such  factors  as  poor 
housing,  poverty,  malnutrition,  ignorance,  and 
racial  ethnic  differences  are  surely  much  more 
highly  correlated  with  infant  mortality  than  such 
factors  as  the  number  of  physicians  and  hospitals, 
or  how  medicine  is  practiced. 

III.  There  are  better  yardsticks  for  measuring 
the  status  of  health  in  a given  nation,  other  than 
infant  mortality. 

In  the  United  States,  in  1969,  70  percent  of 
all  deaths  were  related  to  heart  disease,  strokes. 
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and  cancer.1  Only  2.2  percent  of  all  deaths  were 
classified  as  infant  mortality. 

Where  the  U.S.  Ranks  High 

How  does  the  United  States  rank  with  other 
countries  in  regard  to  diseases  which  can  be  more 
easily  and  more  meaningfully  measured?  Studying 
those  countries  that  supposedly  have  a better 
standing  of  infant  mortality  figures  according  to 
the  United  Nations  Yearbook,  the  United  States, 
for  example,  has  a much  better  ranking  in  the 
mortality  of  tuberculosis,  still  the  world’s  leading 
killer  among  infectious  diseases.  We  rank  higher 
than  any  nation  except  Denmark,  the  Netherlands, 
and  Australia.  In  deaths  from  pneumonia,  we 
have  better  results  than  half  the  countries  that 
supposedly  outrank  us  in  infant  mortality.  Our 
death  rates  from  pneumonia  in  1967  were  28  per 
1000  as  compared  to  51  per  1000  in  Sweden  and 
66  per  1000  in  England.  In  mortality  from  bron- 
chitis the  death  per  100,000  in  1967  the  United 
States  had  the  lowrest  mortality  in  the  world.  In 
the  treatment  of  ulcers  of  the  stomach,  our  mor- 
tality figures  were  almost  half  that  of  the  Socialist 
countries  of  the  western  world.  In  the  number  of 
deaths  per  100,000  for  all  malignant  tumors  in 
1967  United  States  ranked  higher  than  Finland, 
France,  West  Germany,  The  Netherlands,  Sweden 
and  England.  Only  Japan  and  Australia  have 
consistently  had  better  results  in  the  cancer  mor- 
tality figures  over  the  years. 

Good  Health — the  Real  Standard 

IV.  All  of  these  figures,  so  far,  have  dealt 
with  mortality.  Let’s  take  a brief  look  at  how 
the  United  States  compares  with  other  nations 
in  terms  of  good  health.  The  Department  of 
HEW  recently  released  figures  showing  .American 
children,  ages  6 through  11,  are  taller  and  heavier 
on  the  average,  than  any  other  national  popula- 
tion in  the  world.  American  children,  according 
to  this  report,  have  increased  height  i/2"  each 
decade  for  the  past  90  years  and  increased  weight 
15  percent  to  30  percent.  An  average  8 year  old 
boy,  today,  is  almost  4.5"  taller  and  8 pounds  to 
19  pounds  heavier  than  his  counterpart  of  90 
years  ago.  Adults  correspondingly  are  taller  and 
heavier  than  they  were  90  years  ago.2 

If  health  care  here  is  the  worst  in  the  western 
world,  as  vociferous  critics  in  and  out  of  the 
medical  profession  claim,  then  why  are  Americans 
fast  becoming  the  largest  people  on  earth? 

V.  Infant  mortality  is  not  a good  measure  of 
the  health  status  of  a population  or  the  perfor- 
mance of  the  health  delivery  system  in  the  country. 
If  it  is  to  be  used  at  all,  it  should  be  used  for  the 
discussion  of  a nation’s  social  problems.  Even,  in 


that  context,  however,  it  should  not  be  used 
alone;  it  should  be  used  in  conjunction  with  other 
sources  of  indicators. 

If  one  is  interested  in  infant  mortality  as  a 
social  problem  which  can  be  improved  upon, 
international  comparisons  are  not  particularly 
useful.  File  relevant  information  is  whether  the 
United  States  infant  mortality  record  is  improving 
or  deteriorating.  Obviously,  the  United  States 
experience  in  infant  mortality  has  been  improving. 
In  1940,  in  the  United  States,  the  infant  mortality 
rate  was  47  per  1000  live  births;  in  1950  this 
dropped  to  29.2;  in  1960  to  26  and  in  1969  to 
20.7.  In  less  than  30  years,  the  rate  has  been  cut 
in  half!  This  is  good,  but  it  could  be  better. 
However,  the  physicians  and  other  health  profes- 
sionals in  the  United  States  should  neither  be 
exclusively  blamed  for  the  fact  that  it  is  not 
better,  nor  accept  exclusive  responsibility  for  the 
significant  improvement  that  has  occurred  since 
1940. 3 

In  conclusion  then,  infant  mortality  figures 
h.  ve  been  misused  and  misinterpreted  for  some 
years.  It  is  time  to  dispel  the  idea  that  it  is  a 
valid  indicator  of  the  health  status  of  the  United 
States  population — it  is  not.  United  States  figures 
are  often  compared  to  Sweden,  who  has  the 
lowest  infant  mortality  rate  in  the  world.  The 
implications,  comparing  the  two  countries,  al- 
though it  is  not  usually  stated,  is  meant  to  imply 
that  the  United  States  should  adopt  the  Swedish 
health  system  and/or  social  system.  This  is  an 
absurd  line  of  reasoning  to  follow  because  ( 1 ) 
United  States  has  over  200  million  people  and 
Sweden  has  about  8 million;  (2)  United  States 
covers  over  3.6  million  square  miles,  Sweden 
covers  170,000  square  miles,  or  slightly  more  than 
the  state  of  California;  (3)  United  States  has  an 
extremely  heterogeneous  population,  Sweden  has 
a relatively  homogeneous  population.  Both  United 
States  and  Sweden  are  at  approximately  the  same 
point,  as  far  as  medical  knowledge  and  technology 
are  concerned. 

Given  the  above  points  which  country  would 
one  expect  to  have  the  lower  infant  mortality 
rate?  The  fact  is  that  the  United  States  has  a 
much  larger  and  complex  problem  to  deal  with. 
By  this  reasoning,  New  York  City  should  adopt 
the  same  type  of  public  transportation  system  as 
Billings,  Montana,  because  traffic  congestion  in 
Billings,  is  much  less  than  in  New  York  City.3 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

conflict 

reported 


VASODiLAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.1 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators1'5  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement , s and  observation  of  clinical  improvement.*  * 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebidc 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  54: 1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  (3)  Horton, 

G.  E.,  and  Johnson,  P.  C.,  Jr. : Angiology  75:70-74  (Feb.)  1964.  ^ 

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  llnnil  M mTjtiTiTl 

4: 124-128  (April)  1962.  (5)  Whittier,  J.  R. : Angiology  IvIGOUjU  1 1 1 QllJ  1 1 
75:82-87  (Feb.)  1964.  laboratories 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus 


TN  MY  INVESTMENT  COLUMN  in  the 
March  issue  of  The  Journal,  I reported  that 
many  of  the  market  experts  predicted  that  the 
Dow  Jones  Industrial  averages  would  reach  1,000 
by  the  end  of  the  year.  A number  of  my  associates 
remarked  at  that  time  that  I saw  more  optimism 
in  the  market  than  most  reporters.  Now  almost 
everyone  believes  that  the  D.  J.  averages  of  1,000 
are  definitely  possible  and  indeed  are  probable, 
notwithstanding  a few  sasheys  caused  by  profit 
taking,  and  consolidations. 

Of  course,  the  past  few  months  experience 
has  again  proved  that  there  is  a definite  relation- 
ship between  profits  and  stock  prices.  Corporate 
profits  have  shown  a significant  improvement  in 
1971,  and  this  fact  together  with  a lowering  of 
interest  rates,  provides  a strong  support  for  rising 
stock  prices.  And  then,  too,  business  is  anticipating 
higher  sales  and  profits,  and  it  is  a truth  that 
stock  market  prices  are  determined  as  much  by 
the  trend  in  earnings  as  by  absolute  numbers.  The 
consumer  savings  rate  is  still  high  but  it  should 
decline  during  the  year.  The  further  increase  in 
spending  on  consumer  goods  will  be  a prime  factor 
in  continued  expansion  of  economic  activity,  which 
will  ultimately  result  in  higher  corporate  profits. 
So,  on  a long  term  basis,  the  market  continues  to 
offer  attractive  investment  opportunities. 

Foreign  investments  in  the  United  States  are 
now  growing  at  a substantially  faster  pace  than 
U.S.  Investments  overseas.  In  fact,  more  than 
800  U.  S.  Manufacturing  enterprises  are  owned 
wholly  or  in  part  by  about  500  foreign  companies. 
Of  course,  foreign  investment  in  the  United  States 
still  does  not  compare  with  the  U.S.  investments 
abroad — about  $12  billion  here  as  compared  to 
approximately  $70  billion  abroad.  It  does  how- 
ever, provide  an  interesting  new  development. 
Obviously,  the  injection  of  foreign  capital  into 


This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company,  Columbus. 


the  American  market  is  good  for  U.S.  business 
because  it  creates  employment  and  contributes  to 
U.S.  income  and  productivity. 

It  seems  evident  that  we  shall  soon  see  a 
day  of  reckoning  on  the  cost  of  Social  Security- 
Medicare  benefits.  The  proposed  extensions  will 
probably  require  a change  in  the  tax  base  from 
the  present  $7,800  to  $10,600  and  hiking  the 
maximum  tax  rate  to  5.4  percent  to  be  paid  by 
both  employees  and  employers.  This  would  mean 
a total  of  $572.40  in  tax  withheld  from  anyone 
earning  $10,600  or  more  a year,  with  a like 
amount  being  paid  by  his  employer.  And  the  fact 
of  the  matter  is  that  most  wage  earners  look  only 
at  their  take  home  pay  and  rarely  compute  the 
rate  of  taxation.  Withholding  of  taxes  surely 
deadens  the  pain  of  taxation — for  a while. 

For  my  stock  of  the  month,  I have  chosen  a 
name  known  to  everyone — Champion  Spark  Plug 
Company.  This  progressive  company  concentrates 
largely  in  the  replacement  market,  although  it 
does  provide  original  equipment  for  Chrysler,  In- 
ternational Harvester,  Outboard  Marine,  Briggs 
& Stratton  and  Volkswagen.  Sales  in  1970  reached 
a new  peak  of  $270  million  and  earnings  were 
$2.39  a share  up  from  $2.24  in  1969.  Sales  should 
remain  high  with  the  demand  for  replacement 
spark  plugs,  helped  by  the  growing  number  of 
motor-driven  vehicles  in  operation.  The  Company 
recently  acquired  the  DeVilbiss  Co.,  a leading 
manufacturer  of  paint  spraying  equipment,  pumps, 
etc.,  and  this  division  should  grow  in  sales.  The 
annual  dividend  is  a modest  $1.20  but  this  stock 
is  basically  attractive  because  of  its  stability  and 
long  range  growth  prospects.  I strongly  recom- 
mend this  stock  as  an  addition  to  your  growth 
portfolio. 

The  hottest  item  in  the  stock  market  today 
is  not  a stock,  but  an  automated  quotations  system 
called  NASDAQ  that  is  rapidly  revolutionizing 
the  over-the-counter  market.  This  new  electronic 
system  gives  without  delays,  bid  and  asked  prices 
on  over-the-counter  stocks.  NASDAQ — an  acro- 
nym for  National  Association  of  Security  Dealers 
Automated  Quotations  system,  maintains  a central 
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HERE  ARE 
THE  COLD  FACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 

ISOCLOR 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  — a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI 25  mg. 

Each  isoclor  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI 65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  4 h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%- 1 tsp.  q.  3-4  h. 

30-40  pounds 

1/2-%  tsp.  q.  3-4  h. 

20-30  pounds 

1/4 -1/2  tsp.  q.  3-4  h. 

15-20  pounds 

1/8-1/4  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 

QUALITY- RESEARCH -SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 
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when  manhood  ebbs., 
or  is  delayed 


due  to  testicular 
hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure.. . and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin 

(fluoxymesterone 

Upjohn] 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female  — 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
5 mg.,  scored  — bottles  of  50  /10  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upiohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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computer  for  the  system  in  Connecticut  and  five 
regional  computers  at  key  points  around  the 
country.  I his  new  system  will  obviously  be  advan- 
tageous to  brokerage  firms,  and  the  stock  buying 
public  will  also  benefit  from  the  new  system.  It 
is  proposed  that  stocks  listed  on  the  N.Y.  and 
American  Stock  Exchanges  also  be  added  to  the 
NASDAQ  system.  In  fact  this  new  system  may 
someday  replace  the  large  exchanges  as  the  pri- 
mary securities  markets. 


OSMA  Family  Practice 
Scholarship  in  23rcl  Year 

Following  is  the  text  of  a news  release  sent 
to  newspaper  editors  and  other  news  media  per- 
sonnel throughout  Ohio. 

Applications  for  the  Ohio  State  Medical 
Association’s  two  annual  family  practice  scholar- 
ships are  now  being  received,  Dr.  Richard  L. 
Fulton,  Columbus,  OSMA  President,  announced. 

‘‘I  he  $2,000  scholarships  are  for  the  purpose 
of  stimulating,  among  medical  students,  interest  in 
practicing  family  medicine  in  Ohio,”  Dr.  Fulton 
said. 

Candidates  are  required  to  be  Ohio  residents, 
to  have  completed  their  premedical  education,  and 
to  have  been  accepted  by  a medical  school.  Appli- 
cation must  be  made  in  the  year  of  entering  med- 
ical school — but  prior  to  beginning  medical  studies. 

Candidates  are  judged  on  the  basis  of  in- 
tegrity, interest  in  community  activities  and 
organizations,  leadership,  intelligence,  maturity, 
scholastic  ability,  and  need. 

Administered  by  the  OSMA  Family  Practice 
Scholarship  Subcommittee,  the  program  pays  each 
recipient  $500  annually  during  each  of  his  four 
years  in  the  medical  college  of  his  choice.  The 
award  is  paid  directly  to  the  winners. 

Application  forms  may  be  obtained  from  the 
Family  Practice  Scholarship  Subcommittee,  Ohio 
State  Medical  Association,  17  South  High  Street, 
Columbus,  Ohio  43215.  Completed  applications 
must  be  in  the  OSMA  offices  no  later  than  June 
11,  1971. 

Recipients  of  the  1970  scholarships  were  John 
E.  Pappas,  of  Cuyahoga  Falls,  currently  a fresh- 
man in  the  Temple  University  College  of  Medi- 
cine, Philadelphia;  and  John  FI.  Surry  of  Youngs- 
town, currently  a freshman  in  the  St.  Louis 
University  School  of  Medicine. 

This  marks  the  23rd  year  for  the  OSMA 
scholarship  program. 
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Medical 


Education 


in  Early  New  York 


Warren  G.  Harding,  2nd,  M.D.,  Ph.D.* 


THE  SECOND  MEDICAL  SCHOOL  in 
America  was  the  Medical  School  of  King's 
College  founded  in  1768  at  New  York  City.  A 
young  physician,  Samuel  Bard,  M.D.,  trained  in 
Edinburgh  and  London,  was  appointed  Professor 
of  Theory  and  Practice  of  Physics  at  the  age  of 
26  years.  Throughout  his  career  he  was  an  out- 
standing physician,  who  later  became  the  personal 
doctor  for  George  Washington  when  he  was 
President.  He  gave  the  commencement  address  in 
1769  and  fifty  years  later,  in  1819,  was  again  the 
commencement  speaker.1  His  1769  address  on 
“The  Duties  of  the  Physician”  has  much  that 
appears  very  modern.  Much  of  the  criticism  that 
is  directed  to  the  medical  services  of  this  country 
was  recognized  as  a problem  in  the  pre-Revolu- 
tionary  period  by  Doctor  Bard.  The  persistence 
of  his  recognized  problems  as  covered  in  the  com- 
mencement address  demonstrate  the  profound 
importance  of  these  duties.  The  following  excerpts 
give  much  food  for  thought: 

1.  “Yours  is,  A profession,  in  the  prac- 
tice of  which,  Integrity  and  Abilities,  will 
place  you  among  the  most  useful : and 

Ignorance  and  Dishonesty,  among  the  most 
pernicious  Members  of  Society.” 

2.  “Do  not  therefore  imagine,  that  from 
this  time  your  studies  are  to  cease;  so  far 
from  it,  you  are  to  be  considered  as  but  just 
entering  upon  them;  and  unless  your  whole 
lives,  are  one  continued  series  of  application 
and  improvement  you  will  fall  far  short  of 
your  duty.” 

3.  “Speaking  of  the  ancient  authorities, 
Let  us  then  examine  their  writings  with 
candour,  but  with  freedom,  and  embrace  or 
reject  their  opinions;  as  they  shall  be  found 


* Administrator,  Grant  Hospital  of  Columbus. 
Submitted  April  10,  1971 


consistent  or  inconsistent  with  later  expe- 
rience.” 

4.  “In  your  intercourse  with  your  fellow 
practitioners  let  integrity,  candour,  and 
delicacy  be  your  Guides.” 

5.  “On  no  pretense  whatever,  practice 
those  little  arts  of  cunning  and  dissimulation 
which  to  the  scandal  of  the  profession  have 
been  but  too  frequent  among  us.  Nor  ever 
attempt  to  raise  your  fame  on  the  ruins  of 
another’s  reputation.” 

6.  “Do  not  pretend  to  secrets,  panacea’s, 
and  nostrums,  they  are  illiberal,  dishonest, 
and  inconsistent  with  your  characters,  as 
gentlemen  and  physicians,  and  with  your 
duty  as  men.” 

7.  “In  your  behavior  to  the  sick,  re- 
member always  that  your  patient  is  the  ob- 
ject of  the  tenderest  affection.” 

8.  “Above  all  things  avoid  any  ridiculous 
expressions  of  humor  at  the  bedside  of  a sick 
man.” 

9.  “Whenever  you  shall  be  so  unhappy  as 
to  fail  in  your  endeavors  to  relieve;  let  it  be 
your  constant  aim  to  convert,  particular  mis- 
fortunes into  general  blessings  by  carefully 
inspecting  the  bodies  of  the  dead.  . . .” 

Bard  completes  his  address  with  a plea  for  a 

public  hospital.  He  points  out  the  benefits  to  the 
poor  as  well  as  to  the  public  in  general. 

The  ethical  and  education  recommendations 
are  truly  modern.  If  this  standard  were  main- 
tained today  many  problems  would  disappear.  The 
astonishing  fact  is  that  he  was  27  years  old  when 
this  address  was  given. 

Reference 

1.  Bard,  Samuel,  M.D.  — Two  Discourses  Dealing 
with  Medical  Education  in  Early  New  York.  (Re- 
print) New  York.  Columbia  LTniversity  Press, 
1921. 


500  j The  Ohio  State  Medical  Journal 


Medical  Center  Rises  in  Strategic  Toledo  Area 


Four  Toledo  physicians  are  part  of  an  all- 
black  professional  men’s  group  which  is  develop- 
ing this  Drew-Hale  Professional  Center,  the  first 
of  its  kind  in  Northwestern  Ohio.  The  $725,000 
complex  is  under  way  on  the  edge  of  Toledo’s 
Downtown  area,  at  2600  Lawrence  Avenue,  and 
within  one  of  the  city’s  urban  renewal  areas. 

Ten  prominent  black  professional  men  have 
pooled  their  resources  for  the  project  and  have 
cooperation  from  three  Toledo  lending  institu- 
tions. Drs.  Carl  Armstrong  and  Samuel  Strong, 
gynecologists;  Dr.  Joseph  Gray  III,  a pediatrician, 
and  Dr.  W.  C.  Adams,  general  practitioner,  are 
the  physicians  in  the  group,  along  with  three 


dentists,  a pharmacist,  an  optometrist  and  at- 
torney. 

The  medical  and  dental  facilities  will  occupy 
a major  portion  of  the  two-level  brick  building, 
along  with  a pharmacy,  legal  offices,  and  areas 
for  accountants  and  insurance  agencies.  Samborn, 
Steketee,  Otis  and  Evans,  the  architects-engineers- 
planners  for  the  complex,  said  a unique  feature 
will  be  an  adjacent  Afro-American  history  park 
with  statues,  markers  and  works  of  art  that  are 
associated  with  black  history. 

The  center  will  be  completed  and  in  opera- 
tion late  this  year,  according  to  Dr.  Warren 
Palmer,  the  optometrist  and  president  of  the  de- 
velopment group. 


AMA  Atlantic  City  Convention 


rT'HE  120th  ANNUAL  CONVENTION  of  the 
American  Medical  Association  will  be  held 
June  20-24  at  Atlantic  City.  Some  32,500  physi- 
cians, medical  students,  nurses,  allied  medical 
professionals,  industrial  and  scientific  exhibitors 
and  guests  are  expected  to  attend. 

The  scientific  program  and  exhibits  will  cen- 
ter at  Atlantic  City  Convention  Hall,  while  the 
AMA’s  House  of  Delegates  will  be  in  session  at 
the  Chalfonte-PIaddon  Hall  Hotel. 

Wesley  W.  Hall,  M.D.,  of  Reno,  Nev.,  will 
take  office  as  new  president  of  the  AMA,  suc- 
ceeding Walter  E.  Bornemeier,  M.D.,  of  Chicago. 

Each  of  the  23  major  scientific  sections  will 
conduct  scientific  programs. 


Two  “Seminars  in  Depth”  on  trauma,  and 
on  intensive  coronary  care  will  be  held,  both  on 
Wednesday,  June  23. 

Abortion — Drugs 

Two  general  sessions  will  air  problems  that 
deeply  involve  physicians.  The  topic  Monday 
morning  will  be  “Abortion — A Legal  Fact.”  Tues- 
day afternoon  the  topic  will  be  “Drug  Abuse — 
Levels  of  Impact.” 

The  Sunday  evening  session  on  Medicine  and 
Religion  will  be  held  again  this  year.  In  addition, 
another  Sunday  evening  meeting  will  be  a joint 
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makes  nicotinic  acid  more  useful  for 
more  patients  who  require  vasodilatation 


Timed  release  Nicotinic  acid  Tempules'  • A big  improvement  over  the  old  tablet  form 


smooth,  prolonged  action 
b.i.d.  dosage  mfc 

MJ  4 I 

economical  Kci 


| 


to  smooth 
the  ragged  edges  of 
nicotinic  acid  therapy 

Nicobid™  eliminates  the  q.i.d.  schedule, 
the  four-fold  high  dosage  ‘jolts/  and 
the  short-term  nature  of  the  pharmacologic 
effects  from  plain  Nicotinic  acid  tablets. 
With  the  Nicobid™  b.i.d.  dosage, 
patients  are  less  likely  to  forget  and  they 
benefit  from  its  smooth  and  prolonged 
drug  release. 

More  acceptable,  more  useful : 

Nicobid™  Tempules. 

Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

ACTION.  Acts  by  relaxing  the 
musculature  of  peripheral  vessels,  thereby 
affording  increased  blood  flow  and 
vasodilatation.  The  effects  of  the  drug 
are  both  prompt  and  prolonged. 
INDICATIONS.  Indicated  in  disease 
states  in  which  niacin  (nicotinic  acid) 
has  been  used,  including  conditions 
associated  with  deficient  circulation. 
Nicobid™  has  the  advantage  of  a slower 
release  of  Nicotinic  acid  than  obtained 
from  the  tablet  form.  This  may  permit 
its  use  in  patients  who  cannot  tolerate 
the  tablet  form. 

CONTRAINDICATIONS.  Patients 
with  a known  idiosyncrasy  to  niacin 
(nicotinic  acid)  or  other  components  of  the 
drug  and  patients  with  arterial  bleeding. 
WARNING.  Use  caution  in  patients 
with  glaucoma,  severe  diabetes, 
impaired  liver  function  and  peptic  ulcer. 
PRECAUTION.  As  with  all 
therapeutic  agents,  use  with  caution  in 
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AMA-American  School  Health  Association  session 
on  school  health. 

The  general  session  on  abortion  Monday 
morning  will  be  a joint  meeting  with  the  Section 
on  Obstetrics  and  Gynecology.  Presiding  will  be 
Robert  H.  Barter,  M.D.,  of  Washington,  1).  C., 
a member  of  the  AMA’s  Council  on  Scientific 
Assembly. 

Kenneth  R.  Niswander,  M.D.,  Davis,  Calif., 
will  review  indications  and  contraindications  of 
therapeutic  abortion,  and  Eugene  C.  Sandberg, 
M.D.,  Stanford,  Calif.,  and  Robert  O.  Pasnau, 
M.D.,  Los  Angeles,  will  speak  on  the  surgical  and 
psychiatric  complications,  respectively. 

They  will  be  joined  by  Keith  P.  Russell, 
M.D.,  Los  Angeles,  and  Ronald  A.  Chez,  M.D., 
Pittsburgh,  who  will  discuss  the  impact  of  thera- 
peutic abortion  on  the  community  and  physician 
care. 


Drug  Abuse 

Tuesday’s  general  session  on  drug  abuse  will 
be  a joint  meeting  with  the  Sections  on  Psychiatry 
and  Neurology,  Clinical  Pharmacology  and  Thera- 
peutics, Family  and  General  Practice,  Military- 
Medicine  and  Preventive  Medicine.  Presiding  will 
be  Lloyd  G.  Bartholomew,  M.D.,  Rochester, 
Minn.,  another  member  of  the  Council  on  Scien- 
tific Assembly.  Moderator  will  be  Richard  M. 
Steinhilber,  M.D.,  also  of  Rochester,  who  served 
as  coordinating  secretary  of  the  meeting. 

The  seminar  on  intensive  coronary  care  will 
start  Wednesday  morning  with  a look  at  current 
trends  in  the  use  of  coronary  care  units,  then 
move  on  to  organization  of  a unit,  management  of 
cardiogenic  shock  and  congestive  heart  failure  and 
a discussion  of  mobile  coronary  care  units.  Panel- 
ists will  conclude  the  morning  with  a discussion 
of  problems  related  to  operating  the  coronary 
care  unit.  Wednesday  afternoon  will  be  devoted 
to  management  of  cardiac  arrhythmias. 

The  trauma  seminar  also  will  be  on  Wednes- 
day. Presiding  will  be  Frank  P.  Foster,  M.D., 
Hanover,  N.H.,  vice-chairman,  Council  on  Sci- 
entific Assembly.  The  seminar’s  morning  session 
will  include  a discussion  of  today’s  injury  prob- 
lems, including  organizing  for  emergency  medical 
care  and  changing  trends  in  emergency  depart- 
ment personnel.  This  will  be  followed  by  a panel 
discussion  on  emergency  department  care,  includ- 
ing talks  on  the  multiple  injury  patient,  diagnostic 
procedures,  shock  and  ventilation. 

Afternoon  sessions  of  the  trauma  seminar  will 
discuss  regional  injuries,  including  face  and  hand, 
abdominal,  thoracic  and  soft  tissue  injuries.  Head 


and  brain  injuries,  eye  injuries  and  fractures  will 
also  be  discussed. 

A highlight  of  Thursday,  the  convention’s 
final  day,  will  be  a discussion,  “What  Is  the  Cur- 
rent State  of  Transplantation?”  Presented  by  the 
AMA’s  Committee  on  Transfusion  and  Trans- 
plantation, the  session  will  be  moderated  by  Wil- 
liam C.  Scott,  M.D.,  Portland,  chairman. 

I his  will  be  followed  by  a panel  discussion 
on  ethics  and  legalities  of  transplantation. 

“The  Physician  and  Women’s  Liberation” 
will  be  the  topic  of  I.  Phillips  Frohman,  M.D., 
Washington,  D.  C.,  during  a Tuesday  morning 
session  of  the  Section  on  Family  and  General 
Practice.  That  section’s  sessions  open  Monday 
with  a symposium  on  treatment  of  rheumatoid 
arthritis. 

Tuesday’s  presentations,  in  addition  to  Dr. 
Frohman’s  paper,  include  discussions  of  manage- 
ment of  headache  by  the  family  physician  and  a 
more  specific  theory  for  dealing  w-ith  obesity.  The 
annual  American  Academy  of  General  Practice 
lecture  will  be  presented  by  Hiram  B.  Curry,  M.D.. 
Charleston,  S.  C. 

Drugs  for  Diabetes 

The  continuing  controversy  over  oral  drugs 
for  diabetes  will  be  discussed  Thursday  afternoon 
in  a program  presented  in  cooperation  with  the 
American  Society  for  Clinical  Pharmacology  and 
Therapeutics. 

The  viewpoint  of  the  Food  and  Drug  Admin- 
istration will  be  presented  by  Henry  E.  Simmons, 
M.D.,  director  of  the  FDA  Bureau  of  Drugs. 

A Tuesday  afternoon  discussion  of  venereal 
disease  treatment  will  be  a Section  on  Dermatolo- 
gy program,  and  will  be  presented  in  cooperation 
with  the  American  Venereal  Disease  Association. 

Medical  aspects  of  the  prisoner-of-war  mercy- 
mission  will  be  discussed  by  Joseph  R.  Cataldo, 
M.D.,  Washington,  D.  C.,  during  a Tuesday 
morning  session  of  the  Section  on  Military  Medi- 
cine. Other  topics  that  morning  include  medical 
research  on  the  underwater  frontier,  E.  Fisher 
Coil,  M.D.,  Washington,  D.  C.,  and  a discussion 
of  the  use  of  non-physicians  in  the  evaluation  and 
treatment  of  acute  illness. 

The  Joseph  B.  Goldberger  Lecture  in  Clinical 
Nutrition  will  be  presented  by  John  E.  Canham, 
M.D.,  Denver,  and  Robert  E.  Hodges,  M.D.,  Iowa 
City,  Iowa,  Tuesday  afternoon  in  Convention 
Hall. 

The  AMA  Women’s  Auxiliary  of  the  AMA 
also  will  hold  its  annual  convention  in  Atlantic 
City,  June  18-24,  at  the  Traymore  Hotel.  Mrs.  G. 
Prentiss  Lee  will  take  office  as  new  president, 
succeeding  Mrs.  R.  C.  L.  Robertson. 
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Chronic  Renal  Failure 


Current  Status  of 
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TLTEMODIALYSIS  or  peritoneal  dialysis  is  ap- 
propriate  treatment  for  a large  number  of 
clinical  conditions,  which  include  chronic  or  acute 
renal  failure,  preparation  for  renal  transplantation, 
removal  of  circulating  poisons,  salt,  water,  or  other 
specific  solutes  or  to  correct  severe  electrolyte  im- 
balance. With  regard  to  chronic  renal  failure,  the 
role  of  repetitive  dialysis  is  discussed  pertinent  to 
the  following  three  categories:  episodic  dialysis 
in  chronic  renal  failure,  preparation  for  renal 
transplantation,  and  chronic  dialysis  to  maintain 
life. 

Episodic  Dialysis 
in  Chronic  Renal  Failure 

Some  patients  with  slowly  progressive  chronic 
renal  disease  do  quite  well  for  prolonged  periods 
of  time  on  conservative  medical  therapy  with 
judicious  control  of  dietary  protein,  salt,  and  fluid 
intake.  The  course  of  illness  may  be  interrupted 
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at  any  time  by  ait  intercurrent  illness  which  pro- 
duces reversible  aggravation  of  renal  insufficiency. 
With  the  help  of  dialysis,  these  episodes  of  acute 
reversible  uremia  are  manageable  and  the  patient 
may  be  assisted  by  dialysis  until  he  can  be  re- 
established on  the  conservative  medical  program. 
Either  peritoneal  dialysis  or  hemodialysis  is  suitable 
for  treatment  in  these  circumstances.  When  peri- 
toneal dialysis  is  used,  a simple  prosthetic  device  is 
now  available  to  provide  repeated  access  to  the 
peritoneal  cavity,  thus  obviating  the  need  for  re- 
peated punctures  (Figs.  1A  and  IB).  Use  of  this 
device  has  improved  patient  acceptance  of  inter- 
mittent peritoneal  dialysis.1  For  the  one  or  several 


June,  1971  / 507 


Fig.  1A.  Peritoneal  replacement  prosthesis  ready  for 
insertion.  Shaft  of  prosthesis  is  lubricated  with  suitable 
sterile,  antibiotic  ointment  just  prior  to  insertion. 

hemodialyses,  when  it  is  not  practical  to  construct 
an  arteriovenous  shunt,  percutaneous  puncture  of 
the  femoral  vein  with  Shaldon  cannulas  may  be 
most  suitable. 

For  patients  in  whom,  despite  strict  conserva- 
tive management,  renal  failure  slowly  progresses  to 
the  point  of  uremic  symptoms,  dialysis  once  every 
three  or  four  weeks  appears  suitable  to  maintain 
freedom  from  uremic  symptoms.  It  may  be  argued 
that  patients  requiring  dialysis  at  such  infrequent 
intervals  really  do  not  need  such  treatment,  yet 
we  do  have  a small  group  of  patients  who  seem 
to  benefit  from  such  infrequent  dialysis.  This  has 
provided  an  alternative  therapy  for  patients  who 
otherwise  might  be  unacceptable  for  transplanta- 
tion or  chronic  hemodialysis  programs,  and  many 
additional  months  of  useful  function  have  been 
provided. 

Figure  2 represents  a young  man  with  chronic 
pyelonephritis  who  had  four  distinct  episodes  of 
reversible  uremia  during  a tlnee-year  period. 
The  episodes  were  superimposed  on  chronic  renal 
impairment  with  marginal  function.  Peritoneal 
dialysis  is  particularly  suitable  to  such  clinical 


77  YEAR  OLD  MALE  • CHRONIC  PYELONEPHRITIS 


Fig.  2.  F'our  distinct  episodes  of  symptomatic  renal 
failure  are  demonstrated  during  4j4-year  period  of  fol- 
low-up in  young  male  patient  with  documented  chronic 
pyelonephritis. 


Fig.  IB.  After  removal  of  dialysis  catheter,  prosthesis  is 
immediately  inserted  into  catheter  tract  and  gently 
advanced  until  mesa-shaped  top  is  flush  with  the  skin. 
An  ointment  seal  may  be  placed  under  the  top  before 
application  of  a dry  sterile  dressing. 

situations  where  periodic  dialysis  may  be  necessary 
to  assist  a patient  through  an  intercurrent  ag- 
gravating illness.  He  has  returned  to  full  activity 
and  gainful  employment  following  each  episode. 
He  had  been  maintained  on  a 40-gram  protein 
diet  from  January  1966  until  January  1969  and 
has  been  on  the  Giovannetti-type  renal  failure 
diet  since  his  last  hospitalization  in  January  1969. 
My  colleagues  and  I favor  an  aggressive  approach 
to  the  patient  who  has  symptomatic  renal  failure, 
particularly  when  he  has  not  previously  undergone 
dialysis.  The  use  of  dialysis  plus  vigorous  dietary 
protein  restriction  and  careful  control  of  fluid 
balance  will  often  result  in  surprising  improvement 
in  the  patient  and  add  many  months  of  useful 
function  to  his  life,  when  he  otherwise  might  have 
been  considered  to  have  end-stage  renal  failure. 

Preparation  for  Renal  Transplantation 

Both  hemodialysis  and  peritoneal  dialysis 
have  been  used  in  preparation  of  patients  for  renal 
transplantation.  Hemodialysis,  by  virtue  of  its 
greater  effectiveness  and  lower  cost,  is  a more 
suitable  means  than  peritoneal  dialysis  at  the 
present  time,  except  for  preparation  of  children 
or  other  patients  of  small  body  size.  In  the  pro- 
gram at  our  institution,  all  patients  who  have 
renal  failure,  and  are  in  need  of  dialysis,  undergo 
peritoneal  dialysis  during  their  initial  evaluation. 
When  a suitable  living  donor  has  been  obtained 
or  when  the  patient  is  finally  accepted  into  the 
transplantation  program,  an  arteriovenous  shunt 
or  arteriovenous  fistula  is  constructed,  and  hemo- 
dialysis is  then  initiated.  Peritoneal  dialysis  also 
may  be  used  as  a holding  procedure  until  space 
becomes  available  in  an  existent  hemodialysis  pro- 
gram. The  frequency  of  dialysis  will  depend  upon 
the  clinical  status  of  the  patient.  There  are  a 
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number  of  medical  problems  that  must  be  man- 
aged during  preparation  of  recipients  for  renal 
transplantation. 

Cardiac  failure  and  electrolyte  abnormalities. 
Extracellular  fluid  volume  can  be  reduced  by 
ultrafiltration  with  the  artificial  kidney  to  prevent 
overh  yd  ration  and  to  relieve  already  present 
cardiac  congestion.  The  major  electrolyte  prob- 
lems upon  initiation  of  dialysis  are  hyperkalemia 
and  the  metabolic  acidosis  which  are  present  in 
most  patients  with  symptomatic  uremia.  The 
electrolyte  concentrations  in  the  dialysis  bath  tend 
to  normalize  serum  electrolyte  concentrations,  and 
once  the  patient  is  established  on  two-  or  three- 
times  weekly  dialysis,  electrolyte  imbalance  is 
rarely  a problem.  Hyperkalemia  may  occasionally 
occur  between  dialyses,  but  usually  it  reflects 
inadvertent  dietary  potassium  intake  or  inter- 
current infection.  It  is  imperative  that  bacterial 
infection  be  controlled  before  transplantation  and 
subsequent  institution  of  immunosuppressive  drug 
therapy.  Careful  cultural  identification  of  infecting 
organisms  should  be  established  and  vigorous 
antibiotic  therapy  instituted  to  eradicate  the  in- 
fection. Transplantation  should  not  be  performed 
in  the  presence  of  any  active  infection,  regardless 
of  how  minor  that  infection  may  appear  to  be. 
Hypertension  can  usually  be  controlled  with  suit- 
able drug  therapy  plus  careful  control  of  extracel- 
lular fluid  volume  and  sodium  balance  during  and 
between  dialyses.  Usually  it  is  not  feasible  to 
reduce  blood  pressure  to  normal,  but  diastolic 
pressures  can  be  maintained  at  about  100  mm  Hg. 
Occasionally,  it  becomes  necessary  to  establish  the 
renoprival  state  by  bilateral  nephrectomy,  to 
afford  suitable  control  of  blood  pressure. 

Peripheral  neuropathy.  A major  disabling 
factor  in  patients  with  chronic  uremia  is  peripheral 
neuropathy.  All  uremic  patients  will  demonstrate 
decreased  nerve  conduction  velocities,  although 
in  some  this  may  be  subclinical  at  a specific  time 
in  their  disease.  The  onset  of  symptomatic  neurop- 
athy in  the  form  of  “burning-foot  syndrome,” 
or  sensory  motor  neuropathy  should  be  an  indi- 
cation for  vigorous  dialysis  and  early  transplanta- 
tion. Increasing  the  frequency  of  dialysis  may 
stabilize  the  degree  of  neurologic  deficit  but 
rarely  will  result  in  improvement  during  the 
time  of  periodic  dialysis.  The  sensorimotor 
neuropathies  may  disappear  after  successful 
transplantation.  Secondary  hyperparathyroidism  is 
invariably  encountered  in  chronic  renal  disease 
as  a consequence  of  resistance  to  the  metabolic 
actions  of  parathyroid  hormone.  With  the  pro- 
longation of  life  of  patients  with  chronic  renal 
failure,  overt  hyperparathyroidism  is  being  ob- 
served with  increasing  frequency,  with  its  at- 
tendant osteodystrophy,  bone  pain,  soft-tissue 
calcification,  and  occasionally  intense  pruritis.  It 
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Chronic  Hemodialysis  (N  = 302) 
Transplant  — Sibling  donor  (N  = 216) 
Transplant  — Parent  donor  ( N = 3 7 8 ) 
Transplant  — Cadaver  donor  (N  = 649) 


Years 


Fig.  3.  Comparison  of  survival  of  chronic  dialysis  pa- 
tients versus  kidney  transplant  patients,  which  are  group- 
ed according  to  type  of  donor. 

vigorous  dialysis  and  medical  measures  do  not 
control  symptoms,  parathyroidectomy  may  be 
required. 

Psychologic  problems  are  often  overlooked  in 
the  preparation  of  patients  for  transplantation. 
It  is  extremely  important  to  prepare  the  patient 
and  family  members  psychologically  for  prolonged 
dialysis  and  (or)  subsequent  transplantation. 
Patients  must  have  full  understanding  of  the 
disease  process  and  the  dialysis  procedures  if  they 
are  to  give  full  cooperation. 

Chronic  Dialysis  and  Home  Dialysis 

The  feasibility  of  maintaining  life  and  func- 
tion with  chronic  hemodialysis  has  been  well 
established.  The  average  survival  statistics  for 
hemodialysis  are  actually  superior  to  those  for 
renal  transplantation,  as  represented  in  Figure 
3.  The  figures  for  chronic  hemodialysis  represent 
accumulated  statistics  from  14  dialysis  centers, 
while  the  transplant  statistics  are  those  reported 
from  the  kidney  transplantation  registry.7  Most 
nephrologists  would  agree,  however,  that  patients 
on  chronic  dialysis  never  fare  so  well  as  patients 
with  a good  functioning  renal  transplant.  Chronic 
dialysis  patients  are  never  as  fully  rehabilitated 
while  undergoing  dialysis;  they  require  continued 
dietary  or  fluid  restrictions,  periodic  transfusions, 
and  in  addition,  their  twice-  or  thrice-weekly 
dialysis. 

Despite  the  success  of  in-center  dialysis,  the 
imposing  expense  of  this  procedure,  which  has 
ranged  from  $8,000  to  $15,000  per  year,  has 
necessitated  the  removal  of  chronic  dialysis  from 
the  hospital  into  the  home,  where  early  studies 
have  shown  that  it  could  be  carried  on  more 
economically.  Of  the  several  types  of  henrodialyzers 
developed,  those  which  have  best  withstood  the 
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test  of  time  are  the  Kiil  clialyzer  and  the  Twin- 
coil  dialyzers.  Continued  efforts  have  been  ex- 
panded in  an  attempt  to  reduce  the  cost  of 
dialysis  by  modifications  in  both  of  these  systems. 
Several  years  ago,  Khastagir  and  colleagues2  re- 
ported a “make-it-yourself”  quad-coil  artificial 
kidney,  using  a commercially  available  washing 
machine.  The  clinical  results  of  the  three  types 
of  dialyzers  used  in  the  home  were  evaluated.3  A 
Teflon-silastic  arteriovenous  shunt  was  constructed 
in  the  forearm  or  leg  of  each  patient.  Patients  and 
responsible  family  members  underwent  an  eight-  to 
ten-week  training  course  in  the  performance  of 
dialysis.  Of  38  patients  in  the  initial  study  group, 

15  were  started  on  the  washing  machine,  7 
patients  on  the  Twin-coil  artificial  kidney  and 

16  on  the  Kiil  artifical  kidney.  Because  of  poor 
ultrafiltration  and  overhydration  on  the  washing 
machine,  4 of  the  15  patients  were  transferred 
to  the  Twin-coil  and  an  additional  3 patients  to 
the  Kiil  artificial  kidney. 

The  clinical  results  as  assessed  from  predialysis 
and  postdialysis  blood  urea  nitrogen  levels  were 
comparable  with  all  three  units.  Ultrafiltration 
during  dialysis,  as  judged  from  the  patient’s  weight 
loss  during  the  procedure,  was  maximal  with  the 
Twin-coil  and  minimal  with  the  washing  machine. 
Blood  transfusion  requirements  were  greater  with 
the  washing  machine  than  with  the  Twin-coil 
or  Kiil  artificial  kidney.  Winding  of  the  coils  of 
the  washing  machine  was  time-consuming  and 
often  imperfect,  resulting  in  unequal  distribution 
of  blood  flow  through  the  coils,  and  occasionally, 
clotting  of  blood  within  them.  Frequent  blood 
leaks,  clotting  within  the  coils,  and  incomplete 
recovery7  of  blood  at  the  end  of  dialysis  were  also 
factors  that  influenced  the  number  of  blood 
transfusions  given.  Recovery  of  blood  at  the 
end  of  dialysis  was  a problem  with  the  Twin- 
coil,  but  with  the  Kiil,  almost  all  of  the  blood 
could  be  retransfused. 

The  incidence  of  hypertension  and  pulmonary 
edema  was  highest  with  the  washing  machine, 
moderate  with  the  Twin-coil,  and  least  with  the 
Kiil.  In  the  case  of  the  washing  machine,  this 
could  be  attributed  to  poor  ultrafiltration  with 
this  dialyzer.  Intercurrent  infections  were  respon- 
sible for  the  deaths  of  two  patients  on  the  washing 
machine.  The  coils  and  tubing  of  the  washing 
machine  dialyzer  were  sterilized  by  the  patients 
at  home,  with  ethylene  oxide,  in  contrast  to 
factory-sterilized  Twin-coils  and  the  Kiil  dialyzer, 
which  were  sterilized  with  2 percent  formalin. 

The  mortality  during  the  first  year  among 
washing  machine  and  Twin-coil  groups  was  5 
of  15  patients  and  4 of  1 1 patients  respectively. 
There  was  no  mortality  among  those  patients 
dialyzed  with  the  Kiil  artificial  kidney.  Cerebro- 
vascular and  cardiovascular  deaths  were  related 


to  hypertension  and  to  fluid  overload,  which  could 
be  attributed  to  poor  ultrafiltration  by  the  wash- 
ing machine. 

Of  27  surviving  patients  on  home  dialysis, 
partial  or  complete  rehabilitation  was  accom- 
plished in  23.  All  patients  dialyzed  with  the  Kiil 
artificial  kidney  were  working  full  time  except 
lor  two  patients  with  severe  and  disabling  periph- 
eral neuropathy.  Four  of  six  patients  dialyzed 
with  the  Twin-coil  kidney  were  working,  and 
both  patients  still  on  the  washing  machine  were 
working,  one  full  time  and  one  part  time.  The 
cost  of  installation  and  monthly  operation  are 
lower  with  the  Kiil  artificial  kidney  than  with  the 
Twin-coil.  Other  potential  advantages  of  the  Kiil 
artificial  kidney  are  the  slower  biochemical  cor- 
rection, the  smaller  priming  volumes,  and  the 
more  complete  blood  recovery7  attainable  at  the 
end  of  dialysis.  In  the  near  future,  a prepackaged, 
presterilized  membrane  will  be  available  for  use 
with  the  Kiil  artificial  kidney,  which  should 
greatly  reduce  the  setup  time  required  before 
each  dialysis. 

There  are  several  categories  of  medical  com- 
plications of  dialysis  in  the  home.  Cardiovascular 
disease  with  pulmonary  edema  due  to  fluid  over- 
load probably  represents  the  major  problem,  while 
uncontrollable  hypertension  may  occasionally  re- 
quire bilateral  nephrectomy.  Infections  at  the  site 
of  arteriovenous  shunts,  occasionally  complicated 
by  septicemia,  represent  a particular  problem. 
Hemorrhagic  complications  may  occur  in  pa- 
tients on  long-term  anticoagulation  therapy  to 
prevent  clotting  of  the  arteriovenous  shunts. 
Retroperitoneal  hemorrhages  and  occasionally 
hemorrhage  into  the  adrenal  gland  with  sub- 
sequent adrenal  insufficiency  have  been  reported. 
Miscellaneous  complications,  such  as  cardiomyop- 
athy, hyperparathyroidism,  postnecrotic  cirrhosis, 
and  drug-induced  fevers  may  occur. 

Problems  relating  to  the  arteriovenous  shunt 
are  the  leading  cause  of  rehospitalization  of  pa- 
tients on  home  dialysis.  The  hospital  return  rate 
in  home  programs  approximates  5 to  10  percent 
of  the  total  dialysis  days  at  home.  In  an  effort  to 
obviate  the  technical  problems  in  the  maintenance 
of  siliconized  rubber  and  Teflon  cannulas,  the 
subcutaneous  arteriovenous  fistula  was  developed. 
The  arteriovenous  fistula  has  rapidly  gained  wide 
acceptance  among  home  dialysis  patients.  Gen- 
erally, the  fistulas  have  been  quite  adequate 
hemodynamically  and  can  often  be  used  within 
a week  after  their  construction.  The  major  fistula 
complication  is  that  of  venous  infiltration  in 
association  with  multiple  punctures.  In  general, 
this  complication  has  been  of  little  clinical  signifi- 
cance. A primary  concern  in  attempting  to  adapt 
arteriovenous  fistulas  to  home  dialysis  is  the  ability 
of  the  patient’s  assistant  to  accomplish  the  veni- 
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puncture  satisfactorily.  It  has  been  a pleasant 
surprise  to  see  the  ease  with  which  family  mem- 
bers have  learned  the  technicjue  of  venipuncture. 
There  is  little  doubt  that  the  subcutaneous  arterio- 
venous fistula  is,  indeed,  preferable  to  the  silicone- 
rubber  and  Teflon  cannulas  previously  used.  Since 
the  leading  cause  of  rehospitalization  in  home 
dialysis  patients  has  been  shunt  infections  or  other 
complications  associated  with  the  arteriovenous 
shunt,  the  use  of  fistulas  should  significantly  re- 
duce the  rehospitalization  rate  among  these  pa- 
tients and.  thereby,  should  be  a factor  in  further 
lowering  of  costs  of  home  dialysis. 

Peritoneal  dialysis  has  received  little  attention 
in  the  management  of  chronic  renal  failure,  being 
considerably  less  efficient  than  hemodialysis.  With 
a Twin-coil  dialyzer  and  a flow  rate  of  250  ml 
per  minute,  the  average  urea  clearance  approxi- 
mates 110  to  120  ml  per  minute,  as  compared 
with  an  average  clearance  of  20  to  22  ml  per 
minute  with  peritoneal  dialysis  at  a perfusion  rate 
of  2 liters  per  hour.  Clearance  rates  for  creatinine 
and  uric  acid  are  also  significantly  lower  with 
peritoneal  dialysis.  If  peritoneal  dialysis  is  to  be 
considered  a comparable  alternative  to  hemo- 
dialysis, the  procedure  must  be  improved  in  several 
ways.  Patient  acceptance  of  the  procedure  must  be 
increased,  there  must  be  a significant  reduction 
in  cost,  and  the  efficiency  of  peritoneal  dialysis 
must  be  improved  if  it  is  ever  to  be  comparable 
to  hemodialysis.  Tenckhoff  and  associates4  have 
utilized  an  implanted  Silastic  catheter,  which  has 
increased  patient  acceptance  of  repeated  peritoneal 
dialysis,  and  the  Dacron  cuffs  utilized  with  these 
catheters  to  seal  the  skin  exit  site  have  significant- 
ly reduced  the  incidence  of  infection  associated 
with  the  procedure.  When  combined  with  low-cost 
dialysis  solutions  in  bulk  containers,  and  automatic 
cycling  equipment,  Tenckhoff  and  associates5  have 
not  only  reduced  the  cost  of  peritoneal  dialysis  but 
have  moved  the  procedure  into  the  home.  In 
more  than  5,000  dialyses  performed  in  the  home, 
an  infection  rate  of  only  0.5  percent  was  experi- 
enced. Of  importance  is  the  fact  that  the  dialyses 
were  performed  by  the  patient  without  the  atten- 
dance of  a physician. 

Several  methods  have  been  utilized  to  bring 
about  improvement  in  peritoneal  clearances. 
Modest  increases  can  be  achieved  by  increasing 
flow  rates  up  to  as  high  as  12  liters  per  hour, 
by  increasing  temperature,  or  by  the  use  of  hyper- 
tonic dialysis  solutions.  It  is  not  difficult  to  achieve 
flow  rates  of  5 or  6 liters  per  hour  even  with  pres- 
ent methods  of  intermittent  peritoneal  dialysis, 
while  higher  flow  rates  generally  require  the  as- 
sistance of  a pump  for  infusion  and  drainage.  At 
the  present  time,  experimental  studies6  have  dem- 
onstrated the  ability  to  improve  significantly  the 
permeability  of  the  peritoneal  membrane  by  the 


addition  of  surface-active  agents  to  the  dialysis 
solutions.  Experimentally,  peritoneal  clearances 
have  been  increased  two-  to  four-fold,  which, 
in  the  clinical  situation,  could  conceivably  repre- 
sent increases  in  peritoneal  clearance  of  urea  into 
the  range  of  60  or  even  120  ml  per  minute,  a 
ligure  comparable  to  the  clearances  achieved  with 
the  Twin-coil  or  Kiil  artificial  kidneys.  It  is  con- 
ceivable, therefore,  that  new  innovations  in  peri- 
toneal dialysis  may  some  day  make  the  procedure 
a comparable  alternative  to  hemodialysis  for 
selected  patients  with  chronic  renal  failure. 

Summary 

Patients  with  chronic  renal  failure  will  bene- 
fit from  intermittent  hemodialysis  or  peritoneal 
dialysis. 

Peritoneal  dialysis  has  proved  particularly 
beneficial  for  patients  with  episodic  exacerbations 
of  uremia  during  the  course  of  chronic  progressive 
renal  disease.  The  use  of  a peritoneal  replacement 
prosthesis  has  improved  patient  acceptability  of 
intermittent  peritoneal  dialysis.  Patients  requiring 
regular  intermittent  dialysis  are  best  treated  with 
hemodialysis  by  virtue  of  its  greater  efficiency  and 
the  medical  problems  arising  during  preparation 
of  patients  for  renal  transplantation  are  best  met 
by  this  form  of  dialysis.  The  imposing  cost  of 
chronic  hemodialysis  has  resulted  in  this  procedure 
being  moved  from  the  hospital  to  the  home  at  a 
considerable  reduction  in  overall  expense.  Com- 
plete rehabilitation  can  be  accomplished  in  the 
majority  of  patients  on  home  dialysis  and  the  use 
of  arteriovenous  fistulae  has  greatly  reduced  the 
incidence  of  complications.  Newer  methods  of 
peritoneal  dialysis  promise  to  provide  an  alternate 
method  for  home  dialysis  in  selected  patients 
with  chronic  renal  failure. 
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Side  Effects  of  L-Dopa 


George  W.  Paulson,  M.D. 


-DOPA  HAS  NOW  BEEN  RELEASED  for 
general  use.  Responsibility  has  shifted  from  re- 
search centers  to  primary  physicians,  and  uncom- 
mon side  effects  will  become  a common  concern 
for  many  practitioners.  The  following  comments 
are  offered  as  a follow-up  on  personal  experience 
with  approximately  150  patients  who  have  re- 
ceived the  drug  for  up  to  two  years.1  The  Food 
and  Drug  Administration  warnings  are  encyclo- 
pedic, and  the  educational  effort  by  interested 
pharmaceutical  firms  has  been  exemplary;  but  a 
personal  assessment  of  the  hazards  of  the  drug 
may  be  of  value  despite  an  obvious  individual  bias. 

Major  Side  Effects 

Dyskinesias 

The  major  limiting  side  effect  in  long  term 
usage  is  dyskinesia.  These  movements  may  be 
severe,  as  in  one  patient  who  called  herself, 
(and  deserved  the  label)  a “go-go  girl  dancer;” 
or  mild,  as  in  others  who  developed  a subtle 
shoulder  shrug  or  an  inconstant  flick  of  a finger. 
The  pattern  includes  neck  twisting,  guitar-playing 
movements  of  the  fingers,  or  a “buccolingual” 
writhing.  Some  individuals  note  dystonic  rotation 
of  one  extremity,  perhaps  an  ankle  that  inverts 
or  everts.  The  pattern  in  any  one  individual  seems 
characteristic  for  that  person,  though  variable  at 
different  times  of  the  day.  Only  rarely  are  the 
movements  frightening  to  the  patient.  Indeed,  one 
of  the  major  characteristics  of  the  movements  is 
the  relative  lack  of  patient  concern,  perhaps 
partially  related  to  the  fact  that  at  the  time  of  the 
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choreiform  movements  the  akinesia  of  parkinson- 
ism is  at  its  lowest  ebb,  and  the  patient  feels 
mobile  and  even  pleasantly  excited.  At  least  40 
percent  of  our  patients  have  had  dyskinesias.  Ac- 
cording to  Barbeau,  80  percent  to  100  percent 
may  develop  these  in  higher  doses.2  They  are  un- 
common in  non- Parkinson  patients  given  L-Dopa 
and  are  rare  in  normal  persons  who  receive 
L-Dopa  experimentally.  The  movements  are  often 
worse  with  anxiety  or  after  exertion  and  are 
particularly  likely  to  be  noted  in  the  first  two 
hours  after  a large  dose  of  L-Dopa.  As  far  as  is 
known,  they  always  subside  if  the  dosage  is  re- 
duced. The  first  sign  of  dyskinesia  is  usually  a 
staring  expression ; in  fact,  this  stare  led  to  the 
original  erroneous  concept  that  L-Dopa  affected 
the  thyroid. 

Some  patients  are  left  with  a slight  dyskinesia 
as  the  price  of  maximal  benefit  from  L-Dopa. 
Rearrangement  of  dosage  schedule  or  a reduction 
of  dosage  is  the  proper  management  of  the 
dyskinesias,  since  there  is  no  completely  effective 
antidote.  In  particularly  severe  cases,  as  in  patients 
with  diaphragmatic  or  intercostal  jerking,  pyri- 
doxine  (which  increases  the  metabolic  rate  of 
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L-Dopa)  may  be  given  in  hope  of  speeding  the 
improvement.  Antihistamines  and  anticholinergics 
do  not  reverse  the  dyskinesias.  Patients  with 
dyskinesia  will  often  do  just  as  well,  as  far  as  their 
parkinsonian  symptomatology  is  concerned,  on  a 
smaller  dose  of  L-Dopa. 

Theoretically,  dyskinesias  are  one  of  the  most 
fascinating  and  least  understood  of  the  effects  of 
L-Dopa.  Practically,  they  represent  the  major 
obstacle  to  high  doses  of  L-Dopa,  serving  as  a 
clear  monitor  that  optimal  dosage  has  been  attain- 
ed and  may  have  been  exceeded.  As  a theoretical 
explanation  of  these  movements,  “denervation 
sensitivity'1  of  damaged  neurons  to  dopamine  has 
been  proposed.3 

Nausea 

The  most  common  side  effect  of  L-Dopa  is 
nausea.  The  main  hazard  of  prolonged  nausea  and 
vomiting  is  gastric  irritation  and  hemorrhage. 
Three  of  my  patients  have  had  gastrointestinal 
bleeding,  one  fatally.  All  had  a prior  history  of 
peptic  ulcers,  and  all  had  had  prolonged  vomit- 
ing from  L-Dopa.  Nausea  induced  by  L-Dopa  is 
related  to  both  central  and  local  irritant  factors, 
and  because  of  the  local  irritant  action  it  is  rec- 
ommended that  antacids  be  prescribed  for  any 
patient  with  a prior  history  of  peptic  or  duodenal 
ulcer.  Among  the  other  results  of  prolonged 
nausea  is  complete  aversion  to  the  medicine,  such 
that  the  patient  can  never  obtain  a therapeutic 
trial  of  the  drug.  A few  patients  may  complain 
that  mere  thought  of  the  drug  is  enough  to  pro- 
duce vomiting.  L-Dopa  and  apomorphine  share 
many  chemical  similarities,  and  such  conditioned 
aversion  to  L-Dopa  is  not  surprising.4 

Receiving  medication  while  food  is  in  the 
stomach  ameliorates  the  local  irritant  effect  and 
slows  the  sudden  rises  in  blood  level  which  lead 
to  central  irritation.  It  is  a remarkable  truth  that 
slow  increments  in  dosage  are  tolerated  with  no 
nausea  in  many  patients,  and  even  in  patients  with 
nausea  sensitivity  to  the  emetic  effect  of  L-Dopa 
disappears  with  the  passage  of  time.  Nausea  and 
vomiting  are  considered  side  effects  which  are 
troublesome  early  in  therapy,  but  are  usually  not 
difficulties  after  three  to  six  months.  They  are 
much  less  troublesome  now  that  we  administer 
the  drug  slowly. 

Confusion  and  the  Psychologic  Problems 

Confusion  and  frank  psychosis  can  be  a major 
problem  with  L-Dopa.  Some  authors  report  an 
incidence  of  over  30  percent.5  Vivid  dreams  are 
common  at  the  initiation  of  therapy,  and  changes 
in  sleep  patterns  may  be  noticed.  Confusion  is 
especially  common  in  hospitalized  elderly  patients 
who  are  likely  to  become  confused  whenever  the 


environment  is  changed  and  sleep  is  interrupted. 
In  addition,  the  regular  use  of  anticholinergic 
drugs  may  be  a factor  when  the  patient  is  hos- 
pitalized, since  many  have  never  taken  these 
drugs  regularly  at  home.  As  high  as  10  percent  of 
parkinsonian  patients  become  confused  on  anti- 
cholinergic medication  at  some  time  in  the  course 
of  the  disease.  At  least  30  percent  of  parkin- 
sonian patients  have  significant  cortical  atrophy, 
and  mild  mental  changes  are  an  integral  part  of 
the  disorder.6 

Exaggeration  of  an  underlying  psychiatric 
condition,  particularly  schizophrenia,  has  been 
noted  by  us  in  two  patients,  and  may  relate  to 
the  agitated  thinking  and  generalized  arousal 
secondary  to  L-Dopa.  In  fact,  when  the  chorei- 
iorm  movements  occur,  some  observant  patients 
note  an  involuntary  and  rapid  flight  of  ideas. 
At  least  one  of  The  Ohio  State  University  Hospital 
patients  has  attempted  suicide,  fortunately  un- 
successfully, but  more  skillful  efforts  are  reported 
in  the  literature. 

An  additional  psychological  problem  that  was 
unexpected  is  the  difficulty  in  readjusting  to  ac- 
tivity after  improvement  occurs.  The  spouse  may 
find  it  as  hard  to  adapt  to  new  activity  as  it  was 
to  adjust  to  the  intensive  care  required  by  pro- 
gressive invalidism.  Suddenly,  a previously  pas- 
sive husband  may  reassert  control  over  car  and 
checkbook.  Euphoria  may  lead  to  foolishness.  At 
least  four  of  our  patients  have  had  broken  hips, 
in  two  of  these  due  to  activity  that  was  totally 
inappropriate  for  an  aged  person  with  or  with- 
out parkinsonism. 

Depression  does  occur  while  on  L-Dopa  in 
some  patients,  and  it  has  been  suggested  by  some 
authors  that  L-Dopa  itself  leads  to  depression. 
Due  to  sagging  spirits,  28  of  my  patients  received 
amitriptyline  HC1,  a moderately  good  anticholin- 
ergic drug  with  atropine-like  side  effects.  The  de- 
pression that  caused  the  use  of  an  antidepressant 
was  often  partly  due  to  disappointment  in  failing 
to  achieve  total  relief  from  parkinsonian  symp- 
toms. The  long-awaited  therapy  helped,  but  did 
not  erase  the  disease,  reverse  the  years,  or  change 
the  environment.  Other  antidepressants  can  be 
employed,  but  wTe  have  avoided  monoamine  oxi- 
dase inhibitors.  Some  patients  will  require  muscle 
relaxants,  phenobarbital,  or  similar  sedatives  for 
restless  anxiety.  At  least  four  of  my  patients  have 
required  a phenothiazine  to  control  anxiety.  The 
much  ballyhooed  aphrodisiac  effect  is  largely  non- 
sense. Some  elderly  male  patients  (less  than  2 
percent)  have  noted  a marked  increase  in  libido, 
embarrassing  socially  because  it  was  often  com- 
bined with  poor  judgment.  Patients  with  im- 
potence due  to  parkinsonism  are  rarely  helped  by 
L-Dopa.  Naturally,  sexual  activity  may  increase 
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along  with  improvement  in  general  state  in  any 
patient  who  benefits  from  the  drug. 

Hypotension 

Postural  hypotension  was  a surprising  side 
effect  of  the  drug,  and  may  relate  to  several 
factors,  including  both  peripheral  and  central 
causes.  Individual  patients  have  been  reported  to 
respond  to  treatment  for  the  hypotension  by  in- 
creased salt  and  water  intake,  ephedrine,  pres- 
sure bandages,  or  by  a simple  reduction  of  the 
dose  of  L-Dopa.  Most  patients  gradually  learn  to 
tolerate  the  hypotension,  and  it  seems  to  diminish 
with  time.  We  have  had  two  patients  who  fainted 
due  to  hypotension,  but  both  were  uninjured. 
Several  others  have  had  severe  dizziness  whenever 
they  arose  from  a chair  suddenly,  but  as  a rule 
hypotension  is  not  a major  limitation  to  treatment 
with  the  drug.  Use  of  hypotensive  drugs  should 
be  monitored  very  carefully  if  the  patient  is  also 
on  L-Dopa.  L-Dopa  does  not  seem  to  help  malig- 
nant hypertension. 

We  have  not  had  significant  cardiac  problems 
due  to  L-Dopa,  and  unless  hypotension  was  a 
major  problem  we  would  currently  continue  the 
drug  in  most  patients  who  developed  a myocardial 
infarction  while  on  the  drug.  Others  have  report- 
ed an  increased  tendency  toward  arrhythmias  in 
patients  taking  L-l)opa.  Similarly,  surgery  and 
anesthesia  may  require  brief  cessation  of  L-Dopa ; 
but  most  neurologists  would  now  resume  the  drug 
immediately  after  surgery. 

Minor  Symptoms 

Bladder  Symptomatology 

Bladder  symptomatology  appears  to  be  an 
integral  part  of  parkinsonism  and  is  often  made 
worse  by  anticholinergic  medication.  L-Dopa  may 
also  lead  to  urinary  retention,  apparently  not  on 
the  basis  of  an  anticholinergic  effect  but  probably 
related  to  perineal  muscle  spasm  which  occurs.  On 
the  other  hand,  patients  on  L-Dopa  often  improve 
in  their  bladder  functions  after  some  months  have 
passed.  Increased  urination,  both  greater  fre- 
quency and  larger  volume,  is  a definite  feature  in 
many  patients.  Barbeau,  one  of  the  initial  in- 
vestigators, insists  that  this  medication  is  a mild 
diuretic.2  Increased  ambulation  tends  to  reduce 
hypostatic  edema,  and  mobilizes  fluid  which  re- 
quires excretion.  As  a rule,  the  polyuria  that 
occurs  early  in  therapy  subsides  with  gradual  in- 
crease in  dosage. 

Pigmentary  Effects 

Many  patients  note  that  their  urine,  and 
occasionally  their  sweat,  has  assumed  a darker 
color.  The  urine  may  appear  red  or  purplish  when 
allowed  to  stand  in  the  toilet  bowl.  This  is  be- 


lieved to  be  due  to  breakdown  products  of  L-Dopa 
and  is  not  homogentisic  acid.  The  color  has  no 
apparent  clinical  significance. 

Caries 

I hree  of  my  patients  have  noted  a tendency 
toward  increased  dental  caries,  the  mechanism 
of  which  is  not  clear.  This  may  relate  to  the  fact 
that  the  ingestion  of  sweets  becomes  much  greater 
in  patients  who  are  receiving  L-Dopa;  indeed, 
many  patients  use  sweets  as  the  between-meal 
snack  when  they  take  their  medication. 

Muscle  Cramps 

These  can  occur,  particularly  in  the  para- 
vertebral area.  Their  cause  is  uncertain,  but  they 
are  rarely  incapacitating  and  usually  subside  in 
a few  weeks.  Aspirin  and  heat  can  be  helpful  for 
these  patients.  They  may  be  similar  in  mechanism 
to  the  cramping  muscle  pain  noted  early  in  the 
course  of  parkinsonism. 

Laboratory  Studies 

Although  Coombs  positivity  has  been  report- 
ed, in  100  consecutive  patients  studied  bv  our 
hematology  division  this  has  not  been  seen  at  The 
Ohio  State  University  Hospital.  Hemolytic  anemia 
has  not  occurred  here  or  elsewhere.  A slight  drop 
in  white  blood  count  has  been  noted  but  has 
never  necessitated  cessation  of  therapy;  indeed,  it 
is  only  rare  patients  who  have  a white  count 
(WBC  ))  below  3000  while  on  L-Dopa.  The  re- 
ported minimal  increase  in  blood  urea  nitrogen 
(BUN)  and  serum  glutamic  oxaloacetic  transami- 
nase (SCOT)  at  the  start  of  therapy  remains 
unexplained  at  this  time  but  has  never  been 
of  clinical  significance  so  far  as  is  known. 

Rhinorrhea 

Some  patients  note  increased  secretion  from 
their  noses,  perhaps  in  part  due  to  change  in 
anticholinergic  drugs.  They  may  comment  on  a 
better  sense  of  smell ; this  and  the  mild  rhinorrhea 
are  not  troublesome. 

Skin 

The  oily  and  sweaty  skin  of  parkinsonism 
usually  improves;  one  patient  noted  a transitory 
skin  rash  at  initiation  of  therapy.  Three  have 
observed  improvement  in  seborrheic  dermatitis 
while  on  L-Dopa. 

General  Comments 

There  are  many  additional  side  effects  which 
have  been  associated  with  L-Dopa,  but  from  the 
major  and  minor  effects  listed  above  there  are 
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now  some  generalities  in  therapy  which  can  be 
restated  with  confidence.  Extreme  slowness  in 
initiating  therapy  will  obviate  many,  sometimes 
all,  of  the  initial  side  effects.  The  clinician  and 
patient  should  think  in  terms  of  a trial  of  months, 
not  days  or  weeks.  Total  dosage  rarely  needs  to  ex- 
ceed 4 or  5 grams  as  a continuation  therapy.  If 
a patient  has  severe  side  effects,  particularly 
dyskinesias,  a lower  dosage  is  desirable,  but  oc- 
casionally a rearrangement  of  dosage  is  equally 
useful.  Any  additional  medications  that  are  needed 
can  be  employed;  but  vitamin  B6  should  be  avoid- 
ed. Laboratory  reports  will  almost  never  prevent 
therapy,  but  blood  pressure,  blood  count,  and  elec- 
trocardiograms should  be  performed  in  most  pa- 
tients at  regular  intervals. 

Patients  should  be  told  that  the  long  term 
effects  are  uncertain,  and  that  manifestations  of 
the  disease  will  recur  if  the  drug  is  discontinued. 
Whether  or  not  the  progress  of  the  disease  is 
actually  changed  is  still  uncertain.  Almost  all 
patients,  after  two  years,  retain  the  benefits  they 
initially  received;  but  a significant  percentage, 


perhaps  15  percent,  never  receive  substantial 
benefit  at  all. 

The  best  candidate  for  L-Dopa  remains  the 
patient  who  is  well  motivated  and  alert  with  un- 
equivocal parkinsonism  and  who  has  a physician 
willing  to  follow  his  total  state  with  enthusiasm. 
The  worst  candidate  is  the  elderly  and  mentally 
deranged,  rigid,  patient  who  is  hard  to  follow, 
and  whose  family  has  been  led  to  expect  a miracle 
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[ -DOPA  IN  PARKINSONISM.  — A double-blind  cross-over  trial  over  24 
weeks  (10  weeks  on  the  active  remedy,  4 weeks  off  treatment,  and  10  weeks 
on  placebo)  of  the  effect  of  L-dopa  on  idiopathic  parkinsonism  (paralysis 
agitans)  has  shown  no  difference  in  the  response  obtained  in  patients  who  had 
undergone  previous  stereotaxic  ventrolateral  thalamotomy  and  in  those  who 
had  not.  Of  the  34  patients  (18  men  and  16  women)  in  the  trial  18  had  been 
operated  on  (nine  unilateral,  nine  bilateral  operations)  and  16  had  not.  All 
patients  entering  the  trial  were  taking  anticholinergic  drugs  in  stable  dosage 
and  these  were  continued  throughout.  The  only  factor  which  seemed  to  limit 
the  response  to  treatment  was  preexisting  hypertension.  Of  31  patients  who 
completed  the  ten-week  treatment  period,  12  showed  marked  improvement, 
15  moderate  improvement,  and  4 a mild  or  negligible  change.  It  seems  that 
previous  ventrolateral  thalamotomy  affords  some  protection  against  the  de- 
velopment of  L-dopa-induced  involuntary  limb  movements  on  the  side  contra- 
lateral to  the  operation.  As  found  by  others,  maximum  benefit  was  seen  in 
bradykinesia  and  rigidity  and  related  features  but  a significant  reduction  in 
tremor  was  also  noted  during  treatment.  Side  effects  (nausea,  hypotension,  and 
involuntary  movements)  were  common  but  rarely  limited  the  therapeutic 
response.  — R.  C.  Hughes,  M.B.;  J.  G.  Polgar,  M.B.;  D.  Weightman;  and 
John  N.  Walton,  M.D.,  Newcastle:  British  Medical  Journal,  1:7-13,  Jan.  2, 
1971. 
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Typhoid  Fever  in  Children 


Antonio  J.  del  Rosario,  M.D.;  Ralph  E.  Haynes,  M.D.; 
and  Henry  G.  Gramblett,  M.D. 


rT'HE  OCCURRENCE  of  typhoid  fever  in  chil- 
dren  has  decreased  significantly  in  the  past  20 
years.  With  the  decline  of  the  disease,  the  diagnosis 
is  infrequently  considered  by  physicians.  The  pur- 
pose of  this  paper  is  to  review  the  42  cases  of 
typhoid  fever  at  Columbus  Children's  Hospital  in 
the  past  20  years.  The  epidemiologic  aspects,  mode 
of  presentation,  varied  clinical  course,  laboratory 
findings,  management,  and  sequelae  of  this  disease 
in  children  will  be  presented. 

Materials  and  Methods 

This  report  consists  of  a review  of  the  illnesses 
of  patients  with  typhoid  fever  treated  in  the  Co- 
lumbus Children’s  Hospital  since  1948.  The  diag- 
nosis of  typhoid  fever  was  confirmed  by  a positive 
blood,  urine,  or  stool  culture  for  Salmonella  ty- 
phosa  and/or  an  agglutination  titer  of  128  and 
above  for  typhoid  “O”  antigen,  or  a fourfold  rise 
of  antibody  titer  between  the  acute  and  convales- 
cent phase  sera.  The  diagnostic  criteria  are  tabu- 
lated in  Table  1 . 

Results 

Age  and  Sex  Distribution 

The  age  range  was  from  10  months  to  14 
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years  (average  7 years;  median  3 to  7 years). 
Twenty-seven  were  boys  and  15  were  girls. 

Incubation  Period 

The  incubation  period  of  typhoid  fever  is 
difficult  to  substantiate  because  it  is  often  impos- 
sible to  determine  when  exposure  occurred.  In 
children,  the  incubation  period  is  variable,  but  is 
generally  stated  to  be  one  to  six  weeks.  In  our 
patients,  the  incubation  period  was  from  6 to  42 
days,  average  24  days. 

Mode  of  Presentation 

In  98  percent  of  the  cases,  persistent  or  inter- 
mittent fever  was  the  presenting  sign  or  symptom. 
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Duration  of  fever  was  5 to  30  days  prior  to  therapy. 

Table  2 shows  the  clinical  manifestations  of 
the  patients  on  admission. 

Laboratory  Findings 

1.  Hemoglobin:  Twelve  children  (30  percent) 
had  a hemoglobin  level  of  less  than  10  gms  per 
100  ml  on  admission.  The  hemoglobin  decreased 
by  at  least  1 gm  during  the  period  of  hospitaliza- 
tion in  80  percent  of  the  patients.  Twelve  patients 
(30  percent)  had  one  or  more  blood  transfusions 
during  their  illness. 

2.  Leukocytes:  Twenty-seven  children  (64 

percent)  had  a white  cell  count  of  less  than 
10,000  per  cu  mm  and  seven  (16  percent)  had 
white  cell  counts  of  5,000  per  cu  mm  or  below. 

3.  Platelets:  Thrombocytopenia  occurred  in 
four  (9  percent)  of  the  42  children. 

4.  Sedimentation  rate:  Six  of  31  children  had 
values  above  25  mm  per  hour. 

5.  Urinalysis  on  all  children  was  negative. 
Urine  cultures  revealed  significant  bacteriuria  (E 
coli  above  30,000  colonies  per  ml)  in  three  patients. 

6.  Blood  cultures:  Thirty-seven  (88  percent) 
children  had  a positive  blood  culture  for  Salmo- 
nella typhosa.  Ninety-five  percent  of  these  were 
positive  during  the  first  week  of  the  disease  and 
the  remainder  were  positive  during  the  second 
week  of  the  illness.  One  child  had  a positive  blood 
culture  on  the  13th  day  of  therapy  with  chlor- 
amphenicol. During  the  second  or  third  week  of 
illness,  one  to  three  urine  cultures  for  Salmonella 
typhosa  were  negative  in  all  42  children.  Three 
to  13  stool  cultures  were  obtained  on  each  child, 
and  of  these,  eight  (19  percent)  patients  yielded 
S typhosa.  Six  positive  stool  cultures  were  ob- 
tained during  the  second  week  and  two  during 
the  first  week  of  the  disease. 

Serologic  F^xamination 

Widal  test  was  done  in  36  children.  Sixteen 
(40  percent)  had  agglutination  of  the  “O”  antigen 
at  dilutions  of  serum  of  1:128  and  above  during 
the  first  seven  to  ten  days  of  the  disease.  In  18 


Table  1.  Diagnostic  Criteria  in  42  Cases  of  Typhoid 
Fever  in  Children 

Criteria  No  of  Cases 


Blood  culture  positive  18 

Blood  culture  positive  and  positive  Widal  test  13 

Blood  and  stool  cultures  positive  5 

Stool  culture  positive  1 

Stool  culture  positive  and  positive  Widal  test  1 

Blood  and  stool  cultures  positive 

and  positive  Widal  test  1 

Positive  Widal  test  3 

Total  ~42 


Table  2.  Clinical  Manifestations  on  Admission 


Manifestation 

Percentage 

Fever 

98 

Vomiting,  diarrhea,  abdominal  pains 

59 

Splenomegaly 

54 

Anorexia  and  loss  of  weight 

40 

Lethargy 

33 

Cough 

33 

Headache 

30 

Diarrhea 

23 

Hepatomegaly 

21 

Rose  spots 

18 

Meningismus 

16 

Dehydration 

14 

Chills 

12 

Delirium 

9 

Constipation 

7 

Epistaxis 

5 

Photophobia 

5 

Tender,  tumid  abdomen 

5 

Neck  pain 

5 

Table  3.  Admitting  Diagnosis 


Percentage 

Typhoid  fever 

26 

FUO 

16 

Gastroenteritis 

16 

Bronchopenumonia 

12 

Encephalitis 

7 

Otitis  media 

5 

Pyelonephritis 

5 

Histoplasmosis 

5 

Gastritis 

2 

Influenza 

2 

Infectious  mononucleosis 

2 

patients,  the  agglutination  titers  for  typhoid  “O'’ 
antigen  were  64  or  less,  and  were  negative  in  two. 

Admitting  Diagnosis 

Table  3 shows  the  admitting  clinical  diagnoses 
in  these  42  children.  In  seven  children,  the  diag- 
nosis on  admission  was  fever  of  unknown  origin. 

Treatment  and  Response  to  Therapy 

Thirty-six  children  were  treated  with  chlor- 
amphenicol in  a dose  of  50  to  100  mg/kg  per  day. 
Table  4 shows  the  response  to  therapy  using  fever 
as  the  main  criterion  for  evaluation.  Thirty-two 
children  became  afebrile  within  72  hours.  Of  the 
four  patients  who  continued  to  have  spiking  fever 
after  four  or  more  days  of  therapy,  one  patient 
was  treated  previously  with  sulfadiazine,  one  with 
tetracycline,  and  two  with  penicillin.  One  patient 
was  treated  initially  with  tetracycline  for  one  week. 
This  was  followed  by  13  days  of  treatment  with 
chloramphenicol.  During  this  period  of  therapy. 
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he  had  persistent  fever  even  though  six  blood  cul- 
tures were  negative. 

The  organism  recovered  from  38  children  was 
sensitive  to  chloramphenicol  as  determined  by  the 
disc  sensitivity  testing. 

One  patient  had  a relapse  90  days  after  com- 
pletion of  chloramphenicol  therapy.  The  criterion 
for  relapse  was  a recurrence  of  the  signs  and  symp- 
toms and  reisolation  of  Salmonella  typhosa.  This 
child  responded  to  a second  course  of  chloram- 
phenicol therapy. 

Course  and  Severity  of  the  Illness 

Generally,  the  onset  of  typhoid  fever  in  chil- 
dren is  acute.  After  appropriate  therapy  is  insti- 
tuted, the  response  is  usually  satisfactory,  and  the 
illness  follows  a relatively  benign  course.  All  pa- 
tients survived  after  hospitalization  varying  from 
5 to  30  days  and  averaging  17*4  days. 

Epidemiology 

Typhoid  fever  occurs  throughout  the  year.  In 
this  series,  14  (33  percent)  were  admitted  during 
summer  months,  13  (30  percent)  during  early 
spring,  and  the  remainder  during  later  winter  and 
early  fall. 

Of  the  42  children,  30  (71  percent)  had  a 
positive  history  of  direct  or  indirect  contact  with 
a possible  source  of  Salmonella  typhosa  and  of 
these,  16  gave  a history  of  drinking  untreated  well 
or  cistern  water  and  swimming  in  lakes  or  flood 
water.  Eight  patients  had  a history  of  contact  with 
a human  typhoid  carrier,  four  had  a history  of 
drinking  both  well  water  and  unpasteurized  milk, 
and  two  gave  a history  of  drinking  fresh  cow’s 
milk.  Multiple  family  group  infection  involving 
parents,  siblings,  or  both  parents  and  siblings  oc- 
curred on  six  occasions,  the  source  of  infection 
being  human  typhoid  carriers. 

Complications 

1.  Respiratory  complications:  Clinical  and 

roentgenologic  evidence  of  pneumonia  was  noted 
in  eight  cases  (18  percent). 

2.  Neurologic  complications:  Three  children 
had  convulsions  on  admission;  however,  the  cere- 
brospinal fluid  was  normal.  It  is  not  uncommon 


Table  4.  Response  to  Therapy  (Based  on  Duration  of 
Fever) 


No.  of  Cases 

Excellent 

21 

Good 

11 

Fair 

5 

Poor 

4 

Failed  to  respond 

1 

for  children  with  typhoid  fever  to  develop  nuero- 
logic  manifestations  which  may  be  of  help  in  the 
diagnosis.  In  this  report,  one  child  had  cerebellar 
ataxia,  14  (33  percent)  were  lethargic,  12  (30 
percent)  had  headache,  seven  (16  percent)  had 
meningismus,  and  four  (9  percent)  were  delirious. 

Typhoid  fever  may  be  accompanied  by  altera- 
tions of  the  sensorium  referred  to  as  the  “typhoidal 
state.”  The  patient  may  be  totally  disoriented  as 
to  time,  place,  and  person  and  appears  to  be  in 
a trance,  but  responds  promptly  to  questions,  al- 
though the  response  is  usually  inappropriate. 

3.  Gastrointestinal  complications:  Intestinal 
bleeding  as  detected  by  tests  for  occult  blood  and 
proctosigmoidoscopic.  examinations  occurred  in 
four  (9  percent)  with  no  deaths.  Intestinal  perfo- 
ration did  not  occur. 

Discussion 

Typhoid  fever  in  children  is  uncommon,  and 
is  said  to  be  rare  under  2 years  of  age.1'3  However, 
in  1954,  this  disease,  diagnosed  by  positive  stool 
cultures,  was  reported  in  30  Samoan  infants  be- 
tween the  ages  of  five  weeks  and  1 1 months.4  In 
our  series,  six  (14  percent)  were  less  than  2 years 
of  age. 

In  a series  of  316  African  and  Indian  chil- 
dren with  typhoid  fever  in  Durban,  the  incubation 
period  was  from  1 to  90  days  (mean  8 days).  In 
children  under  2 years  of  age,  the  duration  of 
symptoms  was  not  significantly  different  as  com- 
pared to  the  older  child.5  Temperatures  ranging 
from  103  F to  105  F as  a presenting  sign  or  symp- 
tom was  present  in  99  percent  of  their  cases.  Vom- 
iting, diarrhea,  and  abdominal  pain  are  so  preva- 
lent in  older  infants  and  younger  children  that 
their  occurrence  does  not  necessarily  suggest  ty- 
phoid fever.  In  this  report,  the  latter  manifestations 
were  present  in  59  percent  of  the  cases.  Spleno- 
megaly was  noted  in  54  percent  of  our  patients 
though  it  has  been  reported  in  from  30  percent 
to  68  percent  of  patients.0'8  When  palpable,  the 
spleen  is  usually  soft  and  tender  and  is  a valuable 
diagnostic  sign.3  Anorexia  and  loss  of  weight  were 
found  in  16  cases  (40  percent) . Cough  was  present 
in  14  patients  (33  percent).  There  are  conflicting 
reports  on  the  incidence  of  headache.  The  symp- 
tom was  noted  to  be  the  chief  complaint  in  one 
group  of  patients;2  however,  other  authors  report 
this  symptom  in  only  3 percent  to  8 percent  of 
their  patients.9  Rose  spots  are  generally  less  com- 
mon in  children  than  adults;  however,  eight  (18 
percent)  of  these  children  had  rose  spots. 

Anemia  is  common,  may  develop  rapidly,  and 
may  be  profound.10  Anemia  was  found  in  53  per- 
cent of  the  Indian  children  studied  in  1961. 7 Leu- 
kopenia, with  white  cell  counts  of  less  than  5,000 
per  cu  mm,  was  reported  in  18  percent  of  the 
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cases  studied  by  Scragg.5  Thrombocytopenia  is  not 
uncommon.  12 

The  classical  textbook  clinical  picture  of  ty- 
phoid fever  is  usually  absent  in  children.13  In  this 
series,  the  diagnosis  of  typhoid  fever  was  made  by 
the  admitting  physician  in  11  patients  (26  per- 
cent) including  two  secondary  cases  in  a family 
where  the  index  case  was  known. 

The  specific  diagnosis  of  Salmonella  typhosa 
infection  is  made  by  isolation  and  identification  of 
the  organism  from  blood  cultures.14  One  patient 
had  a positive  blood  culture  after  13  days  of 
therapy,  a finding  which  has  been  previously  re- 
ported.15 A large  number  of  patients  from  South 
Africa  had  positive  blood  cultures  during  therapy, 
perhaps  because  meticulous  culture  technics  in- 
volving the  fibrin  clot  were  used.  In  infancy,  re- 
covery of  S typhosa  from  either  blood  or  stool 
specimens  is  diagnostic.14 

Interpretation  of  the  Widal  test  is  often  dif- 
ficult  because  of  differences  of  opinion  about  what 
constitutes  a diagnostic  titer.14  16  Titers  will  vary, 
depending  on  the  laboratory,  previous  enteric  in- 
fections, and  previous  immunization  with  typhoid 
vaccine.  It  is  generally  agreed  that  a titer  of  50 
with  the  “H"  antigen  and  100  with  the  “O” 
antigen  during  the  first  ten  days  of  illness  affords 
strong  presumptive  evidence  of  infection.16  Three 
children  in  this  report,  who  had  a positive  history 
of  contact  with  a possible  source  of  S typhosa, 
had  negative  blood,  urine,  and  stool  cultures  but 
the  diagnosis  was  made  by  an  agglutination  “O" 
titer  of  128  and  above  or  a fourfold  rise  of  anti- 
body titer  between  the  acute  and  convalescent 
phase  sera. 

The  poor  clinical  response  to  therapy  in  four 
(9  percent)  children  is  similar  to  the  experience 
in  other  reports.2’6  Chloramphenicol  given  for  peri- 
ods ot  less  than  ten  days  may  result  in  rates  of 
relapse  up  to  50  percent.1'  Accordingly,  chlor- 
amphenicol should  be  given  for  at  least  two  weeks. 

The  reported  case  fatality  rates  in  typhoid 
fever  vary.18-19  The  fatality  rate  in  children  under 
10  years  of  age  is  reported  as  high  as  44  percent 
and  is  higher  than  the  fatality  rate  in  all  other 
age  groups.20 

Convulsions  at  the  onset  of  fever  do  not 
necessarily  indicate  a poor  prognosis.  Convulsions, 
febrile  and  nonfebrile  in  origin,  are  more  common 
in  children  than  adults.21  Convulsions  occurring 
late  in  the  course  of  typhoid  fever  are  usually  of 
grave  importance  and  usually  indicate  an  organic 
brain  disease.5  Other  neurologic  manifestations  in- 
clude choreiform  movements,  aphasia,  hemiplegia, 
facial  nerve  palsy,  cerebral  hemorrhage,  peripheral 
neuritis,  encephalitis,  and  meningitis.5’7 

Other  complications  of  this  disease  in  children 
are  bronchopneumonia,  lung  abscess  and/or  em- 
pyema, intestinal  perforation,  hepatitis,  myocardi- 


tis, acute  nephritis,  arthritis,  hemolytic  anemia, 
and  hemoglobinuria.5’9’22 

I he  human  carrier  is  the  principle  reservoir 
for  Salmonella  typhosa  and  infection  invariably 
occurs  by  ingestion  of  fecally  contaminated  ma- 
terial. The  unrecognized  carrier  is  much  more 
likely  to  be  the  source  of  infection  than  is  the 
patient  with  typhoid  fever.  Appropriate  isolation 
technics,  modern  methods  of  sewage  disposal,  safe 
water  supplies,  pasteurization  of  milk,  and  gen- 
erally improved  sanitation  have  greatly  reduced 
the  incidence  of  this  disease.14 

Patients  with  typhoid  fever  are  contagious  as 
long  as  the  organism  is  excreted.  Typhoid  bacilli 
are  often  excreted  from  the  first  week  of  the 
disease  throughout  the  convalescent  stage.  Ten 
percent  of  patients  will  become  temporary  carriers 
and  2 to  5 percent  will  become  permanent  car- 
riers.23 

With  chloramphenicol  therapy,  the  incidence 
of  complications,  relapse  rate,  and  carrier  state  in 
typhoid  fever  have  been  significantly  reduced.  The 
relapse  rate  is  more  dependent  on  the  duration  of 
therapy  than  the  actual  dose  of  chloramphenicol 
employed.5 

Summary 

Forty-two  children  with  typhoid  fever  were 
studied.  The  disease,  usually  of  acute  onset  in  chil- 
dren, occurred  more  often  in  boys  than  girls  and 
most  often  in  early  spring  and  late  summer.  The 
disease  was  generally  benign  although  intestinal 
bleeding  occurred  in  four  children  (9  percent). 
Fever  of  persistent  or  intermittent  character  was 
the  presenting  sign  or  symptom  in  98  percent  of 
the  cases.  There  was  no  mortality.  Relapse  occur- 
red in  one  of  the  42  patients.  The  diagnosis  of 
typhoid  fever  was  made  on  the  basis  of  a positive 
blood,  urine,  or  stool  culture  and  serology.  Thirty- 
six  children  were  treated  with  chloramphenicol 
and  all  children  recovered  without  significant 
sequelae. 
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'"THE  SELECTION  OF  RELATED  RENAL-ALLOGRAFT  DONORS.— 

Thirty-two  recipients  of  33  renal  allografts  from  related  donors  were 
divided  into  three  groups  by  serotyping  and  genetic  analysis.  In  the  first  group, 
eight  patients  inherited  the  same  HL-A  complexes  as  their  donors.  Seven 
have  had  excellent  courses,  with  complete  rehabilitation;  one  has  recurrent 
glomerulonephritis.  In  the  second  group,  seven  patients  inherited  one  HL-A 
complex  in  common  with  their  donors  and  had  very  good  serologic  matches 
for  the  other.  All  had  evidence  of  rejection,  but  six  have  had  excellent  courses; 
two  have  stable  but  subnormal  function.  In  the  third  group,  16  patients  shared 
one  HL-A  complex  with  their  donors  but  had  poor  serologic  matches  for 
the  other;  one  differed  by  both  complexes  from  his  donor.  Three  patients 
have  had  excellent  courses  though  two  show  decreasing  creatinine  clearances. 
Ten  had  unsatisfactory  courses  resulting  in  death,  nephrectomy,  or  poor  re- 
habilitation; four  have  had  intermediate  courses.  Intrafamilial  donors  can 
be  selected  so  that  the  prognosis  is  excellent  for  rapid  and  complete  rehabilita- 
tion. — V.  A.  Wonham,  Ph.D.,  H.  J.  Winn,  Ph.D.,  and  P.  S.  Russell,  M.D., 
Boston:  The  New  England  journal  of  Medicine,  284:509-513,  March  11, 
1971. 
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"X/TOST  OF  THE  STANDARD  and  respected 
gastroenterology  texts  support  the  conten- 
tion that  gastric  carcinoma  is  very  rare  in  patients 
who  have  an  established  diagnosis  of  duodenal 
ulcer.  Numerous  writers  contend  that  this  is  par- 
ticularly true  after  operative  treatment.1-2  While 
nearly  all  surgeons  are  aware  of  the  problem  of 
carcinoma  in  people  with  proven  gastric  ulcer 
which  is  untreated,  they  tend  to  accept  that  if 
a previous  gastric  ulcer  has  been  treated  surgically 
somehow  the  patient  is  afforded  an  immunity  to 
carcinoma  similar  to  that  of  patients  with  duode- 
nal ulcer.3  It  is  not  hard  to  see  how  one  can 
acquire  this  philosophy.  The  incidence  of  gastric 
carcinoma  is  fortunately  on  the  decline.  In  any 
one  surgeon’s  experience,  the  number  of  cases  seen 
may  not  be  very  great.  Patients  having  had  pre- 
vious surgery  would  be  strikingly  rare.  The  litera- 
ture tends  to  compound  this  assumption  of 
similarity  because  many  of  the  papers  one  reads 
dealing  with  carcinoma  following  gastric  surgery 
fail  to  distinguish  between  duodenal  and  gastric 
ulcer.  The  cases  reviewed  are  simply  lumped  to- 
gether under  the  term  of  peptic  ulcer,1  and  con- 
clusions are  drawn  which,  while  valid  for  the 
entire  group,  might  not  be  valid  if  patients  were 
differentiated  as  to  duodenal  or  gastric  ulcer. 

Another  commonly  accepted  principle  is  the 
high  incidence  of  complications  other  than  the 
advent  of  carcinoma  in  patients  who  have  had 
gastroenterostomies.4-5  The  tendency,  when  con- 
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fronted  with  a patient  who  is  symptomatic,  who 
has  had  previous  surgery'  for  gastric  ulcer,  and 
who  has  a gastrojejunostomy,  is  to  put  carcinoma 
at  least  second  on  the  list  of  possible  causes.  We 
recently  had  the  opportunity  to  care  for  such  a 
patient.  His  clinical  course  prompted  us  to  review 
the  current  literature.  The  conclusions  to  be  drawn 
from  our  reading  we  think  would  be  helpful  to 
other  surgeons.  We  present  our  patient  experience 
and  discussion  of  the  current  literature  as  a means 
of  reminding  others  of  yet  another  pitfall  in 
surgical  practice. 

Report  of  a Case 

The  patient,  a 73-year-old  white  male,  entered  the 
Des  Moines  Veterans  Administration  Hospital  for  the 
last  time  on  October  13,  1969  with  a chief  complaint 
of  persistent  lower  abdominal  pain.  The  pain  had  then 
been  present  for  five  months  and  was  accompanied  by 
a confirmed  10-pound  weight  loss.  The  pain  was  un- 
related to  bowel  evacuation  and  voiding.  He  admitted 
to  premature  satiety  at  mealtime  and  aggravation  of  pain 
20  minutes  after  eating.  There  had  been  no  change  in 
bowel  pattern  or  caliber.  There  had  been  episodes  of 
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nausea  but  only  rare  vomiting.  No  melena  or  jaundice 
were  reported. 

In  1922  the  patient  had  entered  a local  hospital, 
where  he  underwent  surgical  treatment  for  what  he  re- 
ported was  a gastric  ulcer.  From  his  description,  it 
was  further  deduced  that  the  procedure  was  a partial 
gastrectomy  and  gastrojejunostomy.  The  patient  entered 
our  hospital  on  the  medical  service  in  September  1969 
with  similar  complaints.  His  upper  gastrointestinal  x-ray 
series  at  that  time  was  interpreted  as  showing  a function- 
ing gastrojejunostomy  (Fig  1.)  He  was  discharged  on 
treatment  for  the  diverticula  of  the  colon  that  were  also 
found.  Apparently  the  patient’s  previous  x-ray  films 
were  not  reviewed. 

An  additional  upper  gastrointestinal  x-ray  series 
was  obtained  in  October  1969.  This  clearly  showed  an 
obstructing  lesion  near  the  gastrojejunostomy  (Fig  2). 
The  patient  was  prepared  for  surgery  and  underwent 
exploration.  As  the  abdomen  was  opened,  2800  ml  of 
ascitic  fluid  was  aspirated.  There  was  diffuse  carci- 
nomatosis with  intestinal  implants,  omental  studding,  and 
mesenteric  shortening.  A large  neoplasm  was  found  to 
occupy  the  antrum  and  to  have  grown  proximally  to 
obstruct  the  anastomosis.  Frozen  and  permanent  sections 
confirmed  mucinous  adenocarcinoma.  A new  gastroen- 
terostomy was  created  proximally  on  the  anterior  sur- 
face of  the  stomach.  Postoperatively  the  patient  did  very 
poorly.  There  were  problems  with  the  reaccumulation 
of  ascites,  oliguria,  fever,  and  distention.  Intestinal  ac- 
tivity failed  to  be  reestablshed.  Patency  of  the  anastomosis 
was  confirmed  by  fluoroscopy  with  contrast  material. 
The  patient  continued  in  a painful  downhill  course  and 
died  on  the  13  th  postoperative  day.  Permission  for 
autopsy  was  denied. 


Comments 

In  retrospect,  the  most  obvious  error  on  the 
part  of  the  initial  medical  physician  was  accepting 
the  patient’s  account  that  he  had  had  “part  of  his 
stomach  removed  and  the  rest  sewn  to  his  bowel.’’ 
Thereby  both  the  physician  and  the  radiologist 
were  expecting  to  see  a gastrojejunostomy  at 
fluoroscopy.  Other  authors  have  warned  of  this 
pitfall.3  Equally  apparent  is  the  obvious  change 
in  the  appearance  of  the  stomach  from  that  seen 
in  the  first  x-ray  study  obtained  at  our  hospital 
(Figs.  3 and  4)  two  years  prior  to  surgery.  A re- 
view of  the  original  study,  which  clearly  shows 
the  retained  antrum  and  the  posterior  gastrojejun- 
ostomy, would  have  immediately  alerted  the 
radiologist  that  something  new  was  developing  in 
the  retained  antrum.  Considering  the  brevity  of  the 
patient's  clinical  course  subsequent  to  this  second 
admission,  it  is  doubtful  whether  the  final  result 
could  have  been  altered.  It  is  interesting  to 
speculate  what  a study  one  year  earlier,  which 
would  have  been  one  year  after  his  last  normal 
study,  would  have  shown. 

Unquestionably,  problems  related  to  a gas- 
trojejunostomy are  very  common.  Roth4  acknowl- 
edges that  as  many  as  30  percent  of  patients  treat- 
ed for  duodenal  ulcer  will  have  anastomotic  ulcers. 
Pack5  states  that  as  many  as  75  percent  will  have 
anastomotic  disease  of  an  inflammatory  nature. 
He  further  reports  that  26  percent  will  have 
metaplasia  of  the  mucosa  in  the  area.  While  this 
change  is  rare  in  patients  treated  for  duodenal 
ulcer,  it  is  quite  common  in  those  treated  surgical- 
ly for  gastric  ulcer.  But  the  important  fact  to 


Fig.  1.  Upper  gastrointestinal  x-ray  series,  obtained  25 
months  after  initial  surgery  and  one  month  prior  to  our 
laparotomy,  was  interpreted  as  showing  a functional 
gastrojejunostomy.  Note  that  antrum  and  first  portion 
of  duodenum  are  not  visualized. 


Fig  2.  View  from  final  contrast  study  performed  imme- 
diately prior  to  our  surgery  reveals  virtually  complete 
obstruction  of  gastrojejunostomy. 
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bear  in  mind  is  that  these  changes  occur  on 
the  jejunal  side  of  the  anastomosis.  Carcinoma 
on  the  other  hand,  almost  always  occurs  on  the 
gastric  side. 

The  other  factor  about  benign  anastomotic 
problems,  which  quickly  becomes  apparent,  is 
the  temporal  relationship.  Most  benign  anastomotic 
ulcers  occur  within  three  years  of  surgery,  and 
they  are  cjuite  rare  after  five  years.  It  seems 
apparent  then  that  one  would  be  well  advised  to 
consider  any  lesion  occurring  in  the  area  malignant 
until  proven  otherwise  when  the  patient  is  more 
than  15  years  postgastrojejunostomy.3  From  an- 
other point  of  view,  a lesion  appearing  after  three 
years  has  significance  for  another  reason.  It  is 
very  unlikely  that  such  a lesion  could  represent  a 
carcinoma  that  was  present  at  the  time  of  the 
original  surgery  and  was  missed  by  the  surgeon. 
An  overlooked  early  carcinoma  would  surely  be 
apparent  long  before  three  years  had  elapsed. 
Most  authors,  therefore,  eliminate  from  considera- 
tion those  cases  in  which  the  carcinoma  presents 
within  three  years  of  the  original  surgery. 

The  controversy  as  to  the  risk  of  carcinoma 
following  surgery  for  peptic  ulcers  still  exists. 
Pack,5  in  reviewing  1,160  cases  of  gastric  carci- 
noma, found  that  only  0.4  percent  had  had  pre- 
vious surgery.  Dejode3  found  that  previously 
operated  patients  constituted  2 percent  of  his 
cases.  These  authors  feel  this  is  a very  low  incidence 
and  justifies  the  contention  that  surgical  treat- 
ment does  offer  some  protection.  Gray6  reviewed 
825  cases  in  which  the  previously  created  gastro- 
enterostomy was  taken  down  for  various  complica- 
tions. That  number  in  itself  is  quite  impressive. 
Of  more  interest  were  the  18  cases  of  carcinoma. 
This  was  higher  than  they  expected.  They,  none- 
theless, continue  to  feel  that  a patient  whose  gastro- 
enterostomy was  performed  for  duodenal  ulcer 
disease  has  less  chance  to  develop  gastric  carcinoma 
than  the  patient  whose  original  diagnosis  was 
gastric  ulcer.  Helsingen  and  Hillestad'  have  ap- 
parently provided  the  statistics  that  put  the 
problem  in  proper  perspective.  They  compared 
the  incidence  of  carcinoma  in  operated  patients 
to  that  which  could  be  expected  in  a general 
population  without  previous  surgery  or  history  of 
previous  ulcer  of  either  type.  They  found 
that  the  incidence  in  patients  who  were  operated 
for  duodenal  ulcer  was  essentially  that  which  would 
be  found  in  the  population  in  general  or  perhaps 
a bit  lower.  For  those  people  who  were  operated 
for  gastric  ulcer  the  incidence  of  gastric  carcinoma 
was  three  times  that  which  would  be  expected. 
This  seems  irrefutable  evidence  of  the  increased 
risk  of  carcinoma  in  patients  with  previous  gastric 
ulcer  treated  by  gastrojejunostomy. 

What  factors  may  be  responsible  have  not 
been  completely  elucidated.  In  our  case,  the  lesion 


occurred  near  the  anastomosis.  Many  authors  record 
a similar  location  in  many  of  their  cases.  Packo- 
vich,8  in  his  review  of  52  cases  of  gastric  carcinoma 
after  gastroenterostomy,  found  45.3  percent  of 
lesions  in  the  area  of  anastomosis.  The  implication 
is  that  there  is  something  about  the  arrangement 
of  a gastroenterostomy  that  predisposes  the  gas- 
tric mucosa  to  malignant  degeneration.  The  pos- 
sibility of  a chronic  gastritis  resulting  from  reflux 
of  irritating  alkaline  bile  and  pancreatic  juice  has 
been  suggested.9  Gastritis,  endogenous  in  origin, 
would  seem  to  be  a key  factor.  Melrose,10  in  re- 
viewing gastric  mucosal  structure  after  vagotomy, 
found  free  acid  was  necessary  for  a completely 
normal  mucosa  and  that  atrophic  gastritis  occurred 
only  when  acid  was  virtually  absent.  A similar 
study  showed  that  if  vagotomy  and  antrectomy 
were  successful  as  measured  by  failure  to  develop 
recurrent  ulceration,  the  patient  had  diffuse 
atrophic  gastritis.11  If  the  lack  of  acid  is  the  most 
important  factor,  then  all  areas  of  the  retained 
gastric  mucosa  should  be  equally  susceptible  to 
malignancy.  Pack5  feels  that  the  frequency  of 
lesions  in  the  area  of  the  anastomosis  does  not  re- 
flect on  the  anastomosis  itself,  but  rather  that 
anastomoses  are  usually  constructed  in  the  area 


Fig.  3.  Film  from  first  upper  gastrointestinal  x-ray  study 
performed  at  our  hospital  clearly  shows  a wide  open 
gastroenterostomy  and  retained  antrum  and  first  portion 
of  duodenum. 
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Fig.  4.  Film  from  the  same  study  shown  in  Fig.  3 shows  what,  in  retrospect,  may  well 
have  been  a gastric  ulcer  in  retained  antrum. 


most  prone  to  develop  malignancy  anyway.  In 
his  series,  Cote’s1  careful  analysis  of  the  location 
would  bear  this  out.  Achlorhydria  would  seem  to 
be  the  essential  factor.  Certainly  in  special  ex- 
perimental situations  involving  rats,12  vagotomy 
markedly  enhances  the  susceptibility  of  gastric 
mucosa  to  the  development  of  cancer. 

There  is  another  observation  which  must  be 
taken  into  consideration  before  we  eliminate  the 
anastomosis  as  the  major  factor  in  the  development 
of  subsequent  carcinoma.  As  the  literature  is  re- 
viewed, the  paucity  of  reports  of  carcinoma  in  pa- 
tients having  Billroth  I type  gastroduodenostomies 
is  readily  seen.  Berry13  was  unable  to  find  a single 
case.  To  be  sure,  many  of  the  reported  cases  of 
partial  gastrectomy  are  not  designated  clearly  as 
to  the  type  of  anastomosis  but  the  assumption  is 
that  they  were  gastrojejunostomies.  There  are,  in 
the  readily  available  literature,  only  two  patients 
with  definite  gastroduodenostomies1-14  who  eventu- 
ally developed  carcinoma.  This  observation  certain- 
ly gives  one  pause  for  thought.  This  emphasizes  the 
importance  for  writers  in  the  future  to  be  explicit 
in  describing  the  type  of  anastomosis  performed. 

When  all  the  speculation  is  done,  we  are 
still  left  with  the  problem  of  what  to  do  to 
prevent  the  outcome  that  befell  our  patient. 
Clearly,  with  the  enhanced  risk,  the  physician 
would  be  well  advised  to  use  contrast  fluoroscopy 
at  least  as  frequently  as  in  the  follow-up  of  sup- 
posedly healed  gastric  ulcers.  Authors  warn  of  the 
inaccuracy  with  x-ray  techniques  and  urge  the 
use  of  other  supplementary  methods  such  as 
cytology  and  gastroscopy.  Careful  comparison  of 


films  obtained  promptly  in  patients  with  new 
symptoms  with  previous  x-rays  is  still  the  most 
practical  means  of  detecting  changes  after  gastro- 
enterostomy. In  any  patient  with  evidence  of  a 
new  lesion,  prompt  surgical  intervention  is  manda- 
tory.2 The  results  of  gastric  aspiration  analysis 
should  not  influence  the  decision  to  operate.  In 
a large  series  of  proven  gastric  carcinomas,  50 
percent  were  found  to  have  a level  of  gastric 
acidity  that  was  normal  or  above  normal.15 

Summary 

Accepted  references  and  inexact  terminology 
in  the  current  literature  have  fostered  a conviction 
that  patients  surgically  treated  for  gastric  ulcer  are 
rendered  immune  to  gastric  carcinoma.  Our  case 
of  a patient  73  years  old  who  died  from  gastric 
carcinoma  occurring  40  years  after  the  per- 
formance of  a gastroenterostomy  for  gastric  ulcer 
prompted  us  to  review  the  pertinent  literature. 
Apparently  benign  complications  of  surgery  appear 
early,  and  complacency  in  patients  developing 
symptoms  later  than  five  years  after  surgery  is 
not  justified.  As  to  factors  responsible  for  the 
enhanced  risk  of  gastric  carcinoma  in  patients 
with  gastroenterostomies,  attention  in  the  literature 
has  been  focused  primarily  on  the  anastomosis 
itself  and  the  influence  of  gastric  achlorhydria. 
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/CROHN’S  DISEASE.  — Tyers  et  al  have  collected  16  cases  of  adenocar- 

cinoma  of  the  small  intestine  complicating  Crohn’s  disease.  Six  of  the 
cancers  developed  in  segments  that  had  been  bypassed  for  an  average  of  1 1 
years.  The  tumors  were  highly  malignant  and  tended  to  be  multifocal.  There 
were  no  five-year  cures.  This  furnishes  another  argument  for  resection  rather 
than  bypass  of  the  involved  segment  and  casts  doubt  upon  the  so-called  immu- 
nity to  cancer  in  colons  involved  with  this  disease. 

Ileovesical  fistulas  are  particularly  serious  because  of  the  resulting  urinary- 
tract  infection.  Kyle  and  Murray  had  10  patients  with  such  fistulas  among 
440  with  Crohn’s  disease.  The  world  literature  contains  reports  of  97  such 
fistulas.  Resection  of  the  ileal  loop  is  advised  as  the  optimum  procedure. 

The  death  rate  from  Crohn’s  disease  in  Birmingham,  England,  is  more 
than  twice  that  reported  for  the  same  age  groups  in  the  general  population, 
according  to  Prior  et  al.  They  believe  that  steroid-treated  patients  had  an  in- 
creased mortality  owing  to  a secondary  malignant  hypertension  and  to  hemor- 
rhagic disorders. 

Azathioprine  (Imuran)  has  recently  been  used  in  the  treatment  of  re- 
gional enteritis  on  the  basis  that  this  is  an  autoimmune  disease.  Drucker  and 
Jeejeebhoy  have  used  it  in  ten  patients,  and  found  noteworthy  improvement  in 
all.  Steroids  were  used  for  only  a month.  No  drug  toxicity  was  observed. 
Satisfactory  results  have  been  reported  by  other  observers.  However,  the 
dangers  of  severe  infection  are  very  real  in  patients  who  have  had  immuno- 
suppression, so  that  this  drug  must  be  used  with  great  caution.  — Claude  E. 
Welch,  M.D.,  Boston:  The  New  England  Journal  of  Medicine,  284:471-479, 
March  4,  1971. 
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MATERNAL  HEALTH  IN  OHIO 


Maternal  Deaths  Due  to  Infection 
Involving  Specific  Organisms 


By  the  OSMA  Committee  on  Maternal  Health 


With  Comment  of  Consulting  Obstetrician  and  Gynecologist 


"CROM  TIME  TO  TIME,  over  the  past  decade, 
•*-  this  column  has  printed  many  articles  on  ma- 
ternal deaths  due  to  sepsis  (infection)  with  or 
without  the  mention  of  terminal  endotoxic 
shock.1-3  Recently,  one  of  our  readers  (Henry  P. 
Lattuada,  M.D.)  wrote  for  information  which 
covered  our  experiences  relating  to  management, 
in  maternal  deaths  ending  in  sepsis  following  pro- 
longed ruptured  amnion. 

Partially  in  preparation  at  that  time,  the 
following  article  has  been  expanded  to  carry  cases 
with  terminal  sepsis  originating  in  the  amnion, 
both  antepartum,  and  intrapartum. 

All  of  the  six  patients  died  postpartum,  after 
term  delivery;  none  were  abortions.  All  of  them 
demonstrate  a critical  degree  of  medical-obstetric 
management.  Microorganisms  causing  the  sepsis 
were  recorded  in  all  but  one  of  the  cases. 

Case  No.  1039 

This  patient  was  a 29-year-old  white,  para  III, 
who  died  one  hour  postpartum.  Two  previous  term  preg- 
nancies having  been  uneventful,  she  registered  with  her 


*A  continuous  state-wide  Maternal  Mortality  Study 
is  being  conducted  in  Ohio  by  the  Committee  on 
Maternal  Health  of  the  Ohio  State  Medical  As- 
sociation, in  cooperation  with  the  Ohio  Depart- 
ment of  Health,  and  assisted  by  representatives  of 
the  various  County  Medical  Societies  of  the  state. 
Since  work  of  the  Committee  is  educational  as  well 
as  statistical,  summaries  of  some  of  the  cases 
studied  by  the  Committee,  based  on  anonymous 
data  submitted,  are  published  in  The  Ohio  State 
Medical  Journal  from  time  to  time.  Each  presen- 
tation is  brief  but  informative.  It  contains  opinions 
of  the  Committee,  based  on  the  data  submitted 
for  review. 


physician  in  the  fifth  month.  Shortly  thereafter,  because 
of  an  “atonic  bladder,”  she  wore  a catheter  and  took 
prophylactic  Gantanol  continuously.  On  August  9 (in 
the  34th  week),  the  membranes  ruptured,  and  she  was 
admitted  the  next  day.  Six  vaginal  examinations  re- 
vealed no  labor  in  spite  of  a “Pitocin-drip.”  On  August 
11,  chills,  and  temperature  of  104.2  F (40.1  C)  de- 
veloped. Chloromycetin  was  administered.  Chills  recurred 
on  August  12  and  the  “Pitocin-drip”  was  repeated;  labor 
ensued,  accompanied  by  cyanosis  and  dyspnea.  After 
five  hours,  the  patient  delivered  a 6-lb  (2.7-kg)  stillborn 
infant.  An  a-hemolytic  streptococcus  was  discovered. 
Caudal  anesthesia  was  effective  but  cyanosis  was  progres- 
sive, leading  to  coma  and  death. 

Cause  of  Death  (Autopsy) : Acute  septic  shock,  pos- 
itive blood  culture  of  a-hemolytic  streptococcus;  acute 
endometritis;  pulmonary  congestion  and  edema;  con- 
gestion of  viscera;  interstitial  hemorrhage,  adrenals;  and 
cystitis. 

Comment 

The  Committee  voted  this  case  a preventable 
maternal  death.  Members  felt  that  cervix,  urine, 
and  blood  should  have  been  cultured  on  the  pa- 
tient’s admission.  Specific,  vigorous  antibiotic 
therapy  should  have  been  started  earlier,  followed 
by  induction  and  delivery.  Certainly  the  patient 
with  ruptured  membranes  should  have  the  mini- 
mum of  vaginal  examinations.  Etiology  of  the 
atonic  bladder  was  not  recorded,  although  pro- 
phylactic Gantanol  was  used. 

Case  No.  883 

A 32-year-old  white,  para  IV,  cesarean  I died  2J4 
hours  postoperative.  There  were  four  previous  term 
pregnancies,  one  of  which  terminated  in  fetal  death.  We 
know  her  prenatal  course  revealed  albuminuria  in  the 
24th  week;  there  were  no  other  facts.  On  December  7, 
at  term,  she  was  admitted  because  of  “cramps,”  the 
cervix  closed;  membranes  were  ruptured  artificially.  Six 
courses  of  intramuscular  Pitocin  were  administered,  with- 
out substantial  labor.  Hypertension  and  a fever  devel- 
oped, with  chills  and  diaphoresis.  On  December  10,  low 
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transverse  cervical  (LCT)  cesarean  section  and  tubal 
ligation  were  performed;  the  pulse  rate  rose,  and  the 
blood  pressure  fell.  Supportive  efforts  failed  and  the 
patient  died.  A uterine  culture  showed  staphylococcus 
aureus.  There  was  no  autopsy. 

Cause  of  Death  (Certificate) : Sepsis  caused  by 
9 aureus  with  septic  shock;  cerebrovascular  accident; 
preeclampsia;  pregnancy,  term  with  cesarean  section. 


Comment 

The  Committee  found  much  lacking  in  the 
facts  and  narration  of  the  case.  Members  ques- 
tioned a cerebrovascular  accident  with  or  without 
embolus.  Intramuscular  use  of  Pitocin  in  prefer- 
ence to  intravenous  “Pitocin-drip”  was  questioned. 
The  plan  of  administering  the  Pitocin  intramus- 
cularly was  not  described.  Members  felt  cultures 
were  taken  too  late!  Based  on  the  information 
available,  this  case  was  voted  a nonpreventable 
maternal  death,  by  a very  close  vote. 

Case  No.  979 

The  third  patient  was  an  18-year-old  white,  para 
I,  who  died  27  days  postpartum.  On  September  19  (at 
38  weeks),  she  was  admitted  to  the  hospital  in  labor; 
records  indicate  she  appeared  “malnourished.”  Labor 
progressed  well  and  a living  infant  was  delivered  under 
“saddle  block”  anesthesia.  The  third  stage  was  reported 
“normal,”  and  the  patient  was  discharged  on  her  third 
day.  Three  weeks  later  she  returned  to  the  hospital  with 
signs  and  symptoms  of  bronchopneumonia.  Cultures  from 
the  cervix  and  blood  revealed  a coagulose  positive  staph- 
ylococcus aureus,  sensitive  to  Chloromycetin,  Kantrex, 
and  Prostaphlin.  Treatment  with  this  medication  was  to 
no  avail  and  after  a steady  downhill  course,  the  patient 
died. 

Cause  of  Death  (Autopsy):  Retained  placental 

fragment;  diffuse  bronchopneumonia;  pulmonary  abscess; 
septicemia  and  septic  emboli  to  the  myocardium ; pleu- 
ritis;  passive  congestion  of  lungs,  liver,  and  spleen; 
peritoneal  effusion;  focal  congestion  (hemorrhage)  of 
adrenals. 


Comment 

The  Committee  voted  this  a nonpreventable 
maternal  death,  by  a narrow  vote.  Many  questions 
were  discussed : Did  the  patient  have  any  abnor- 
mal bleeding  postpartum?  Did  the  patient  have 
chills,  fever,  or  diaphoresis  postpartum?  Did  she 
experience  lower  abdominal  pain  and  report  it 
promptly?  Was  this  “malnourished  patient”  dis- 
charged from  the  hospital  with  marked  anemia? 
Was  the  uterus  explored  after  delivery? 

Case  No.  623 

This  was  a 19-year-old  white,  “primipara”  cesarean 
I,  who  died  13  hours  postoperative.  She  had  had  “ne- 
phritis.” Under  “adequate”  prenatal  care  she  gained  60 
pounds,  and  developed  preeclampsia  near  term.  In  the 
hospital  the  patient  responded  to  therapy,  but  albumi- 
nuria persisted.  The  membranes  were  “stripped”  and 
after  castor  oil  and  enemas,  labor  ensued  but  stopped; 
after  18  hours,  a fever  appeared.  Parenteral  fluids  and 
Chloromycetin  were  administered.  About  ten  hours  later, 
a cesarean  section  was  considered  because  of  dispro- 
portion ; but  three  more  hours  of  labor  were  allowed 


and  a trial  of  forceps  failed,  as  shock  developed.  Levo- 
phed  was  given  as  a LTC  cesarean  section  delivered  a 
10-lb  (4.5-kg)  living  baby.  In  spite  of  consultation  and 
therapy,  the  patient  died. 

Cause  of  Death  (Autopsy):  Evidence  of  septicemia 
in  spleen,  liver,  and  myocardium;  marked  acute  pyelone- 
phritis and  multiple  renal  abscesses;  acute  perinephritis; 
moderate  hydro-ureter  bilateral;  marked  bilateral  pul- 
monary atelectasis;  bilateral  pleural  effusions;  status 
post-long  labor  and  postcesarean  section.  (The  causative 
microorganisms  were  not  recorded.) 

Comment 

The  Committee  studied  the  facts  in  this  case, 
noting  “nephritis”  and  weight  gain  of  60  lbs.  One 
questions  the  diagnosis  and  management  of  the 
early  hospital  care.  The  management  of  labor  was 
questioned.  A complete  evaluation  should  have 
been  made  after  12  to  16  hours  of  labor,  when 
temperature  elevation  was  first  noticed;  a good 
time  to  call  for  consultation  in  this  high  risk  pa- 
tient. When  labor  progresses  “normally”  for  18 
hours,  a patient  should  deliver!  Members  felt  this 
patient  died  in  septic  shock.  Early  identification 
of  the  invasive  organism  (culture  of  urine  and 
amnion)  might  have  provided  a basis  for  early 
prophylactic  therapy. 

Based  on  the  information  available,  the  Com- 
mittee voted  this  a preventable  maternal  death. 

Case  No.  618 

A 37-year-old  white,  para  VII,  died  five  hours  post- 
partum. All  previous  pregnancies  delivered  at  term  with- 
out complication.  Her  prenatal  course  was  reported 
uneventful.  On  March  12  (37  weeks),  the  patient  de- 
veloped chills  and  fever;  she  went  to  bed,  took  analge- 
sics, and  suddenly  commenced  labor  on  March  14.  While 
emergency  squadmen  attempted  to  revive  the  infant, 
the  physician  arrived,  delivered  the  placenta,  and  sent 
the  patient  to  the  hospital.  She  was  febrile,  “shockey” 
and  in  spite  of  heroic  measures,  she  died  five  hours 
after  delivery. 

Cause  of  Death  (Coroner’s  Autopsy):  a-hemolytic 
streptococci  septicemia;  pulmonary,  visceral,  involvement. 

Comment 

After  considering  the  facts,  the  members  of 
the  Committee  felt  the  only  chance  of  the  patient's 
survival  would  have  been  to  administer  massive 
antibiotics  on  March  12.  However,  the  use  of  anti- 
biotics on  every  upper  respiratory  infection  is  con- 
troversial; but  in  the  last  trimester  of  pregnancy 
this  is  more  important.  In  this  patient  the  infec- 
tion found  its  entrance  through  the  respiratory 
tract  and  became  a fulminating  process. 

The  Committee  voted  this  a nonpreventable 
maternal  death. 

Case  No.  1001 

The  last  case  considered  was  a 32-year-old  white, 
para  III,  abortus  I,  who  died  59  hours  postpartum.  Her 
second  pregnancy  had  had  induced  labor  (?)  and  a 
midforceps  delivery;  the  same  with  the  third  term 
pregnancy.  Obese  at  the  start  (180  lbs),  she  gained 
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35  lbs  at  term  when  she  was  “admitted  for  induction,” 
on  January  22.  The  first  1000  cc  of  “Pitocin-drip”  pro- 
duced no  contractions.  The  next  day,  the  same  therapy 
was  repeated,  starting  labor  in  three  hours.  Amniotomy 
was  performed  when  the  cervix  was  3 cm,  station  -2 ; 
another  1000  cc  of  the  “Pitocin-drip”  was  given.  Six 
hours  later,  a “saddle  block”  was  administered  and  the 
patient  was  prepared  for  delivery.  The  diagnosis: 
"R.O.P.  position,  the  head  at  a high  station.”  A high- 
forceps  rotation  and  difficult  delivery  resulted  in  a 7-lb 
infant,  Apgar  score  of  2.  The  third  stage  and  the  birth 
canal  were  reported  normal.  Two  days  later,  low  ab- 
dominal pain  and  fever  developed,  followed  by  signs  of 
shock.  A laparotomy  revealed  a yellow-brown,  odorless, 
free  fluid,  large  ovaries,  and  no  evidence  of  ruptured 
viscus.  The  enlarged  ovaries  were  removed.  In  spite  of 
parenteral  fluids,  antibiotics,  and  steroids,  the  patient 
slipped  into  profound  shock  and  died. 

Cause  of  Death  (Autopsy):  Septic  shock  due  to 
overwhelming  streptococcic  peritonitis. 

Comment 

After  considering  the  available  facts  in  this 
case,  the  Committee  voted  it  a preventable  ma- 
ternal death.  It  was  felt  that  “patience  with  the 
patient”  would  have  been  rewarding.  She  was 
“high  risk”  (obese),  and  she  gained  excessive 
weisrht.  Indications  were  not  clear  for  induction 
of  labor  in  this  patient,  or  for  the  use  of  high 
forceps!  There  is  no  substitute  for  sound,  sensible 
management  of  the  pregnant  patient  at  term. 

Comment  of  Consultant 

The  following  comment  of  a consultant,  who 
is  a specialist  in  Obstetrics  and  Gynecology,  was 
furnished  at  the  request  of  the  Committee: 

“This  collection  of  six  maternal  death  cases 
presents  an  array  of  varied  pathologic  tragedies. 
In  each  one,  the  Committee  has  made  excellent 
observations  and  pertinent  comments.  On  request, 
this  consultant  elaborates  briefly  on  several  points. 

“Case  1039  demonstrates  an  old  urinary  infec- 
tion with  a superimposed  amnion  infection  and 
terminal  septicemia.  Obviously,  this  was  a HIGH 
RISK  patient.  I for  one  would  also  like  to  know 
the  background  behind  the  atonic  bladder!  The 
etiologic  a-hemolytic  streptococcus  was  identified 
late,  too  late. 

“Case  883. — Here  we  have  a toxic  patient, 
admitted  at  term,  membranes  ruptured  three  days 
with  sepsis,  and  induction  of  labor  ineffectual. 
Interim  supportive  treatment  (or  treatment  of 
the  toxemia)  was  not  mentioned.  Then  a cesarean 
section  was  performed!  Staphylococcus  aureus 


was  identified  and  treated  too  late.  Why  was  this 
a nonprevcntable  death? 

“Case  979,  I believe,  deals  with  a low  socio- 
economic bracket  teenager,  delivered  near  term 
‘third  state  normal.’  (The  uterus  was  not  ex- 
plored postpartum.)  Three  weeks  later  a fatal 
septicemia  (S  aureus)  led  to  the  autopsy  disclosing 
retained  placenta. 

“Case  623. — Here  a nephritic  primigravida 
became  toxic,  at  term,  membranes  ruptured  28 
hours,  and  after  a trial  of  labor  and  ‘failed  forceps,’ 
a cesarean  was  performed  to  deliver  a 10-lb  baby! 
This  was  a ‘brittle’  HIGH  RISK  patient;  we  have 
no  idea  of  her  treatment  during  pregnancy,  but 
apparently  the  physician (s)  sensed  trouble.  It 
seems  that  consultation  soon  after  admission  to 
the  hospital  would  have  been  in  order.  X-ray 
pelvimetry  and  cervical  cultures  might  have  solved 
the  problem  earlier. 

“Case  618  represents  a tragedy  depicting  the 
pregnant  woman’s  susceptibility  to  acute  respira- 
tory infection,  viz,  ‘Asiatic  Flu.’ 

“Case  1001. — My  questions  not  only  involve 
the  indications  for  induction  and  for  the  use  of 
high  forceps,  but  also:  At  what  station  was  the 
presenting  part  on  admission?  What  was  the  con- 
dition and  dilatation  of  the  cervix  when  the 
‘saddle  block’  was  administered?  Why  was  it 
necessary  to  remove  the  ovaries?  I agree  with  the 
Committee’s  comment.  Members  have  reiterated 
important  ‘nuggets’  from  the  obstetrician’s  gospel.” 


Generic  and  Trade  Names  of  Drugs 

Sulphamethoxazole — Gantanol  (Roche  Laborato- 
ries) 

Oxytocin  — - Pitocin  (Parke-Davis) 

Kanamycin  sulfate  — - Kantrex  (Bristol  Labora- 
tories) 

Sodium  oxacillin  — Prostaphlin  (Bristol  Labora- 
tories) 

Levarterenol  bitrate  — - I.evophed  (Winthrop 
Laboratories) 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


SOP** 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis * 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 

ing  the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 

Indications:  For  the  treatment  of  trichomo- 

eruptions,  “weakness,”  urticaria,  flushing,  dry- 

niasis  in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


ness  of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 

Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

♦References  available  on  request. 
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Three  Physicians  Honored 
with  Alumni  Achievement  Awards 


Three  Ohio  physicians  received  Alumni 
Achievement  Awards  on  May  7,  at  the  alumni 
reunion  of  Ohio  State  University’s  College  of 
Medicine. 

Dr.  Phillip  T.  Knies,  of  Columbus,  Dr.  Robert 
J.  Murphy,  of  Upper  Arlington,  and  Dr.  Carl  A. 
Lincke,  of  Carrollton,  were  honored  at  the  18th 
.Annual  Medical  Alumni  Reunion.  They  were 
chosen  by  a faculty  committee. 

Dr.  Knies,  of  the  1931  class,  is  a clinical  pro- 
fessor of  medicine  at  Ohio  State  and  has  practiced 
internal  medicine  since  1934. 

He  was  chairman  of  Mt.  Carmel  Hospital’s 
department  of  medicine  from  1948  to  1970  and 
was  a member  of  its  Medical  Advisory  Board. 

Dr.  Knies  has  been  appointed  by  five  gov- 
ernors to  the  Public  Health  Council  since  1948. 

Dr.  Lincke,  also  of  the  1931  class,  has  been 
a general  practitioner  in  Carrollton  for  almost  40 
years.  He  entered  practice  in  1932  after  complet- 
ing his  internship  at  the  former  White  Cross 
Hospital  in  Columbus. 

Dr.  Lincke  is  Past  Vice-President  of  the 
American  Medical  Association,  and  has  also 
served  as  Ohio  Delegate  to  the  AMA  for  25  years. 

He  was  president  of  the  Carroll  County  Med- 
ical Society  in  1941,  and  was  elected  to  The 
Council  of  the  Ohio  State  Medical  Association  in 
1942.  He  was  named  President-Elect  of  the  State 
Association  by  the  House  of  Delegates  in  1948, 
one  of  the  youngest  men  ever  so  honored  by  his 
colleagues  in  this  state;  he  served  as  President 
during  1949-50. 

Dr.  Lincke  was  one  of  the  founders  of  Ohio 


Medical  Indemnity  and  served  on  the  OMI  Board 
ol  Directors  and  the  Executive  Committee.  As  an 
AMA  Delegate,  he  was  named  to  numerous  com- 
mittees and  councils,  including  the  Council  on 
Scientific  Assembly  where  he  served  14  years  (one 
as  chairman) . 

He  has  been  a member  of  the  Ohio  and 
American  Academies  of  General  Practice  since 
1947,  is  a former  president  of  the  OSU  Medical 
Alumni  Association,  and  served  as  secretary- 
treasurer  of  the  Ohio  Medical  Political  Action 
Committee. 

Dr.  Lincke  is  active  in  community  and  civic 
affairs,  serving  as  president  of  the  Cummings 
Bank  Company,  a member  of  the  Carrollton 
Planning  Commission,  and  of  the  Board  of  Public 
Affairs.  He  is  medical  advisor  for  the  Carroll 
County  Cancer  Society,  past  president  of  the 
Carrollton  Rotary  Club,  former  District  Governor 
for  Rotary  International,  and  trustee  of  the  Car- 
roll  County  Historical  Society. 

Dr.  Murphy,  of  the  1946  class,  an  internal 
medicine  specialist,  has  a practice  with  his  father, 
Dr.  Link  M.  Murphy,  in  Upper  Arlington.  A 
clinical  assistant  professor  of  medicine,  he  began 
as  a team  physician  at  Ohio  State  in  1952  and 
has  participated  in  many  national  conferences 
on  athletic  medicine.  Also,  he  has  written  about 
the  use  and  abuse  of  drugs  in  athletics. 

In  1962-63  he  was  president  of  the  Medical 
Alumni  Association.  He  has  served  the  University 
Club  president  and  is  a co-founder  of  Vaud- 
Yillities,  a musical  production. 

( For  additional  Alumni  Honor  see  page  491) 
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Ohio  Medical  Colleges  Respond 
To  Increasing  Health  Manpower  Needs 


A RE  OHIO  MEDICAL  COLLEGES  respond- 
Mng  to  the  health  manpower  needs  of  this 
State  and  the  nation?  To  paraphrase  the  words 
of  one  of  Ohio’s  medical  deans,  the  answer  is  an 
unequivocal  YES! 

In  fact,  Ohio  has  more  than  doubled  the 
number  of  students  graduating  with  M.D.  degrees 
within  the  past  three  decades.  The  picture  is  even 
more  favorable  when  we  project  current  classes 
of  medical  students  to  their  respective  graduation 
dates.  Stepped-up  building  programs  and  improve- 
ments in  facilities  make  the  long-range  outlook  for 
physician  graduates  in  Ohio  exceedingly  favorable. 

The  Journal  presents  here  brief  reports  on 
each  of  Ohio’s  four  medical  schools,  not  as  a 
study  in  depth  of  medical  education  in  this  State, 
but  as  a current  report  to  bring  the  physician 
supply  picture  into  perspective. 

One  dean  observed  that  information  on  in- 
creased student  enrollment  “indicates  clearly  that 
prior  to  the  government  ‘health  care’  crisis,  the 
College  of  Medicine  was  planning  a positive  re- 
sponse to  the  urgent  needs  for  additional  health 
manpower.”  Similar  statements  could  be  made  in 
regard  to  the  other  medical  schools  of  Ohio. 

It  must  be  emphasized  that  the  education  ol 
future  physicians — though  paramount — is  one  of 
several  functions  of  the  medical  schools.  This  arti- 
cle reports  on  some  of  the  other  health  manpower 
personnel  being  trained  as  well  as  students  working 
toward  M.D.  degrees. 


UNIVERSITY  OF  CINCINNATI 
COLLEGE  OF  MEDICINE 

The  University  of  Cincinnati  College  of  Med- 
icine has  increased  its  enrollment  of  medical  stu- 
dents by  more  than  71  percent  since  the  pre- 
World  War  II  years.  Furthermore,  it  will  triple 
the  former  enrollment  by  1975  if  the  expansion 
program  goes  according  to  present  plans. 

In  1939,  the  College  of  Medicine  graduated 
64  students  with  the  M.D.  degree.  Clifford  G. 
Grulee,  Jr.,  M.D.,  Dean  of  the  College,  reports 
that  enrollment  has  increased  to  1 10  students  for 
1971. 

Considerable  expansion  is  predicted  for  the 
near  future  at  Cincinnati.  Now  under  construction 
is  the  10-story  Medical  Sciences  Building,  part  of 


a medical  education  expansion  program  that  will 
see  some  $53.5  million  invested  in  construction 
work. 

Enrollment  is  expected  to  increase  to  137  by 
1973,  contingent  upon  completion  of  the  Medical 
Sciences  Building  by  August  of  that  year.  Antici- 
pated enrollment  by  1974  is  set  at  174  medical 
students,  and  by  1975  enrollment  goal  is  192 
students — exactly  three  times  the  number  of  grad- 
uates in  1939. 

Even  more  dramatic  increases  are  noted  in 
the  University  of  Cincinnati  College  of  Nursing 
and  Health.  In  1939  that  college  graduated  21 
students.  The  enrollment  for  1971  is  106.  A grad- 
ually increasing  enrollment  in  nursing  and  health 
is  anticipated  for  coming  years,  with  the  number 
estimated  at  110  for  1972;  115  for  1973;  120  for 
1974;  and  125  for  1975. 

In  addition,  beginning  in  September  1971 
the  College  of  Nursing  and  Health  will  accept 
25  Registered  Nurses  working  toward  baccalau- 
reate degrees  in  Nursing  and  Health,  Dr.  Grulee 
reported.  In  1972  and  1973  the  college  will  accept 
30  enrollees  to  this  program  and  in  1974  an  addi- 
tional five. 

In  the  College  of  Pharmacy  enrollment  has 
increased  more  than  threefold.  The  college  grad- 
uated 29  students  in  1939,  and  the  enrollment  for 
1971  is  85. 

Other  allied  health  professionals  are  trained 
at  the  University  of  Cincinnati,  but  only  the  clini- 
cal training  for  these  students  is  given  in  the 
Medical  Center.  Degrees  are  granted  by  other 
colleges. 


OHIO  STATE  UNIVERSITY 
COLLEGE  OF  MEDICINE 

Ohio  State  University  College  of  Medicine 
has  had  a phenomenal  growth  in  the  number  of 
medical  students  it  graduates.  In  1939  the  college 
admitted  76  medical  students.  By  1950  the  enter- 
ing class  had  grown  to  151  and  in  the  summer  of 
1970  the  first-year  class  numbered  223  students. 
Thus  in  30  years  there  has  been  a three-fold  in- 
crease in  the  size  of  the  first-year  class. 

Not  only  is  the  college  admitting  many  more 
students,  but,  beginning  with  the  entering  class  of 
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Added  Facilities  — More  Medical  Students 


The  Medical  Sciences  Building  now  under  construction  as  a major  unit  of  the  University  of  Cincinnati  College 
of  Medicine  typifies  the  vast  expansion  of  medical  school  facilities  in  Ohio. 


July  1970,  these  students  can  now  complete  their 
medical  education  in  three  years. 

In  reporting  this  fact,  John  A.  Prior,  M.D., 
Dean  of  the  OSU  College  of  Medicine,  further 
observed:  Assuming  that  at  least  200  will  gradu- 
ate each  year,  and  one  year  earlier,  this  will  pro- 
vide an  additional  200-plus  man-years  of  medical 
service  to  the  public  for  each  class  graduated. 

Dr.  Prior  further  observed : “It  is  important 

to  note  that  the  extra  years  of  physician-service 
are  added  to  the  spectrum  of  life  when  the  phy- 
sician is  young  and  vigorous.  This  will  have  a 
major  impact  upon  the  manpower  dilemma.  Fur- 
ther, real  efforts  are  underway  to  shorten  post- 
M.D.  education.  In  most  fields  one  year  has  al- 
ready been  cut  from  the  requirements  (usually  by 
eliminating  the  requirement  of  the  internship 
year) , and  studies  are  progressing  in  each  specialty 
area  to  reduce  the  calendar  requirement  for  post- 
M.D.  studies.” 

Ohio  State  also  has  had  a phenomenal  in- 
crease in  the  nursing  education  field  over  a 20-year 
period.  In  1945  there  were  14  graduates  in  nurs- 
ing. By  1951  the  number  had  increased  to  36,  and 
in  1970  there  were  101  graduates  of  the  School  of 
Nursing.  The  growth  is  continuing  with  209  stu- 


dents admitted  to  the  Basic  Nursing  Education 
Program  in  1970-1971. 

In  the  allied  professions  field  Ohio  State  is 
showing  a remarkable  increase  in  enrollment.  The 
University  established  the  School  of  Allied  Health 
Professionals  which  accepted  its  first  class  in  1966 
with  a total  enrollment  of  280.  Today  that  figure 
has  risen  to  375.  Peak  enrollment,  dependent  upon 
completion  of  the  new  building  to  house  the 
school  this  year,  will  approximate  730. 

CASE  WESTERN  RESERVE 
UNIVERSITY 
SCHOOL  OF  MEDICINE 

In  1938-1939  the  Western  Reserve  University 
School  of  Medicine  enrolled  265  medical  students 
and  graduated  64  physicians. 

In  1970-1971,  the  Case  Western  Reserve  Uni- 
versity School  of  Medicine  enrolled  375  regular 
M.D.  students  and  is  scheduled  to  graduate  96 
physicians  this  year. 

Projections  for  the  next  two  years  indicate 
that  the  School  of  Medicine  will  expand  its  first 
year  class  from  108,  the  current  size  in  1970-1971, 
to  116  in  September  1971,  and  will  reach  128  in 
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(CASE  WESTERN  RESERVE—  CON’T.) 

September  1972.  Total  enrollment  will  grow  sub- 
stantially from  the  current  level  of  375  for  1970- 
1971,  to  410  in  September  1971,  and  will  reach 
456  in  September  1972. 

The  percentage  of  Ohio  Students  in  the  first 
year  class  has  grown  from  45  percent  in  September 
1968,  to  50  percent  in  September  1970.  In  Sep- 
tember 1968,  there  were  37  Ohio  students  out 
of  a total  of  82.  In  September  1970,  there  were  54 
Ohio  students  out  of  a total  of  108. 

However,  the  figures  of  the  regular  M.D. 
registration  do  not  provide  the  full  enrollment 
picture  of  the  School  of  Medicine  nor  a true  indi- 
cation of  the  school’s  productivity  of  health  man- 
power. In  reporting  the  enrollment  figures,  Fred- 
erick C.  Robbins,  M.D.,  Dean  of  the  School  of 
Medicine,  made  the  following  observations: 

For  the  total  teaching  responsibility,  two  other 
groups  of  students  who  are  also  enrolled  in  the 
first  and/or  second  year  of  the  regular  medical 
school  curriculum  must  be  counted:  the  M.D./ 
Ph.D.  students  who  receive  both  degrees,  and  the 
Ph.D.  basic  medical  science  graduate  students  who 
are  preparing  to  become  medical  school  instruc- 
tors. These  students,  although  taking  the  regular 
medical  school  curriculum  for  one  or  two  years 
because  of  CYVRU  regulations,  are  registered  in 
the  graduate  school  rather  than  the  medical  school 
and,  therefore,  not  included  in  the  official  count 
of  students  in  the  School  of  Medicine.  The  actual 
enrollment  of  M.D.  candidates  is  the  total  of  the 
regular  M.D.  registrations  plus  the  M.D. /Ph.D. 
students. 

The  M.D. /Ph.D.  candidates  admitted  both  to 
the  School  of  Medicine  and  the  Graduate  School 
are  enrolled  in  a special  six-year  program  which 
permits  them  to  earn  both  degrees.  The  students 
in  the  M.D. /Ph.D.  program  are  only  registered 
in  the  medical  school  for  two  or  three  of  the 
six  years  of  their  program : the  first  year  of  the 
medical  curriculum  is  always  credited  to  the 
graduate  school.  In  the  third  and  fourth  year  of 
the  medical  school  curriculum,  the  M.D. /Ph.D. 
students  are  included  in  the  medical  school  en- 
rollment. The  M.D. /Ph.D.  graduates,  no  less  qual- 
ified to  practice  than  any  other  M.D.  graduate, 
and  are  a vital  resource  to  the  medical  community 
in  that  these  physician-scientists  are  prepared  and 
expected  to  become  the  clinical  teachers  desperate- 
ly needed  to  staff  our  new  and  developing  medical 
schools. 

The  Ph.D.  students  enrolled  in  the  medical 
school  curriculum  are  CWRU  graduate  students 
who  expect  to  become  medical  school  teachers  in 
the  basic  medical  sciences.  These  students  are  re- 
quired to  take  the  first  one  or  two  years  depending 
upon  their  field  of  study  of  the  standard  medical 
curriculum  along  with  the  regular  medical  stu- 


dents. This  means  that  the  regular  medical  teach- 
ing facilities  and  faculty  (not  counting  special 
graduate  students  laboratories  or  classes)  must 
have  the  capacity  to  handle  this  additional  load. 
In  its  commitment  to  educate  faculty  for  existing 
and  developing  medical  schools,  the  School  of 
Medicine  is  willing  to  assume  the  responsibility  of 
these  addit'onal  students  and  reserve  part  of  the 
space  of  the  medical  school  classes  for  training. 

For  the  academic  year  1970-1971  our  actual 
enrollment  of  M.D.  candidates  is  414  (375  regular 
plus  39  M.D. /Ph.D.)  although  only  375  are  re- 
ported by  current  convention.  A composite  picture 
of  actual  medical  curriculum  teaching  load  for 
1970-1971  is  as  follows:  current  first  year  of  Phase 
1—139  students  (108  M.D.,  21  M.D./Ph.D.,  10 
Ph.D.)  ; current  second  year  of  Phase  II — 114  stu- 
dents (91  M.D.,  18  M.D./Ph.D.,  5 Ph.D.);  cur- 
rent third  year  80  students;  current  fourth  year 
96  students;  total  medical  curriculum  teaching 
load  429. 

Another  program  training  health  science  per- 
sonnel within  Case  Western  Reserve  University  is 
the  School  of  Dentistry'.  In  1938-1939  the  School 
of  Dentistry  enrollment  was  135  with  27  graduates. 
In  1970-1971  it  has  expanded  to  an  enrollment  of 
315  and  65  graduates. 

Allied  Health  Manpower — At  Case  Western 
Reserve  University  curriculum  and  training  courses 
for  new  types  of  allied  health  manpower  are  being 
developed.  The  Anesthesiology  Associate  Curricu- 
lum, developed  by  the  Department  of  Anesthesi- 
ology is  the  first  program  to  be  offered.  There  are 
currently  over  30  students  enrolled  in  the  first 
semester  of  the  program  leading  to  a baccalaureate 
degree  in  Health  Sciences  (Anesthesiology).  Dur- 
ing the  first  two  years,  the  students  follow  college 
courses  of  a general  scientific  nature,  but  in  addi- 
tion take  courses  in  health  sciences  and  clinical 
laboratory  in  the  participating  hospitals.  This  mix 
of  college  education  and  practical  work  will  quali- 
fy the  student  to  be  employable  as  an  “Assistant 
Anesthesiologist”  after  two  years.  Should  the  stu- 
dent wish  to  work  part  time  or  be  forced  to  inter- 
rupt his  education  after  having  completed  only 
two  years,  he  will  have  preparation  and  skills 
which  will  provide  income  equivalent  to  that 
which  graduates  of  two  year  colleges  command. 
After  two  additional  years  of  combining  traditional 
college  courses  with  new  courses  in  the  health 
sciences  and  anesthesiology,  the  students  will  grad- 
uate with  a Bachelor  of  Science  degree  and  clini- 
cal skills  that  would  qualify  him  to  be  employed 
as  an  “Associate  Anesthesiologist.” 

A group  of  anesthesiologists  in  the  Greater 
Cleveland  area,  the  Cleveland  Committee  on  Anes- 
thesia Manpower,  agreed  on  the  tasks  which  could 
be  performed  at  the  “Assistant  Anesthesiologist” 
level  by  personnel  who  completed  the  two  year 
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program  and  by  those  at  the  “Associate  Anes- 
thesiologist” level  who  completed  the  four  year 
program.  Members  of  the  committee  agreed  to 
provide  clinical  educational  experience  in  their 
hospitals  as  well  as  assure  employment  and  reason- 
able wages  for  personnel  at  both  the  “Assistant 
Anesthesiologist”  level  and  the  “Associate  Anes- 
thesiologist” level.  Certificates  would  be  awarded 
to  individuals  who  complete  requirements  and 
demonstrate  competence  at  each  of  the  two  levels; 
these  would  be  recognized  for  employment  pur- 
poses by  the  members  of  the  Cleveland  Committee 
on  Anesthesia  manpower.  The  program  is  still  in  a 
developmental  state  and  those  interested  in  infor- 
mation on  it  should  contact  Joachim  S.  Graven- 
stein,  M.D.,  Chairman,  Department  of  Anesthesi- 
ology. 


MEDICAL  COLLEGE  OE  OHIO 
AT  TOLEDO 

The  Medical  College  of  Ohio  at  Toledo  is 
Ohio’s  newest  addition  to  the  medical  education 
field.  With  limited  housing  and  facilities,  the 
college  accepted  its  first  class  of  32  students  in 
1969,  and  a similar  number  in  1970. 

The  first  year  class  for  1971  will  be  48,  with 
another  48  to  enter  in  1972.  By  1973  first  year 
enrollment  is  anticipated  at  64,  or  double  the 
initial  enrollment.  It  is  hoped  that  expansion  may 
be  even  greater,  depending  on  the  availability  of 
facilities.  Robert  G.  Page,  Dean,  expressed  the 
hope  that  first  year  enrollment  for  1972  may  be 
64,  if  all  goes  well  with  the  building  program.  On 
the  same  conditions,  it  is  hoped  that  first  year 
enrollment  for  1973  may  be  as  many  as  96,  or 
three  times  the  initial  enrollment. 

The  Medical  College  of  Ohio  is  on  a three- 
year  schedule  and  will  begin  to  graduate  medical 
students  in  1972.  All  students,  however,  are  not 
expected  to  complete  the  curriculum  in  three  years 
and  there  will  be  some  runover  into  the  fourth 
year. 

Ground  was  broken  in  September  1970  for 
the  college’s  first  major  building  which  is  now 
under  construction.  It  is  the  $9.5  million  Health 
Sciences  Teaching  and  Laboratory  building,  sched- 
uled for  completion  in  1972. 

Nurses  will  be  trained  in  the  Toledo  area  and 
and  the  Medical  College  of  Ohio  at  Toledo  will 
be  involved  in  this  training.  Dean  of  Nursing 
Ruth  L.  Kelly  reported  that  a proposed  nursing 
major  leading  to  a Bachelor  of  Science  degree  is 
planned  to  be  offered  through  Bowling  Green 
State  University  and  the  University  of  Toledo  in 
cooperation  with  the  Medical  College  of  Ohio. 
Students  will  be  granted  degrees  by  the  first 


two  named  institutions.  It  is  hoped  that  this  pro- 
gram will  be  implemented  in  September  of  this 
year,  with  the  first  students  graduated  in  June  of 
1974. 

An  Associate  Degree  Program  for  the  prepa- 
ration of  nurses  will  begin  at  Penta  County 
Technical  Institute  and  at  the  Community  and 
Technical  College  of  the  University  of  Toledo  in 
September  of  this  year. 

Enrollment  in  the  nursing  programs  will  de- 
pend on  availability  of  facilities. 


ON  THE  OMPAC  FRONT 

Has  Your  Congressman  Made  a 

Poll  and  With  What  Results? 

Congressman  Chalmers  P.  Wylie,  of  the  15th 
Ohio  District,  a conservative  district  in  Franklin 
County,  recently  announced  the  results  of  a poll 
he  took  of  his  constituents  on  several  issues,  in- 
cluding “Health.”  Over  25  percent  of  those  re- 


ceiving  questionnaires  responded. 

Following  are  the  answers  to  Wylie’s  questions 
on  “Health”:' 

Regarding  national  health  insurance, 
which  do  you  favor: 

% 

YES 

% 

NO 

(a)  A program  financed  and  operated 
by  the  federal  government? 

18.8% 

81.2% 

(b)  A federally-operated  program  fi- 
nanced by  employer  and  em- 
ployee contributions? 

24.8% 

75.2% 

(c)  Income  tax  credits  for  the  cost 
of  purchasing  private  health 
insurance? 

50.4% 

49.6% 

(d)  Complete  reliance  on  the  private 
health  insurance  structure? 

18.0% 

82.0% 

(e)  Expansion  of  health  maintenance 
plans? 

17.4% 

82.6% 

(f)  No  new  legislation  in  this  area? 

15.4% 

84.6% 

You  might  give  your  Congressman  a buzz  to 
find  out  if  he  has  made  such  a poll  and  with 
what  results.  Polls  don’t  necessarily  mean  every- 
thing but  they  might  show  a trend.  They  often 
indicate  whether  or  not  a Congressman  will  be 
under  pressure  on  a certain  issue,  perhaps 
“Health,”  and  whether  or  not  you  should  make 
contact  with  him  to  express  your  views  on  the 
subject. 

- — Ohio  Medical  Political  Action  Committee 


June,  1971  / 537 


Proceedings  of  The  Council 


Minutes  of  April  16-18,  1971  Meeting 


A REGULAR  MEETING  of  The  Council  of 
the  Ohio  State  Medical  Association  was  held 
at  the  Marriott  Inn,  2124  South  Hamilton  Road, 
Columbus,  on  April  16,  17,  18,  1971.  Those  present 
on  Friday,  April  16,  were  all  members  of  the 
Council  except  Dr.  William  R.  Schultz,  Wooster, 
Eleventh  District  Councilor.  Others  attending  the 
meeting  on  Friday  were  the  following:  Mr.  Wayne 
E.  Stichter,  Toledo,  legal  counsel;  Dr.  John  H. 
Budd,  Cleveland,  a member  of  the  AMA  Board 
of  Trustees;  Dr.  Richard  L.  Meiling,  Columbus, 
chairman  of  the  Ohio  delegation  to  the  American 
Medical  Association;  and  Messrs.  Page,  Gillen, 
Campbell,  Clinger.  and  Moore  of  the  headquarters 
office  staff. 

Those  present  at  the  meeting  on  Saturday, 
April  17,  were  the  following:  All  members  of  the 
Council  except  Dr.  Schultz.  Others  attending  the 
Saturday  meeting  were  the  following:  Mr.  Stichter; 
Dr.  Budd:  Mr.  J.  S.  Imboden,  Columbus,  field  rep- 
resentative, Division  of  Public  Affairs,  American 
Medical  Association;  Dr.  Clifford  C.  Grulee,  Jr., 
dean  of  the  College  of  Medicine,  University  of 
Cincinnati;  Dr.  Frederick  C.  Robbins,  dean,  Mr. 
Sam  Whitman,  and  Dr.  Douglas  Lenkowski,  Case 
Western  Reserve  University  School  of  Medicine; 
Dr.  Robert  G.  Page,  dean,  Medical  College  of 
Ohio  at  Toledo;  Dr.  William  G.  Pace,  assistant 
dean,  Ohio  State  University  College  of  Medicine, 
Columbus;  Mr.  Frank  Morris,  Jr.,  Columbus,  at- 
torney; Dr.  Milton  Parker,  Columbus,  chairman, 
OSMA  Committee  on  Mental  Health;  and  Messrs. 
Page,  Edgar,  Gillen,  Campbell,  Clinger,  and 
Moore  of  the  headquarters  office. 

Those  present  at  the  meeting  on  Sunday, 
April  18,  were  the  following:  All  members  of  the 
Council  except  Dr.  Schultz.  Others  attending 
were:  Mr.  Stichter,  Mr.  Imboden,  Dr.  Budd,  and 
Messrs.  Page,  Edgar,  Gillen,  Campbell,  Clinger, 
and  Moore,  members  of  the  executive  staff  in  the 
headquarters  office. 

Minutes  Approved 

Minutes  of  the  meeting  held  February  20-21, 
1971,  were  approved  by  official  action. 

Reports  by  Councilors 

The  Councilors  reported  on  the  activities  in 
their  respective  districts. 


Governor  Gilligan’s  Budget 

Dr.  Meiling  brought  to  the  attention  of  the 
Council  the  statement  of  Governor  John  J.  Gilli- 
gan  in  his  budget  of  March  15,  1971  that  “State 
support  for  medical  research  in  the  teaching  hos- 
pitals is  discontinued  for  the  biennium.”  (Page 
45,  the  Governor’s  Budget,  fiscal  years  1972-1973.) 
He  further  pointed  out  that  the  research  cuts  have 
been  implemented  in  the  finance  bill  presented 
to  the  legislature.  (Page  62,  line  1845,  House  Bill 
475.) 

Dr.  Meiling  pointed  out  that  the  elimination 
of  state  funds  for  medical  research  at  Ohio  State 
University  would  in  turn  eliminate  matching  type 
funds  from  federal  and  philanthropic  groups  and 
would  bring  about  cutbacks  in  a number  of  pro- 
grams at  the  university,  including  the  family 
practice  clinic  which  is  supported  by  funds  pro- 
vided for  research  on  delivery'  of  patient  care. 

Dr.  Press  indicated  to  the  Council  that  he 
would  arrange  a meeting  between  Dr.  Meiling 
and  finance  director  Hovey  concerning  restora- 
tion of  this  item  in  the  budget. 

Membership 

The  Executive  Director  reported  on  member- 
ship statistics. 

The  Membership  Department  was  requested 
to  furnish  to  each  Councilor  a list  of  the  unpaid 
members  so  that  these  delinquent  members  may 
be  personally  contacted. 

American  Medical  Association 

Dr.  Meiling,  chairman  of  the  Ohio  delegation 
to  the  American  Medical  Association,  discussed 
arrangements  for  the  annual  meeting  of  the  Ameri- 
can Medical  Association,  June  20-24,  at  Atlantic 
City. 

Annual  Meeting 

Mr.  Campbell  presented  a progress  report  on 
the  1971  Annual  Meeting  in  Columbus,  May 
10-14. 

The  Council  voted  to  terminate  the  new 
member  orientation  program  after  the  1971 
Annual  Meeting. 

Key  Man  Conference 

The  Council  discussed  the  possible  regionaliza- 
tion of  the  key  man  conference  on  medical  edu- 
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cation  and  the  inclusion  of  additional  students 
and  house  officers  on  the  program. 

Reports  on  Meetings 

Medicine  and  Religion 

The  minutes  of  the  March  17  meeting  of  the 
Committee  on  Medicine  and  Religion  were  present- 
ed by  Mr.  Campbell. 

The  Council  adopted  the  minutes  as  present- 
ed, including  a recommendation  that  the  OSMA 
encourage  the  Methodist  Theological  School  in 
Ohio,  the  Pontifical  College  of  Josephinum  and  the 
Evangelical  Luthern  Theological  Seminary  to 
establish  a structured  medicine  and  religion  course 
in  their  respective  curriculums.  Also  approved 
was  the  recommendation  that  Dr.  D.  J.  Vincent 
and  Reverend  John  Shepard  coordinate  the  pro- 
posed program  with  the  three  seminaries  through  a 
model  pilot  plan  at  Riverside  Hospital.  Columbus. 

Health  Care  Delivery  Systems 

The  minutes  of  the  meeting  of  the  Ad  Hoc 
Committee  on  Health  Care  Delivery  Systems, 
held  March  24,  1971,  were  presented  by  Mr.  Cil- 
len  and  were  accepted. 

Medical-Hospital-Osteopathic 

Mr.  Gillen  presented  a report  on  the  joint 
meeting  of  the  Ohio  State  Medical  Association, 
Ohio  Hospital  Association  and  the  Ohio  Associa- 
tion of  Osteopathic  Physicians  and  Surgeons  on 
March  31,  1971,  Columbus.  Included  in  the  re- 
port was  the  announcement  that  the  Annual  Chief 
of  Staff  Conference  will  be  held  September  18 
and  19,  1971,  in  Columbus,  and  that  district 
meetings  will  be  held  on  the  new  standards  of 
the  Joint  Committee  on  Accreditation  of  Hospitals. 
The  report  was  accepted  for  information. 

Cancer 

The  minutes  of  a meeting  of  the  Cancer 
Control  Review  Subcommittee  of  the  Ohio  Can- 
cer Coordinating  Committee,  Inc.,  held  March  10, 
1971,  were  presented  by  Mr.  Clinger  and  were 

approved. 

Alcoholism  (Mental  Health) 

Minutes  of  a meeting  of  the  Subcommittee 
on  Alcoholism  (Committee  on  Mental  Health), 
held  March  19,  1971,  were  presented  by  Mr. 
Clinger  and  were  approved.  Approval  of  the 
minutes  included  the  endorsement  of  the  film 
“The  Other  Guy”  for  showing  on  commercial 
television  as  a public  service. 

“Model”  Constitution  and  Bylaws 
for  County  Medical  Societies 

Dr.  McLarnan  reported  for  the  Ad  Hoc 
Committee  for  the  Revision  of  the  “Model”  Con- 


stitution and  Bylaws  for  County  Medical  Societies. 

1 he  Council  adopted  minor  amendments  sug- 
gested by  the  legal  counsel,  approved  the  revised 
“Model”  Constitution  and  Bylaws  and  requested 
that  they  be  published. 

4 he  Executive  Director  was  instructed  to  send 
the  completed  publication  to  all  County  Medical 
Societies  presently  using  the  previous  “Model,” 
asking  that  they  comply  with  the  Ohio  State 
Medical  Association  Constitution  and  Bylaws  by 
adopting  the  new  format. 

Tenure  of  Office  and  Compensation 
of  OSMA  President 

Dr.  McLarnan  presented  the  minutes  of  a 
meeting  of  the  Ad  Hoc  Committee  on  Tenure 
of  Office  and  Compensation  of  the  Ohio  State 
Medical  Association  President,  held  on  March 
21,  1971,  reading  as  follows: 

“After  due  consideration  of  all  factors 
involved  in  the  presidential  term  of  office,  the 
committee  recommended  that  the  provisions 
of  Chapter  5,  Section  2,  of  the  Bylaws  with 
regard  to  presidential  tenure  of  office  remain 
unchanged. 

“With  regard  to  compensation,  the  com- 
mittee recommended  that  the  present  re- 
muneration be  maintained,  but  asked  that 
Council  be  alert  to,  and  aware  of,  unusual 
circumstances  which  might  necessitate  ad- 
ditional compensation  and  recommended  that 
the  Council  adjust  the  amounts  in  accordance 
with  such  circumstances.” 

The  minutes  were  approved  as  presented. 

Medical  Advances  Institute 

The  Council  recessed  and  was  convened 
for  a corporate  meeting  of  the  Medical  Advances 
Institute. 

Dr.  James  L.  Henry,  President  of  the  Medical 
Advances  Institute,  assumed  the  chairmanship. 

Minutes  of  the  March  28,  1971  meeting  of 
the  trustees  of  the  Institute  were  approved  as 
presented  by  Mr.  Frank  R.  Morris,  legal  counsel. 
Approval  of  the  minutes  included  approval  of 
the  amendments  to  the  Articles  of  Incorporation 
of  the  Institute. 

The  following  members  of  the  Board  of  Trust- 
ees were  nominated  and  elected  for  a one  year 
term:  William  T.  Blair,  Columbus;  August  Sisco, 
Chicago;  Oscar  W.  Clarke,  M.D.,  Gallipolis;  A. 
W.  Conway,  D.O.,  Dayton;  David  Fishman,  M.D.. 
Cleveland;  Howard  Franz,  Columbus;  James  L. 
Henry,  M.D.,  Grove  City;  Frank  Morris,  Colum- 
bus; Donald  Newkirk,  Columbus;  Hart  F.  Page, 
Columbus;  P.  John  Robechek,  M.D.,  Cleveland: 
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William  R.  Schultz,  M.D.,  Wooster;  Robert  N. 
Smith,  M.D.,  Toledo. 

Officers  of  the  Institute,  as  chosen  by  the 
trustees  on  March  28,  include  the  following: 
James  L.  Henry,  M.D.,  President;  William  R. 
Schultz,  M.D.,  Vice-President;  Oscar  W.  Clarke, 
M.D.,  Secretary-Treasurer;  Hart  F.  Page,  Assis- 
tant Secretary- Treasurer  and  Executive  Director 
of  the  Corporation. 

The  corporation  meeting  was  then  adjourned. 

The  Council  reconvened  for  a special  order 
of  business  involving  a meeting  with  the  deans 
of  the  medical  schools. 

Reports  of  Deans  of  Medical  Schools 

Dr.  Frederick  Robbins  reviewed  the  program 
at  the  Case  Western  Reserve  University  School 
of  Medicine  for  the  Fall  of  1971.  He  reported 
that  4,000  applications  had  been  received  for 
116  openings. 

Dr.  Milton  Parker,  Columbus,  chairman  of  the 
Committee  on  Mental  Health,  reviewed  the  prob- 
lems of  the  psychiatric  and  the  medical  programs 
of  Ohio's  state  hospitals.  He  asked  for  the  assis- 
tance of  the  medical  schools  in  this  regard. 

Dr.  Grulee  commended  Dr.  Parker  on  his  re- 
port and  discussed  the  situation  from  the  medical 
school  viewpoint,  including  the  problem  of  wheth- 
er a resident  in  psychiatry  can  at  the  present  time 
be  asked  to  accept  training  in  a state  hospital 
as  a part  of  his  education.  He  suggested  a citizens’ 
committee  to  assist  in  solving  the  state  hospital 
problems. 

Dr.  Page  of  Toledo  also  discussed  the  report. 

Ohio  Medical  Indemnity,  Inc. 

The  Research  Committee  report  of  Ohio 
Medical  Indemnity,  Inc.,  dated  December  9, 
1970,  was  considered  by  the  Council.  The  follow- 
ing statement  was  adopted  by  the  Council: 

“We  have  read  the  report  and  we  are 
favorably  disposed  toward  it.  Due  to  the  fact 
that  the  report  will  be  discussed  at  the  An- 
nual Meeting  of  the  Association,  May  10-14, 
1971,  and  because  of  the  interest  shown  in 
this  report,  any  final  action  by  the  Council 
will  be  deferred  until  after  the  Annual  Meet- 
ing.” 

Following  is  a report  of  the  OSMA-OMI 
Liaison  Committee  presented  by  Dr.  Smith: 

“The  committee  met  on  April  17,  1971,  to 
consider  the  following  resolution  submitted  by 
Dr.  Lieber  at  the  February  20-21  meeting  of 
OSMA  Council: 


‘HE  IT  RESOLVED,  That  the 
Council  of  the  Ohio  State  Medical  As- 
sociation instruct  the  Ohio  Medical  In- 
demnity, Inc.,  to  inform  Blue  Cross  that 
all  Blue  Cross-Blue  Shield  contracts 
shall  exclude  any  coverage  of  any  ser- 
vices of  any  hospital-based  physicians  or 
any  other  physicians,  and  that  any  and 
all  physician  services  shall  be  written  and 
administered  as  Blue  Shield  coverages, 
whether  they  are  in  group  contracts  or 
individual  contracts. 

BE  IT  FURTHER  RESOLVED, 
That  Ohio  Medical  Indemnity,  Inc..,  in- 
form the  Council  of  the  Ohio  State  Med- 
ical Association  of  the  manner  in  which 
such  coverages  are  written  in  any  future 
Blue  Shield-Blue  Cross  contracts,  and 

‘BE  IT  FURTHER  RESOLVED, 
That  the  Ohio  Medical  Indemnity,  Inc., 
be  instructed  to  adhere  strictly  to  this 
policy.’ 

“The  committee  submits  the  following  in- 
formation for  the  consideration  of  the  Council : 

“1.  In  the  first  resolved  the  phrase  ap- 
pears to  ‘instruct  the  Ohio  Medical  Indem- 
nity.’ The  Ohio  State  Medical  Association 
may  advise  or  suggest  certain  policies  to  the 
Ohio  Medical  Indemnity  but  it  may  not 
instruct. 

“2.  The  resolution  further  asks  that  Ohio 
Medical  Indemnity  dictate  what  features 
should  be  included  in  Blue  Cross-Blue  Shield 
contracts.  Here  again  this  is  impossible.  Ohio 
Medical  Indemnity  has  always  advised  Blue 
Cross  that  their  policies  should  be  restricted 
to  the  coverage  of  hospital  services  and  Blue 
Shield  policies  should  cover  professional  ser- 
vices. 

“3.  The  first  paragraph  of  the  resolution 
would  appear  to  exclude  coverage  or  payment 
for  services  of  any  hospital  based  physician 
or  any  other  physician.  Obviously  this  was  not 
the  intention  of  the  resolution. 

“4.  The  resolution  asks  that  all  phy- 
sician’s services  be  written  and  administered 
as  Blue  Shield  coverage.  The  fact  is,  it  is 
not  possible  to  dictate  to  physicians  their 
method  of  payment.  A physician  has  a right 
to  elect  to  be  paid  for  his  professional  services 
if  these  are  billed  to  Blue  Cross  as  a hospital 
service. 

“The  second  resolution  asks  that  Ohio 
Medical  Indemnity  inform  the  Council  of 
the  Ohio  State  Medical  Association  of  the 
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With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  forvitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 
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'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


I E.R.  Squibb  & Sons,  Inc.  1970 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  TVT  1 • j*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  y 

urinary  retention.  Caution  ambulatory  patients  that  drowsi-  p p* 
ness  may  result.  liK 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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manner  and  types  of  coverage  written.  In 
fact,  Ohio  Medical  Indemnity  lias  always 
informed  the  Council  of  the  manner  and  types 
of  coverage  written. 

“In  view  of  the  above,  the  Liaison  Com- 
mittee recommends  to  the  Council  that  the 
resolution  not  be  adopted.” 

The  Council  approved  the  recommendation 
of  the  Liaison  Committee  and  the  resolution  was, 
therefore,  not  adopted  by  the  Council. 

Dr.  Smith  also  reported  on  the  April  3-5, 
1971,  meeting  of  the  executive  committee  and  the 
National  Blue  Shield  Plans  meeting  in  San  Fran- 
cisco. 

Federal  Legislation 

House  Resolution  7182 

House  Resolution  7182,  introduced  in  the  U.S. 
Congress  by  Congressman  Samuel  Devine  and 
Jackson  Betts,  was  discussed  by  the  Council.  On 
motion  by  Dr.  Robechek.  seconded  by  Dr.  Smith, 
the  Council  voted  its  approval  of  this  proposal. 

Kennedy  National  Health  Insurance 

The  Kennedy  national  health  insurance  hear- 
ings were  discussed  and  plans  developed  with 
regard  to  the  Ohio  State  Medical  Association 
presentation. 

Washington  Visitation 

The  staff  was  authorized  to  proceed  with 
plans  for  a Washington  visitation  in  1971. 

Review  Project  Proposal 

The  Council  discussed  a communication  from 
Dr.  Paul  J.  Sanazaro,  Director,  Department  of 
Health,  Education,  and  Welfare,  Rockville,  Maty- 
land,  announcing  that  the  National  Center  for 
Health  Services  and  Research  Development  plans 
to  support  the  establishment  of  experimental  re- 
view organizations  by  several  medical  societies  or 
other  interested  medical  organizations  and  stating 
that  if  die  Ohio  State  Medical  Association  wishes 
to  be  considered  for  this  research  program  a state- 
ment of  interest  should  be  sent  to  the  national 
center. 

After  discussing  die  proposal,  the  Council 
voted  to  formally  submit  a statement  of  interest 
and  the  information  necessary  to  be  considered 
for  the  project. 

State  Legislation 

State  legislative  proposals  were  presented  by- 

Mr.  Page. 

S.B.  Ill  (Calabrese,  et  al),  to  establish  a 
medical  dispensary  in  the  State  House.  No  objec- 
tion. 


S.B.  135  (Matia-Novak),  to  permit  the  dis- 
solution of  county  boards  of  health  and  the  estab- 
lishment of  a department  of  health  by  the  board 
of  county  commissioners.  Actively  opposed. 

S.B.  138  (Mottl),  to  create  a college  of 
health  within  the  Cleveland  State  University. 

Endorsed  in  principle. 

S.B.  139  (Mottl),  to  create  a college  of  medi- 
cine within  die  Cleveland  State  University.  En- 
dorsed in  principle  the  training  of  more  medical 
students,  but  retained  the  privilege  of  comment- 
ing on  details  of  specific  bills. 

S.B.  141  (Weisenborn,  et  al),  amendments 
to  the  pharmacy  act.  No  objection  if  properly- 
amended. 

S.B.  160  (Weisenborn,  et  al),  opticians’  bill. 

Support. 

S.B.  173  (Ocasek,  et  al),  to  provide  for  a 
chiropractic  examining  board  to  broaden  the 
scope  of  chiropractic,  permit  chiropractors  to  call 
themselves  physicians,  and  liberalize  reciprocity 
provisions.  Actively  opposed. 

S.B.  176  (Shaw,  et  al),  to  establish  a state 
board  of  psychology  for  the  licensing  of  psycholo- 
gists. Referred  to  the  Committee  on  Mental 
Health. 

S.B.  180  (Meshel,  et  al),  to  establish  state 
medical  colleges  at  Youngstown,  Akron,  Dayton, 
and  Athens.  Endorsed  in  principle  the  training 
of  more  medical  students,  but  retained  the 
privilege  of  commenting  on  details  of  specific  bills. 

H.B.  67  (Manning,  et  al),  to  liberalize  die 
abortion  law.  Reaffirmed  action  taken  by  the 
OSMA  House  of  Delegates  in  1965. 

H.B.  72  (Galbraith),  to  repeal  the  abortion 
law.  Reaffirmed  the  action  taken  by  the  OSMA 
House  of  Delegates  in  1965. 

H.B.  240  (Norris,  et  al),  to  create  a division 
of  alcoholism  in  the  Department  of  Health.  Re- 
ferred to  the  Committee  on  Mental  Health. 

H.B.  322  (Pease-Lampson),  to  require  writ- 
ten opinions  of  the  basis  for  decisions  made  by- 
boards on  the  request  of  a citizen.  Actively  op- 
posed. 

H.B.  451  (Cruze),  to  permit  a minor  15 
years  of  age  or  older  to  consent  to  receive  hospital 
or  medical  care.  Endorsed  in  principle. 

H.B.  545  (McNamara),  amendments  to  the 
medical  practice  act.  Active  support. 

H.B.  614  (Murdock-Davidson),  to  add  to  the 
Hospital  Advisory  Council  a person  particularly- 
concerned  with  education  and  training  of  health 
personnel  and  an  additional  consumer  representa- 
tive. No  objection. 

H.B.  616  (Murdock,  et  al),  to  revise  com- 
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mitment  procedures.  Referred  to  the  Committee 
on  Mental  Health. 

H.B.  618  (Murdock),  hospital  licensing.  Op- 
posed the  bill  as  drafted  and  endorsed  OSMA  ver- 
sion as  a substitute. 

H.B.  621  (Mayfield-P.  Sweeney),  revises 
commitment  procedures.  Referred  to  the  Com- 
mittee on  Mental  Health. 

H.B.  622  (Speck,  et  al),  to  establish  grants 
for  medical  students  and  to  require  that  each 
student  serve  one  year  in  area  of  need  for  each 
year  he  receives  a grant.  Endorsed  in  principle. 

H.B.  632  (Bowers),  control  of  amphetamines 
and  barbiturates.  Needs  further  study. 

H.B.  656  (Flannery),  restricts  Blue  Cross 
payments  to  the  amounts  actually  used  to  pay 
for  services  rendered  to  subscribers.  Referred  to 
the  Committee  on  Insurance. 

H.B.  657  (Flannery),  to  provide  that,  in 
Blue  Cross  policies,  a direct  pay  subscriber  pay 
the  same  premium  as  a group  subscriber.  Referred 
to  the  Committee  on  Insurance. 

H.B.  736  (McNamara-Levitt-Mayfield),  OS- 
MA sponsored  bill  to  provide  that  all  practitioners 
licensed  by  the  Medical  Board  be  graduates  of 
schools  accredited  by  an  accrediting  agency  ap- 
proved by  the  National  Commission  on  Accredita- 
tion and  the  Office  of  Education,  Department  of 
Health,  Education  and  Welfare.  Actively  support. 

H.B.  756  (J.  Sweeney),  to  revise  commitment 
procedures.  Referred  to  the  Committee  on  Mental 
Health. 

H.B.  782  (Celeste),  to  provide  that  officers, 
employees  of  a hospital  may  not  serve  on  the 
Board  of  Trustees  of  a Blue  Cross  Association. 

Opposed. 

H.B.  808  (Cruze),  a physician’s  assistants 
licensing  bill.  Referred  to  the  Commission  on  Edu- 
cation for  study. 

H.B.  813  (Cruze),  to  establish  a research 
diagnostic  center  for  male  persons  sentenced  or 
committed  for  a felony.  Referred  to  the  Commit- 
tee on  Mental  Health. 

H.B.  817  (Celebrezze,  et  al),  certification  of 
school  nurses.  Referred  to  the  Commitee  on  School 
Health. 

H.B.  826  (Netzley),  to  require  that  Blue 
Cross  Associations  offer  deductible  contracts  or 
coinsurance  contracts.  Endorsed  in  principle. 

H.B.  882  (Swanbeck,  et  al),  to  provide  that 
military  medical  corpsmen  be  permitted  to  take 


the  practical  nurses  examination.  Referred  to  the 
Committee  on  Nursing. 

H.B.  924  (Scott,  et  al),  to  bring  state  drug 
laws  into  conformance  with  federal  laws.  Passage 
of  the  bill  would  permit  Schedule  III  Controlled 
Substances  (Class  B narcotics)  to  be  refilled  and 
Schedule  II  Controlled  Substances  (Class  A nar- 
cotics) and  Schedule  III  Controlled  Substances 
(Class  B narcotics)  to  be  prescribed  orally  in 
emergency  situations.  Over  the  counter  sale  of 
paregoric  would  be  discontinued  by  the  legislation. 
Support. 

H.B.  940  ( Wargo-Voinovich) , to  permit  the 
State  Board  of  Pharmacy  to  classify  as  a narcotic 
drug  any  Schedule  V preparations  (exempt 
narcotics)  when  in  the  Board’s  opinion  these 
drugs  are  being  abused.  Endorsed  in  principle. 

H.B.  953  (Murdock),  regulations  on  the  sale 
of  hypodermic  syringes  and  needles.  Support  in 
principle. 

Health  Districts 

The  Council  approved  in  principle  the  devel- 
opment of  a bill  by  the  Ohio  State  Medical  As- 
sociation and  affiliated  organizations  for  the  re- 
organization and  refinancing  of  health  districts. 

Oho  State  Medical  Board 

The  Council  then  discussed  whether  legisla- 
tion should  be  submitted  to  require  that  appoint- 
ments to  the  State  Medical  Board  be  from  a list 
of  one  or  more  submitted  by  the  Ohio  State  Medi- 
cal Association  and  as  to  whether  there  should 
be  a limit  to  the  number  of  terms  served  on  the 
Medical  Board.  It  was  the  expression  of  the  Coun- 
cil that  no  action  should  be  taken  on  either  of 
these  matters. 

American  Graduates  of  Foreign  Medical  Schools 

Dr.  Smith  discussed  the  problem  of  American 
graduates  of  foreign  medical  schools,  especially 
of  Guadalajara,  Mexico,  and  Bologna,  Italy. 

The  Council  approved  in  principle  the  follow- 
ing statement  as  presented  by  Dr.  Smith: 

“The  Council  of  the  Ohio  State  Medical 
Association  approves  in  principle  efforts  to 
formulate  a plan  to  permit  American  grad- 
uates of  approved  foreign  medical  schools  to 
take  postgraduate  medical  education  in  the 
United  States  immediately  following  the  com- 
pletion of  their  academic  medical  school  cur- 
riculum, and  to  enter  a program  of  intern- 
ship in  the  United  States  at  a time  when 
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such  an  internship  is  the  natural  step  in  the 
process  of  the  physician’s  education.  Accord- 
ingly, students  who  do  their  premedical  and 
graduate  work  in  the  United  States  and  who 
attend  and  graduate  from  approved  foreign 
schools  should  be  permitted  to  intern  in  af- 
filiated hospitals  in  the  United  States  if  they 
meet  the  following  conditions: 

“1.  Prior  to  interning,  a clerkship 
of  some  duration  (6  months  is  suggested) 
must  be  completed  in  an  affiliated  hos- 
pital. 

“2.  A screening  examination  (ECF- 
MG,  first  part  of  FLEX  or  National 
Boards)  must  be  successfully  completed. 

“3.  At  least  a one  year  internship 
must  be  completed  before  license  to  prac- 
tice is  granted  after  examination.” 

Constitutions  and  Bylaws 
Lucas  County 

Amendments  to  the  Constitution  and  Bylaws 
of  the  Academy  of  Medicine  of  Toledo  and  Lucas 
County  were  approved,  with  the  understanding 
that  minor  technical  amendments  be  included  in 


accordance  with  instructions  to  Dr.  Bates,  the 
district  councilor. 

Mahoning  County 

With  regard  to  the  amendments  to  the  Con- 
stitution and  Bylaws  of  the  Mahoning  County 
Medical  Society,  the  Executive  Director  was  in- 
structed to  suggest  to  the  executive  secretary  of 
the  society  that  additional  revisions  to  their  bylaws 
are  necessary  in  order  to  obtain  conformance  with 
the  OSMA  Constitution  and  Bylaws  revisions. 

Miscellaneous  Counties 

With  regard  to  Adams,  Allen,  Athens,  Fair- 
field,  Fulton,  Guernsey,  Lake,  Medina  and  Miami 
Counties,  the  Executive  Director  was  instructed 
to  forward  to  these  counties  the  1971  revised 
“Model”  Constitution  and  Bylaws  for  County 
Medical  Societies  and  to  suggest  that  all  necessary 
revisions  may  be  accomplished  by  adopting  this 
“Model”  with  necessary'  information  blanks  com- 
pleted. 

The  Council  adjourned  after  an  expression  of 
thanks  to  Dr.  Robert  N.  Smith,  Toledo,  for  his 
dedicated  service  to  the  Association  as  a councilor, 
president-elect,  president  and  past  president. 

ATTEST:  Hart  F.  Page 

Executive  Director 
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KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


June 

Electrocardiography  Series,  St.  Elizabeth 
Hospital,  Youngstown — June  4,  Combined  Ven- 
tricular Hypertrophy;  June  11,  Problems  and 
Review;  June  18,  Problems  and  Review;  June  25, 
Problems  and  Review. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m. — June 
8,  Respiratory  Insufficiency,  Dr.  Saadi;  June  15, 
Allergic  Purpura,  Dr.  Deramo;  June  22,  L-Dopa 
in  Parkinson’s  Disease,  Dr.  Gilliland. 

Mid-West  Association  of  Professors  of  Psy- 
chiatry — Hosted  by  OSU  College  of  Medicine; 
in  the  OSU  Center  for  Tomorrow,  2400  Olentangy 
River  Road,  Columbus;  June  24-26. 


Juiy 

Radiology  Lectures,  Department  of  Surgery, 
St.  Elizabeth  Hospital,  Youngstown,  3:00  p.m. 
July  6,  Fractures  and  Dislocations,  I,  Dr.  W. 
Torok;  July  13,  Fractures  and  Dislocations,  II, 
Dr.  Torok;  July  20,  Abdomen  and  KUB,  Dr.  C. 
Hixson;  July  27.  Esophagus  and  Stomach,  Dr.  B. 
Einfalt. 

Endocrinology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
9:00  a.m.  July  7,  Addison’s  Disease,  Dr.  Wm. 
Cleary:  July  27,  Thyroid  Disease,  Dr.  Cleary. 

Quarterly  Meeting,  Association  of  Physicians 
of  the  State  of  Ohio,  July  9,  Apple  Creek  State 
Hospital. 

American  Institute  of  Homeopathy, — Annual 
Convention,  Neil  House  Motor  Hotel,  Columbus, 
July  17-21. 


Publication  deadlines  require 

that 

no- 

tices  of  postgraduate  courses,  in 

order 

to 

be  published  in  these  columns. 

must 

be 

received  in  The  Journal  office  at 

least 

60 

days  before  the  course  is  scheduled  to 

be 

given. 

Family  Practice  Continuing  Education  Con- 
ferences, St.  Elizabeth  Hospital,  Youngstown, 
8:00-9:00  a.m.  July  9,  Functional  Bowel  Dis- 
orders, Drs.  L.  Caccamo  and  S.  Gaylord;  July  16, 
New  Approaches  to  Treatment  and  Prevention  of 
TB,  Drs.  Caccamo  and  E.  Rotheram;  July  23, 
Diagnosis  and  Management  of  Convulsive  Dis- 
orders in  Children,  Drs.  K.  Wegner  and  Caccamo; 
July  30,  Cancer  Chemotherapy  for  the  Family 
Doctor,  Drs.  J.  Altier  and  Caccamo. 

EKG  1 „ecture  Series,  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Youngstown;  9:00 
a.m.  July  9,  Electrodes  and  Leads,  Dr.  L.  Cacca- 
mo; July  16,  Measurements,  Dr.  Caccamo;  Juh 
23,  Axis,  Dr.  Caccamo;  July  30,  Ventricular 
Arrhythmias,  a Classification  of  PVS,  Dr.  Cac- 
camo. 

Grand  Rounds,  Department  of  OB-Gyn,  St. 
Elizabeth  Hospital,  Youngstown,  9:00  a.m.  July 
10,  Human  Genetics  and  Associated  Chromosome 
Abnormalities,  Dr.  J.  Dentscheff;  July  17,  Placenta 
and  Hormones,  Dr.  L.  Alexander:  July  24,  Con- 
genital Anomalies  of  Female  Generative  Organs, 
Dr.  R.  Bruchs;  July  31.  Diagnosis,  Lie,  Presenta- 
tion and  Position,  Dr.  S.  Chiasson. 

Hematology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00-4:00  p.m.  July  12,  Hemorrhagic  Diathesis  in 
Uremia,  Dr.  W.  Jensen:  July  26:  Megaloblastic 
Anemia,  Dr.  M.  Westerman. 
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Pathology  Lecture  Series,  Department  of  OB- 
Gyn,  St.  Elizabeth  Hospital,  Youngstown,  3:00 
p.m.  July  12,  Vulva  — Inflammatory  Diseases  and 
l lcerative  Lesions  — Atrophic  and  Hypertrophic 
Changes,  Dr.  J.  Tandatnich;  July  19,  Benign 
and  Malignant  Tumors  and  Other  Malignant 
Lesions  of  the  Vulva,  Dr.  Tandatnich;  July  26, 
Female  LYetha  — Infections  — Benign  an  I 
Malignant  Tumors,  Dr.  Tandatnich. 

GI  Gonferences,  Department  of  Medicine, 
St.  Elizabeth  Hospital,  Youngstown,  1 :30  p.m.  July 
13;  Gastroscopy,  Dr.  S.  Gaylord;  July  27,  Peptic 
Lhcers,  Duodenal  L7lcers,  Dr.  Gaylord. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m.  July 
13,  Dissecting  Aneurysms  — Medical  and  Surgi- 
cal Treatment,  Drs.  E.  Saadi  and  A.  Riberi; 
July  20,  Syndrome  of  Inappropriate  Antidiuretic 
Hormone  Secretion,  Dr.  Win.  Cleary;  July  27, 
Neurological  Manifestations  of  Uremia,  Dr.  R. 
( iilliland. 


Cardiology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00  p.m.  July  14,  Surgical  Indications  of  Rheu- 
matic Heart  Disease  and  Coronary  Artery  Disease, 
Dr.  E.  Saadi;  July  28,  Atrial  Septic  Defect,  Dr. 
Saadi. 


Anesthesia  Lecture  Series,  Department  of 
OB-Gyn,  St.  Elizabeth  Hospital,  Youngstown, 
2:00  p.m.  July  14,  Resuscitation  of  the  Mother 
and  Newborn,  Dr.  R.  Richards;  July  21,  Con- 
duction Anesthesia,  Dr.  Richards;  July  28,  Inhala- 
tion Anesthesia  in  Obstetrics,  Dr.  Richards. 

Oncology'  Conferences,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  8:00 
a.m.  July  15,  Tumors  of  the  Testis,  Dr.  K.  Murty; 
July  22,  Carcinoma  of  the  Stomach,  Dr.  N. 
Badjatia;  July  29,  Carcinoma  of  the  Esophagus, 
Dr.  U.  Jeong. 

Visiting  Professor  Series,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00-4:00  p.m.  July  15,  Dr.  T.  S.  Danowski,  Dia- 
betes; July  22,  Dr.  Alvin  Shapiro,  Cardioneurosis 
— Functional  GI  Disturbances;  July  29,  Dr.  James 
Shaver,  Surgical  Indications  for  Acquired  Valvular 
Disease. 


Pediatric  Conferences,  Department  of  Sur- 
gery', St.  Elizabeth  Hospital,  Youngstown,  10:00 
a.m.  July  15,  Stomach  — Atresia  and  Stenosis, 
Dr.  J.  Bleacher;  July  29,  Perforation,  Foreign 
Bodies,  Peptic  Disease,  Dr.  Bleacher. 

Grand  Rounds,  Department  of  Surgery,  St. 
Elizabeth  Hospital,  Youngstown,  8:00  a.m.  July 
17,  Pancreas  and  Distasis,  Dr.  K.  Murty;  July 
24,  Rectal  Bleeding,  Dr.  N.  Badjatia;  July  31, 
Spleen  and  I I P,  Dr.  Murty. 

Blood  Gas  Monitoring  — Pre-  and  Postopera- 
tive, Department  of  Surgery,  St.  Elizabeth  Hos- 
pital, Youngstown,  July  22,  9:30  a.m.,  Dr.  E. 
Thomas  Boles,  Jr. 


August 

Short  Course  on  Laser  Safety,  University  of 
Cincinnati,  August  2-6;  contact  R.  James  Rock- 
well, Jr.,  Course  Director,  Laser  Laboratory, 
Children’s  Hospital  Research  Foundation,  Cin- 
cinnati 45229. 

Radiology  Lectures,  Department  of  Surgery, 
St.  Elizabeth  Hospital.  Youngstown,  3:00  p.m. 
August  3,  Small  Bowel  and  Colon,  Dr.  W.  Torok; 
August  10,  Bilary  System,  Dr.  C.  Hixson;  August 
17,  Genitourinary  System,  I,  Dr.  B.  Einfalt; 
August  24,  Genitourinary'  System,  II,  Dr.  Einfalt; 
August  31.  Chest  — Normal  V ariations,  Dr. 
Torok. 

Pathology'  Lecture  Series,  Department  of  OB- 
Gyn,  St.  Elizabeth  Hospital,  Youngstown,  3:00 
p.m.  August  3,  Diseases  of  the  V agina,  Dr.  J. 
Tandatnich;  August  10,  Histology  of  the  Cervix, 
Dr.  Tandatnich;  August  17,  Cervix  — Inflamma- 
tory Lesions  and  Ca  in  Situ,  Dr.  Tandatnich: 
August  24,  Cervix  — Benigh  Lesions.  Dr.  Tan- 
datnich; August  31,  Cervix  — Epidermoid  and 
Adenocarcinoma,  Dr.  Tandatnich. 

Endocrinology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
9:00  a.m.  August  4,  Diabetes,  Dr.  Win.  Cleary; 
August  18,  Hypercalcemia,  Dr.  Cleary. 

Pediatric  Conferences,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital.  Youngstown,  10:00 
a.m.  August  5,  Liver  and  Biliary'  Tract,  Dr.  J. 
Bleacher;  August  19,  Omphalocele  and  Gas- 
troschisis,  Dr.  Bleacher. 

(Continued  on  Next  Page) 
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Visiting  Professor  Series,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00-4:00  p.m.  August  5,  Dr.  Edward  Rotheram, 
Brain  Abscess;  August  12,  Dr.  T.  S.  Danowski, 
Addison’s  Disease;  August  19,  Dr.  Bertram  Flesh- 
ier, Colitis;  August  26,  Dr.  Alvin  Shapiro,  Clinical 
Pharmacology  — Cardioactive  Drugs. 

Family  Practice  Continuing  Education  Con- 
ferences, St.  Elizabeth  Hospital.  Youngstown, 
8:00-9:00  a.m.  August  6,  Dermatology  for  the 
Family  Doctor  and  Drugs  that  Almost  Always 
Work,  Drs.  A.  Deramo  and  L.  Caccamo;  August 
13,  Depression  States  and  Their  Management, 
Drs.  R.  Boniface  and  M.  Kachmer;  August  20, 
Obesity  and  Its  Management,  Drs.  B.  Firestone 
and  W.  Cleary;  August  27,  Drugs  and  Their 
Toxicity  in  Elderly  Patients  with  Renal  Compli- 
cations, Drs.  Kessler  and  Caccamo. 

EKG  Lecture  Series,  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Youngstown;  9:00 
a.m.  August  6,  Bundle  Branch  Block,  Dr.  L.  P. 
Caccamo;  August  13.  Hemiblocks  — Introduction, 
Dr.  Caccamo;  August  20,  Hemiblocks,  Dr.  Cac- 
camo; August  27,  Myocardial  Infarction,  Dr. 
Caccamo. 

Hematology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00-4:00  p.m.  August  9,  Microangiopathic 
Hemolytic  Anemia,  Dr.  M.  Westerman;  August 

23.  Pernicious  Anemia,  Dr.  W.  Jensen. 

GI  Conferences,  Department  of  Medicine, 
St.  Elizabeth  Hospital,  Youngstown,  1:30  p.m. 
August  10,  Gastric  Ulcers,  Dr.  S.  Gaylord:  August 

24,  Jaundice,  Dr.  Gaylord. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m.  August 
10,  Emotional  Problems  of  the  Postcoronary  Pa- 
tient, Drs.  F.  Tiberio  and  R.  Boniface;  August  17, 
Renin  and  Aldosterone  in  Hypertension,  Dr.  E. 
Kessler;  August  24,  Protein-Losing  Enteropathy, 
Drs.  S.  Gaylord. 

Radiology'  Lecture  Series,  Department  of  OB 
Gyn,  St.  Elizabeth  Hospital,  Youngstown,  2:00 
p.m.  August  11,  18  and  25,  Radiation  Physics  and 


Biology  — Female  Cancer  Therapy,  Parts  I,  II, 
and  III,  Dr.  W.  Torok. 

Cardiology  Conferences,  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Youngstown,  1:00 
p.m.  August  11,  Superior  Venacava  Obstruction, 
Dr.  E.  Saadi;  August  25,  Mitral  Stenosis  with 
Aortic  Stenosis,  Dr.  Saadi. 

Oncology  Conferences,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  8:00 
a.m.  August  12,  Carcinoma  of  the  Colon,  Dr.  F. 
Garcia:  August  19,  Malignant  Melanoma,  Dr.  I. 
Murty;  August  26.  Carcinoma  of  the  Breast,  Dr. 
N.  Badjatia. 

Renal  Transplantation,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  August 
12,  9:30  a.m.,  Dr.  G.  James  Cerilli. 

Grand  Rounds,  Department  of  Surgery,  St. 
Elizabeth  Plospital,  Youngstown,  8:00  a.m.  August 
14,  Esophageal  Diverticulum,  Dr.  N.  Badjatia; 
August  21,  Tracheoesophageal  Fistula,  Dr.  K. 
Murty;  August  28,  Thyroid  and  Diseases,  Dr. 
Badjatia. 

Grand  Rounds,  Department  of  OB-Gyn,  St. 
Elizabeth  Hospital,  Youngstown,  9:00  a.m.  August 
14,  Antepartum  Care,  Dr.  V.  Lepore;  August  21 
Clinical  Course  of  Labor,  Dr.  F.  Gambrel;  August 
28,  Hemolytic  Disease  of  the  Newborn,  Dr.  W. 
Moskalik. 

Diabetes  Control  and  Treatment  — Pre-Op 
and  Post-Op,  Combined  Anesthesia-Medical-Sur- 
gical Conference,  St.  Elizabeth  Hospital,  Youngs- 
town, August  14;  9:15  a.m.,  Dr.  Wm.  Cleary. 


October 

Modern  Concepts  in  Electrocardiography  and 
Cardiac  Arrhythmias  — By  the  American  College 
of  Cardiology  in  cooperation  with  the  University 
of  Cincinnati  Medical  Center  and  the  Shriners 
Burns  Institute;  October  28-30  at  the  University 
of  Cincinnati  Medical  Center.  Contact  American 
College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  March  and  April.  List 
shows  name  of  physician,  county,  and  city  in 
which  he  is  practicing,  or  in  which  he  is  taking 
postgraduate  work. 


ALLEN 

Norman  E.  Armstrong 
Lakeview 

ASHTABULA 
Antero  C.  Tan 
Conneaut 

BELMONT 
Orville  T.  Bonnett,  Jr. 
Bellaire 

David  I.  Muskat 
Bellaire 

Ruben  A.  Nepomuceno 
Bellaire 

BROWN 

Antonio  P.  Mendoza 
Bethel 

Araceli  R.  Mendoza 
Bethel 

CHAMPAIGN 
John  H.  Flora 
Urbana 

COLUMBIANA 

Francisco  D.  Avellana 
Wellsville 
Dardo  S.  Torti 
Salem 

CUYAHOGA  (Cleveland 

unless  otherwise  noted) 
Oscar  M.  Andres 
Bela  Frank  Ballo 
Charles  G.  Cyrill 
Michael  S.  Eisenstat 
Jose  C.  Espinosa 
Rosalie  C.  Faraci 
Stanley  L.  Fox 


CUYAHOGA  (Contd.) 
Lowenski  A.  Garcia 
Gita  P.  Gidwani 
Robert  C.  Gilkeson 
Milton  B.  Good 
Anita  M.  Klein  Goodman 
Herschel  Goren 
Carl  W.  Groppe,  Jr. 
Philip  W.  Hall  III 
Raul  A.  de  la  Iglesia 
Roberta  Ann  Irish 
Armando  M.  Jimenez 
Robert  L.  Katz 
Joseph  I.  Krall 
Franklin  D.  Krause 
Howard  S.  Levin 
Louis  Maggiore 
Jerry  A.  Margolin 
Eduardo  J.  Martinez 
Loyola  J.  Mascarenhas 
Theodore  Mason,  Jr. 
Ruthanne  Muniak 
Aleli  S.  Oconer-Javier 
Fred  R.  Plecha 
Bayani  N.  Ramos 
T.  Rey  Rivera 
North  Olmsted 
Mohammed  M.  Saghafi 
Donald  R.  Schermer 
Alan  M.  Scolnick 
Kenneth  D.  Webster 
James  W.  Wood 
Sai  B.  Yoon 

DEFIANCE 

Robert  A.  Shaw 
Defiance 

FAIRFIELD 

Francis  C.  Ayers 
Amanda 


FRANKLIN  (Columbus, 
unless  otherwise  noted) 
Gunther  Ehlers 
Anne  W.  Holman 
Worthington 
Melanie  S.  Kennedy 
Sung  K.  C.  Lee 
Robert  N.  Ludwig 
Thomas  H.  Mallory 
Plain  City 

Jonathan  W.  Nusbaum 
Lana  M.  Nusbaum 
Mark  M.  Popil 
Edward  R.  Savolaine 
Marilynn  Ann  Strayer 
Thomas  T.  Vogel 
Thomas  F.  Whayne,  Jr. 
Richard  W.  Worst 

GALLIA 

Edward  J.  Berkich 
Gallipolis 
Turgut  S.  Nese 
Gallipolis 

GREENE 

Filomeno  M.  Flores 
Xenia 

Shamim  Shamsi 
Xenia 

HAMILTON  (Cincinnati) 
Charles  W.  Abbot-Smith 
Cosme  R.  Batlle 
Richard  L.  Beaghler 
David  A.  Bowman 
Pearl  J.  Compaan 
N.  W.  Brian  Craythome 
Dennis  V.  Humphries 
Thomas  H.  Joyce  III 
Edward  J.  Law,  Jr. 
Arnold  M.  Leff 
Ann  C.  Lichtenberg 
Roderick  A.  Malone 
David  L.  Martin 
Carol  J.  Milbum 
Alejandro  M.  Pizarro 
Rafael  Ramirez 
Frank  M.  Watkins 

HENRY 

Romeo  S.  Flora 
Napoleon 

Reynaldo  C.  Soriano 
Napoleon 

HURON 

Andres  I.  Vargas,  Jr. 
Norwalk 

LORAIN 
Won  Ho  Lee 
Elyria 

Mario  A.  Macchi 
Lorain 

LUCAS 

Harold  B.  Haley 
Toledo 

Michael  D.  McCoy 
Toledo 


MAHONING 

(Youngstown) 

Robert  S.  Bakondy 
Simon  A.  Basile 
Gary  M.  Courter 
David  J.  Dortin,  Jr. 
Ernest  B.  Hidvegi 
Porfirio  Lozano,  Jr. 
James  E.  Thesing 

MONTGOMERY  (Dayton 
unless  otherwise  noted) 
Joseph  C.  Brown 
Tomas  S.  Gamica 
Gerald  J.  Gelford 
Spring  Valley 
Margaret  L.  Hayes 
David  C.  McElroy 
Francine  Middleman 
Walter  A.  Reiling  Jr. 
Vann  Roberts 
John  W.  Sherrer 
Kuddythamby  Sinna- 
thamby 

Robert  D.  Stocklin 
Pedro  J.  Viera 
Jules  White 
David  H.  Wolf 

PIKE 

Rene  A.  G.  Baldrich 
Portsmouth 

RICHLAND 

Shirish  R.  Pandya 
Lexington 

SENECA 
Ilhan  Alpay 
Tiffin 

Armando  Garza 
Bloomville 

STARK 

Gerardo  Lafont 
Canton 

SUMMIT 

Roger  C.  Troup,  Walsh 
Colorado 

TRUMBULL  (Warren) 
Mohammad  R.  Khavari 
Ellis  W.  List,  Jr. 

Fermin  T.  Yu 
Paul  G.  Zerbi 

UNION 

Jacob  H.  Elberfeld 
Marysville 

WARREN 

Gary  P.  Hayes 
Lebanon 

WILLIAMS 

George  J.  David 
Edon 

Robert  A.  Prots 
Bryan 

WYANDOT 

Preston  W.  Ports 
Sidney 
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Woman’s  Auxiliary  Highlights  . . . 

Mrs.  Robert  E.  Krone,  State  Publicity  Chairman 
4755  Miami  Road,  Cincinnati,  Ohio  45243 


/^"\NE  MORE  opening  statement — that’s  all  I 

need ! For  the  twenty-fourth  time,  the  ques- 
tion is  “how  to  begin”  a column.  Actually,  it  is 
“how  to  end”  because  the  auxiliary  year  has  come 
to  a close,  duties  and  responsibilities  have  been 
completed,  new  officers  have  been  installed  and 
everyone  is  ready  for  a fresh  start. 

Somewhat  reluctantly,  I complete  two  years 
as  your  publicity  chairman.  My  only  regret  is  that 
I couldn’t  slip  in  a little  nutrition  now  and  then. 
I would  have  loved  to  use  this  space  professionally, 
especially  several  year  ago  when  I was  fully  active 
in  the  field  of  dietetics.  But  perhaps  you  doctors 
haven’t  been  reading  this  page  anyway. 

National  Auxiliary  Meeting  in  June 

Our  state  annual  meeting  will  be  reported  in 
next  month’s  column.  Here  are  a few  more  details 
about  the  national  meeting  just  ahead  of  us. 
Remember  the  time  and  place,  Atlantic  City,  New 
Jersey,  June  20-24,  the  Traymore  Hotel. 

The  American  Medical  Association  registra- 
tion and  exhibits  will  open  Sunday,  10:00  a.m. 
(8:30  a.m.  for  the  other  days)  and  close  Thursday 
at  5:00  p.m.  in  Convention  Hall.  Tuesday  and 
Wednesday  mornings  at  Convention  Hall  will  be 
limited  to  physicians,  medical  students  and  pro- 
gram participants  only.  Members  of  the  Woman’s 
Auxiliary  may  visit  the  exhibits  at  any  other  time. 
Admission  will  be  by  AMA  badge  which  auxiliary 
members  can  secure  by  registering  at  AMA  head- 
quarters in  Convention  Hall  or  Chalfonte-Haddon 
Hall.  For  security  reasons,  this  procedure  must  be 
observed. 

Registration  for  auxiliary  members  will  be 
in  the  Ballroom  area  (Lobby  Floor)  of  the  Tray- 
more Hotel  at  the  following  hours: 

Sunday,  June  20  11:00  a.m.-4:30  p.m. 

Monday,  June  21  8:00  a.m. -5:00  p.m. 

Tuesday,  June  22  9:00  a.m.-5:00  p.m. 

Wednesday,  June  23  9:00  a.m. -1:00  p.m. 

Those  of  you  who  are  delegates  or  committee 
members  will  have  already  received  notice  of 
meeting  hours.  The  formal  opening  session  of  the 
convention  is  scheduled  for  9:00  a.m.  Monday, 
June  21. 

Three  outstanding  speakers  will  bring  new 
information  and  ideas  to  auxilians  attending  the 
48th  annual  meeting.  Walter  H.  Johnson,  Jr., 


chairman  oi  the  board,  Myers-Infoplan  Interna- 
tional, Inc.,  will  give  the  keynote  address.  Guest 
speaker  at  the  Monday  luncheon  will  be  Walter 
C.  Bornemeier,  M.D.,  1970-71  President  of  the 
American  Medical  Association.  The  Hon.  Patricia 
Reilly  Hitt,  Assistant  Secretary,  Community  Field 
Service,  Department  of  Health,  Education  and 
Welfare,  will  address  the  convention  at  the  Tues- 
day luncheon. 

A special  program,  combining  the  area’s  sea- 
side and  boardwalk  activities  with  fascinating  his- 
toric sightseeing,  has  been  planned  for  pre-teens 
and  teenagers  (6  to  17  years)  of  auxiliary  and 
AMA  members  attending  the  national  meeting  in 
.\tlantic  City.  The  program  will  be  handled  by 
Gulliver’s  Trails,  under  the  auspices  of  the  Wom- 
an’s Auxiliary,  and  you  are  urged  to  make  advance 
reservations  to  assure  a place  for  your  family.  The 
young  people  will  be  in  their  own  groups  at  all 
times,  and  all  pickups  and  returns  will  be  at  the 
Traymore  Hotel. 

Use  the  coupon  in  the  May  issue  of  MD’s 
Wife,  or  register  directly  through  Seena  Hamilton, 
Gulliver’s  Trails,  1161  York  Ave.,  N.Y.  10028. 
The  name  and  home  address  of  the  parent,  name 
and  age  of  each  child,  and  advance  payment  must 
accompany  each  reservation. 

A New  Idea  in  Health  Careers 

Hamilton  County's  energetic  health  careers 
chairman,  Mrs.  Lawrence  G.  Kautz,  has  come  up 
with  a great  new  program  for  junior  high  school- 
ers. Feeling  that  this  age  group  is  particularly  im- 
pressionable, and  that  our  efforts  to  channel  ju- 
niors and  seniors  into  health  careers  may  be  a bit 
late  to  be  most  effective,  Nancy  and  her  commit- 
tee have  been  working  on  ways  to  interest  younger 
students.  It  took  a lot  of  time  and  effort  but  the 
results  are  very  effective  and  the  idea  could  be 
used  by  other  counties. 

Mrs.  Kautz  describes  the  package  program 
which  has  been  developed  as  a “special  awareness” 
approach.  It  says  to  the  Junior  High  student:  “No 
matter  what  your  interest  is,  there  is  a place  for 
you  in  the  health  field.”  The  hour-long  program 
is  available  for  assemblies  or  several  combined 
classes.  It  is  a skit  complete  with  props  and  script 
that  can  be  performed  by  twelve  students  and  two 
auxiliary  members.  One  auxilian  serves  as  narra- 
tor, the  other  works  back-stage.  They  meet  with 
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tlie  student  actors  about  twenty  minutes  ahead  of 
the  program  to  coach  them  in  their  roles.  The  skit 
is  done  in  pantomime  and  the  youngsters  can 
really  “do  their  own  thing”  to  illustrate  the  talk. 

To  develop  the  narration,  Nancy  solicited  the 
assistance  of  Edna  Kaywood,  secretary  of  the 
Health  Careers  Association  of  the  greater  Cincin- 
nati area.  They  contracted  representative  members 
of  several  health  professions,  asking  for  a job  de- 
scription, personal  comments  about  job  satisfac- 
tion, and/or  case  histories.  These  were  woven  into 
a simple  plot  involving  a patient,  his  doctor,  and 
numerous  health  team  members.  The  program  has 
been  presented  at  five  junior  high  schools  since 
March.  Audiences  have  been  most  receptive  and 
the  skit  participants  have  entered  into  their  roles 
with  enthusiasm.  Mrs.  Kautz  states  that  the  health 
careers  committee  is  planning  to  contact  many 
schools  next  year  and  schedule  the  program  which 
has  finally  become  a reality,  tried  and  tested. 

Montgomery  County'  Visits  the  Legislature 

Twenty-three  members  of  the  Montgomery 
County  auxiliary  spent  April  13  in  Columbus.  Per- 
haps the  story  is  best  told  in  their  own  words: 
“It  all  began  at  7:30  a.m.  when  we  boarded  the 
bus  on  a bright  spring  day.  Our  favorite  lady  in 
the  Senate  asked  us  to  pick  her  up  along  the  way. 
At  the  appointed  time  Senator  Clara  Weisenborn 
joined  the  group  and  greeted  each  auxilian  per- 
sonally. Upon  arrival  in  Columbus  she  shepherded 
the  group  to  the  Rotunda  and  outlined  our  day. 

“It  was  interesting  to  be  spectators  as  the 
House  reconvened  after  a recess  of  almost  two 
weeks.  We  enjoyed  watching  the  board  light  up  as 
votes  on  two  bills  were  recorded.  The  heavy  sched- 
ule of  members  of  the  House  was  made  clear  as 
committee  meetings  of  every'  variety  were  an- 
nounced. As  many  as  250  bills  w'ere  introduced  on 
the  day  w'e  spent  in  Columbus. 

“Our  next  stop  was  a meeting  of  the  Ways 
and  Means  Committee,  of  which  Mrs.  Weisenborn 


is  a member.  The  matter  of  betting  at  Ohio  race 
tracks  was  being  discussed.  There  was  informality 
in  the  midst  of  serious  business  and  there  was  good 
humor  making  the  complicated  matter  easier  to 
consider.  We  heard  a bit  about  Port  Authority  in 
Lorain  and  began  to  realize  how  many  little  im- 
portant matters  find  their  w'ay  to  Columbus  and 
really  make  up  the  great  job  of  governing  our 
state. 

“The  Senate  convened  at  1:30  p.m.  and  our 
group  was  introduced  here  as  we  had  been  in  the 
House.  This  meeting  was  a stimulating  one  in 
which  we  listened  to  an  impassioned  plea  in  favor 
of  and  one  against  a bill  about  to  be  voted.  The 
icing  on  the  cake  was  the  opportunity  to  sit  in  on 
a Health,  Education  and  Welfare  Committee  meet- 
ing. Here  were  school  people  pleading  for  con- 
tinuing ADC  money. 

“It  was  a short,  full  day.  We  feel  we  under- 
stand a little  better  what  it  means  to  be  working 
at  preserving  the  quality  of  life  in  Ohio.  And  it 
should  be  noted  that  the  Montgomery  County 
legislators  were  pleased  indeed  to  have  us  there.” 

Memos  from  State 

Mrs.  Paul  A.  Jones,  legislation  chairman, 
urges  all  auxilians  to  be  informed  about  the  nu- 
merous health  bills  being  considered  both  at  the 
state  and  national  levels.  There  are  many  commit- 
tee studies,  investigations,  field  hearings,  etc.  being 
reported  in  the  news — and  in  our  various  AMA 
and  auxiliary  publications.  Keep  up  with  the  ac- 
tivity, the  progress  of  this  legislation;  this  is  the 
year  for  emphasis  on  health  care. 

Carolyn  suggests  a visit  to  the  Legislature, 
either  as  an  individual,  or  as  a group  (as  Mont- 
gomery County  did).  The  Ohio  House  is  in  ses- 
sion at  10:30  a.m.  and  the  Senate  at  1:30  p.m. 
The  Legislature  is  in  session  only  on  Tuesday, 
Wednesday  and  Thursday.  Hearings  for  the  next 
week  are  posted  on  Friday. 

Mrs.  M.  W.  Sloan,  OMPAC  board  member, 
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Precision  is  a natural  goal  when  you  prescribe  thyroid 
replacement  therapy. 

When  you  prescribe  Proloid  (thyroglobulin)  you  specify 
a precision  blend  of  the  two  natural  active  hormones  — 
T4  and  I3— in  their  natural  protein,  thyroglobulin. 

It’s  because  Proloid  is  the  natural  thyroid  hormone- 
globulin  complex  extracted  and  purified  of  unnecessary 
glandular  debris. 


graphic  analysis  for  T4  and  T3  content  and  including 
testing  in  hypothyroid  humans  — Proloid  is  made  as  pre- 
cise as  the  natural  product  can  get,  batch  after  batch. 
New  2 grain  tablet:  Precision  extends  to  dosage.  With 
the  introduction  of  a new  2 grain  tablet,  titration  can 
be  even  more  conveniently  achieved  with  the  full  range 
of  Proloid  dosages:  Va,  V2,  1,  IV2,  the  new  2.  3,  and 
5 grain  tablets. 


91  control  tests,  2 clinical  assays:  Beginning  with  the 
USP  iodine  assay  and  continuing  through  chromato- 


Warner-Chilcott,  Morris  Plains,  N.  J.  07950 


as  close 
to  precision 
the  natural 
* can  get 


Proloid 


(thyroglobulin) 
the  natural  for  precision 


Proloid®  (thyroglobulin) 

Description:  Proloid  (thyroglobulin)  is  obtained 
from  a purified  extract  of  frozen  hog  thyroid. 
It  contains  the  known  calorigenically  active 
components,  sodium  levothyroxine  (T4)  and 
sodium  liothyronine  (T3).  Proloid  (thyroglobu- 
lin)  conforms  to  the  primary  USP  specifica- 
tions for  desiccated  thyroid  — for  iodine  based 
on  chemical  assay  — and  is  also  biologically 
assayed  and  standardized  in  animals. 
Chromatographic  analysis  to  standardize  the 
sodium  levothyroxine  and  sodium  liothyro- 
nine content  of  Proloid  (thyroglobulin)  is  rou- 
tinely employed. 

The  ratio  of  T4  and  T3  in  Proloid  (thyroglobu- 
lin) is  approximately  2.5  to  1. 

Proloid  (thyroglobulin)  is  stable  when  stored 
at  usual  room  temperature. 

Indications:  Proloid  (thyroglobulin)  is  thyroid 
replacement  therapy  for  conditions  of  inade- 
quate endogenous  thyroid  production:  e.g., 
cretinism  and  myxedema.  Replacement  ther- 
apy will  be  effective  only  in  manifestations  of 
hypothyroidism. 

In  simple  (nontoxic)  goiter,  Proloid  (thyroglob- 
ulin) may  be  tried  therapeutically,  in  non- 
emergency  situations,  in  an  attempt  to  reduce 
the  size  of  such  goiters. 

Contraindication:  Thyroid  preparations  are 

contraindicated  in  the  presence  of  uncorrected 
adrenal  insufficiency. 

Warnings:  Thyroglobulin  should  not  be  used 
in  the  presence  of  cardiovascular  disease  un- 
less thyroid-replacement  therapy  is  clearly  in- 
dicated. If  the  latter  exists,  low  doses  should 
be  instituted  beginning  at  0.5  to  1.0  grain  (32 
to  64  mg)  and  increased  by  the  same  amount 
in  increments  at  two-week  intervals.  This  de- 
mands careful  clinical  judgment. 

Morphologic  hypogonadism  and  nephroses 
should  be  ruled  out  before  the  drug  is  admin- 
istered. If  hypopituitarism  is  present,  the 
adrenal  deficiency  must  be  corrected  prior  to 
starting  the  drug. 

Myxedematous  patients  are  very  sensitive  to 
thyroid,  and  dosage  should  be  started  at  a 
very  low  level  and  increased  gradually. 
Precaution:  As  with  all  thyroid  preparations 
this  drug  will  alter  results  of  thyroid  function 
tests. 

Adverse  Reactions:  Overdosage  or  too  rapid 
increase  in  dosage  may  result  in  signs  and 
symptoms  of  hyperthyroidism,  such  as  men- 
strual irregularities,  nervousness,  cardiac  ar- 
rhythmias, and  angina  pectoris. 

Dosage  and  Administration:  Optimal  dosage  is 
usually  determined  by  the  patient's  clinical 
response.  Confirmatory  tests  include  BMR,  T3 
,3,l  resin  sponge  uptake,  T3  l3ll  red  cell  up- 
take, Thyro  Binding  Index  (TBI),  and  Achilles 
Tendon  Reflex  Test.  Clinical  experience  has 
shown  that  a normal  PBI  (3.5-8  meg/ 100  ml) 
will  be  obtained  in  patients  made  clinically 
euthyroid  when  the  content  of  T4  and  T3  is 
adequate.  Dosage  should  be  started  in  small 
amounts  and  increased  gradually  with  incre- 
ments at  intervals  of  one  to  two  weeks.  Usual 
maintenance  dose  is  0.5  to  3.0  grains  (32  to 
190  mg)  daily. 

Instructions  for  Use:  The  following  conversion 
table  lists  the  approximate  equivalents  of 
other  thyroid  preparations  to  Proloid  (thyro- 
globulin) when  changing  medication  from  des- 
iccated thyroid,  T4  (sodium  levothyroxine),  T3 
(sodium  liothyronine),  or  T4/T3  (liotrix). 

Dose  of  Dose  of  Dose  of  I4  Dose  of  I3 

Proloid  desiccated  (sodium  levo-  (sodium  Mo-  Dose  of  liotrix 
(thyroglobulin)  thyroid  thyroxine)  thyronine)  (Ta/T3) 


1 grain 

1 grain 

0.1  mg 

25  meg 

it  1 (60  meg / 
15  meg) 

2 grains 

2 grains 

0.2  mg 

50  meg 

it 2 (120  meg/ 
30  meg) 

3 grains 

3 grains 

0.3  mg 

75  meg 

it 3 (180  meg/ 

4 grains 

5 grains 

4 grains 

5 grains 

0.4  mg 
0.5  mg 

100  meg 
125  meg 

45  meg) 

In  changing  from  Thyroid  USP  to  Proloid  (thy- 
roglobulin),  substitute  the  equivalent  dose  of 
Proloid  (thyroglobulin).  Each  patient  may  still 
require  fine  adjustment  of  dosage  because  the 
equivalents  are  only  estimates. 

Overdosage  Symptoms:  Headache,  instability, 
nervousness,  sweating,  tachycardia,  with 
unusual  bowel  motility.  Angina  pectoris  or 
congestive  heart  failure  may  be  induced  or 
aggravated.  Shock  may  develop.  Massive  over- 
dosage may  result  in  symptoms  resembling 
thyroid  storm.  Chronic  excessive  dosage  will 
produce  the  signs  and  symptoms  of  hyper- 
thyroidism. 

(Treatment:  In  shock,  supportive  measures 
should  be  utilized.  Treatment  of  unrecognized 
adrenal  insufficiency  should  be  considered.) 
How  Supplied:  Vi  grain;  V4  grain;  scored  1 
grain;  ll/2  grain;  3 grain;  and  scored  5 grain 
tablets,  in  bottles  of  100  & 1000;  and  scored 
2 grain  tablets  in  bottles  of  100. 
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reminds  us  that  it  is  not  too  late  to  send  in  your 
OMPAC  dues — $25.00  will  help  elect  responsible 
men  in  1972,  a year  of  crisis  for  American  medi- 
cine. Send  your  check  to  P.O.  Box  #5617,  Co- 
lumbus 43221. 

More  County  Activity 

More  than  400  attended  Lilac  ’71,  a cham- 
pagne luncheon  held  by  the  Woman’s  Auxiliary 
to  the  Academy  of  Medicine  of  Cleveland  for  the 
benefit  of  the  philanthropy  fund.  The  lilac  tree 
was  abloom  with  price-tagged  watch  bracelets. 
Proceeds  from  the  sale  will  continue  the  auxiliary’s 
grant-in-aid  program  which  enables  girls  to  train 
as  registered  and  practical  nurses,  physiotherapists, 
medical  technicians,  occupational  therapists  and 
medical  assistants.  Since  1962,  when  the  program 
was  started,  a total  of  $16,650  has  been  invested 
in  the  careers  of  46  students.  Mrs.  Daniel  Maras 
and  Mrs.  Joseph  Corsaro  were  co-chairmen  of  the 
benefit. 

Lucas  County’s  spring  calendar  held  many  in- 
teresting events;  the  AMA-ERF  bridge  benefit 
luncheon  in  March  with  Dru  Goll  as  a special 
guest;  Academy  Day  at  the  Blood  Bank,  and  a 
special  invitational  luncheon  in  April;  a Senior 
Citizens  Tea,  Mobile  Meals  Tea,  and  the  auxiliary 
annual  meeting  in  May.  Panelists  discussed  “Men- 
tal Health  as  It  Pertains  to  Our  Community”  at 
the  April  meeting.  Mrs.  Howard  Smith,  commu- 
nity services  chairman,  had  invited  two  representa- 
tives from  each  of  75  area  organizations  for  this 
event.  Chairman  of  the  monthly  meetings  included 
Mrs.  Douglas  Ford  and  Mrs.  Dean  Ersig  for 
March,  Mrs.  William  Winslow  and  Mrs.  George 
Lemon  for  April,  and  Mrs.  James  Farkas  and  Mrs. 
Joseph  Roshe  in  May. 

The  Woman’s  Auxiliary  and  the  Academy  of 
Medicine  of  Cincinnati  held  a joint  meeting,  Sun- 
day, May  23  at  noon.  The  gala  champagne  brunch 
was  in  honor  of  the  president  of  the  Academy  and 
his  wife,  Dr.  and  Mrs.  Stephen  P.  Hogg.  1971-72 
officers  of  the  auxiliary  were  installed. 

At  their  April  meeting  Cincinnati  auxilians 
had  listened  to  a thought-provoking  discussion  of 
the  role  women  must  play  in  an  ever  changing 
world.  The  speaker,  Judge  Olive  L.  Holmes, 
opened  her  talk  with  a Biblical  quotation,  Prov- 
erbs 31 : 10-31.  From  this  she  developed  her  theme, 
“Through  the  Looking  Glass.”  Chairmen  for  the 
day  included  Mrs.  Walter  B.  Wildman,  II,  Mrs. 
Khosrow  Alamin,  and  Mrs.  Caesar  E.  Elma.  The 
state  president  and  president-elect,  Mrs.  Carl  F. 
Goll  and  Mrs.  Russell  L.  Wiessinger  were  guests 
of  honor. 

Dru  and  Ann  drove  from  Cincinnati  to 
Evansville,  Indiana  for  the  annual  meeting  of  that 
state.  They  were  much  impressed  with  the  hospi- 
tality shown  them  and  with  the  clever  them  of 
“Heavensville”  for  the  convention. 
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Highlights  in  Ohio  Welfare 

Statistics,  Present  and  Future 


/\  S A POSTSCRIPT  to  Director  John  E.  Han- 
*-san’s  editorial  last  month  (May  issue  of  The 
journal,  page  420),  the  following  information  is 
outlined.  This  is  where  Ohio  stands  NOW'  in 
helping  the  economically  dependent  who  are  on 
welfare : 

1.  Less  than  5 percent  of  Ohio’s  10.7  million 
people  are  on  public  assistance — Aid  for  the 
Aged,  Aid  for  Blind,  Aid  for  Disabled,  Aid  for 
Dependent  Children,  and  General  Relief. 

2.  An  estimated  10  percent  or  one  million 
citizens  are  living  on  incomes  below  the  federal 
government  poverty  level. 

3.  Aid  for  Aged  payments  provide  maximum 
benefits  of  $122  per  month  for  a single  individual 
or  $200  per  month  for  a couple.  In  AFA  pay- 
ments, Ohio  ranks  thirty-fourth  in  the  nation. 

4.  Aid  for  the  Blind  payments  provide  a 
maximum  benefit  of  $122  per  month  for  a single 
individual  and  $200  per  month  for  a couple.  In 
AB  payments,  Ohio  ranks  fortieth  in  the  nation. 

5.  Aid  for  Disabled  payments  provide  a maxi- 
mum benefit  of  $112  per  month  for  a single  indi- 
vidual and  $180  per  month  for  a couple.  In  AFD 
payments,  Ohio  ranks  thirty-fourth  in  the  nation. 

6.  Aid  for  Dependent  Children  payments 
provide  a maximum  of  $140  for  a mother  and 
one  child  or  $200  for  a mother  and  three  chil- 
dren. In  ADC  payments,  Ohio  ranks  twenty- 
sixth  in  the  nation. 

7.  General  Relief  payments  provide  a maxi- 
mum benefit  of  $103  per  month  for  an  individual 
and  $140  for  a couple.  In  GR  payments,  Ohio 
ranks  about  twenty-third  in  the  nation.  Note: 
Payments  fluctuate  more  in  this  program  than 
in  others  and  the  states  do  not  report  changes 
as  well.  This  means  Ohio’s  rank  is  more  a guess 
in  the  GR  program. 

8.  Medical  programs  provide  medical  care 
for  530,000  welfare  recipients.  Hospitals  and  other 
health  sendee  programs  continue  to  have  to  seek 
other  sources  to  absorb  the  costs  of  care  for  the 
medically  needy  who  are  not  on  welfare. 

9.  Ohio  is  the  only  state  in  the  nation  that 


does  not  contribute  toward  the  cost  of  children’s 
services.  A law  was  passed  in  1959  to  permit  a 
line  item  appropriation  but  it  has  never  been 
implemented. 

10.  Ohio  maintains  the  “lien  law”  which  is 
estimated  to  be  preventing  two  thousand  elderly 
citizens  from  accepting  financial  assistance  under 
AFA. 

Proposed  Fiscal  1972  Budget  of  the 
Ohio  Department  of  Public  Welfare 

Higher  Assistance  Levels 

The  budget  would  bring  assistance  payments 
per  recipient  up  to  Ohio  Department  of  Welfare 
minimum  standards.  (See  table.) 

Medically  Needy 

The  budget  proposes  extending  Medicaid 
coverage,  beginning  in  January'  1972,  to  about 
400,000  potential  welfare  recipients  who  have  only 
enough  money  to  get  by  until  they  require  medical 
attention.  For  every  dollar  spent  in  this  program, 
the  federal  government  would  reimburse  54  cents. 
This  program  would  cost  the  state  approximately 
$29.6  million  in  fiscal  1972. 

State  Assumption  of  County  Share 

Beginning  in  January  1972,  the  budget  pro- 
vides for  state  assumption  of  all  county  costs  of 
public  assistance  (AFA,  AB,  AFD,  ADC  and  GR) . 
County  costs  now  amount  to  $25  million  a year. 

Children’s  Services 

The  budget  would  initiate  for  fiscal  1972  a 
state  contribution  of  $2,750,000  a year  for  child 
welfare  services.  Ohio  is  now  the  only  state  which 
does  not  contribute  to  these  costs. 

Costs 

The  proposed  budget  requires  $164.8  million 
more  in  state  funds  for  fiscal  1972  than  does  the 
continuation  budget.  This  is  a cost  of  four  cents 
a day  for  each  Ohioan.  The  total  request  for  fiscal 
1972  is  $839.5  million. 


Higher  Assistance 

budget  would  bring  assistance  payments  per  r 

Levels 

ecipient  up  to 

Ohio  Department 

of  Public  Welfai 

mim  standards: 

Increase 

New  Average 

New  Maximum 

Category 

Per  Month 

Monthly  Payment 

Monthly  Payment 

Aid  for  Aged 

$10.00 

$71.15 

$132.00 

Aid  for  Blind 

10.00 

86.17 

132.00 

Aid  for  Disabled 

20.00 

96.61 

132.00 

Aid  for  Dependent  Children 

16.00 

61.00 

64.50* 

General  Relief 

22.00 

56.00 

110.00 

*Per  person  for  a family  of  four 
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Norgesic . . . provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
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mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
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Officers  and  AM  A Delegates  Elected 
at  the  1971  Annual  Meeting 


TAR.  P.  JOHN  ROBECHEK,  of  Cleveland,  was 

installed  as  President  of  the  Ohio  State  Med- 
ical Association  on  May  13,  during  the  1971 
OSMA  Annual  Meeting  in  Columbus.  Named 
President-Elect  last  year,  Dr.  Robechek  is  a prac- 
ticing surgeon  in  Cleveland,  a Past  President  of 
the  Academy  of  Medicine  of  Cleveland,  served  as 
Councilor  of  the  Fifth  Councilor  District  before 
being  named  President-Elect,  and  is  a Delegate 
to  the  .American  Medical  Association. 

Dr.  Robechek  succeeds  Dr.  Richard  L.  Ful- 
ton, of  Columbus,  who  will  serve  an  additional 
year  on  The  Council  as  the  Immediate  Past  Presi- 
dent. 

Dr.  William  R.  Schultz,  of  Wooster,  was 
named  President-Elect  and  will  succeed  to  the 
Presidency  at  the  1972  Annual  Meeting  in  Cin- 
cinnati. Dr.  Schultz  is  a practicing  physician  in 
Wooster,  specializing  in  otolaryngology.  He  is  a 
Past  President  of  the  Wayne  County  Medical 
Society,  former  Wayne  County  Delegate,  and  has 
served  on  The  Council  since  1965  as  Councilor 
of  the  Eleventh  District. 

The  House  of  Delegates  elected  two  new 
Councilors  and  reelected  four  Councilors. 

Dr.  James  G.  Tye,  Dayton,  was  elected  Coun- 
cilor of  the  Second  District,  to  succeed  Dr.  George 
J.  Schroer,  of  Fort  Loramie,  who  was  not  a candi- 
date for  reelection.  A practicing  radiologist  in 
Dayton,  Dr.  Tye  is  a graduate  of  the  University 
of  Louisville  School  of  Medicine,  1937,  Fellow  of 
the  American  College  of  Radiology,  and  a Diplo- 
mate  of  the  American  Board  of  Radiology.  Active 
in  medical  organization  work,  he  is  Past  President 
of  the  Montgomery  County  Medical  Society,  a 
Delegate  of  that  Society  for  a number  of  terms, 
and  is  a Past  President  of  the  Ohio  State  Radio- 
logical Society. 

Dr.  Robert  G.  Thomas,  Elyria,  was  elected 
Councilor  of  the  Eleventh  District  to  complete 
one  year  of  the  unexpired  term  of  Dr.  Schultz. 
Dr.  Thomas  is  a practicing  pathologist  in  the 
Elyria  area,  and  is  a diplomate  of  the  American 
Board  of  Pathology,  certified  in  clinical  pathology 
and  anatomic  pathology.  He  is  associated  with 
the  International  Academy  of  Pathology,  the  Col- 
lege of  American  Pathologists,  American  Society 
of  Clinical  Pathologists,  and  the  Society  of  Nu- 
clear Medicine.  He  is  currently  President  of  the 
Lorain  County  Medical  Society,  secretary-treasurer 


of  the  Ohio  Society  of  Pathologists,  and  Secretary 
of  the  OSMA  Section  on  Pathology. 

Reelected  as  Councilors  are  Dr.  George  N. 
Bates,  Toledo,  Fourth  District;  Dr.  Maurice  F. 
Lieber,  Canton,  Sixth  District;  Dr.  William  M. 
Wells,  Newark,  Eighth  District;  and  Dr.  James 
G.  McLarnan,  Mt.  Vernon,  Tenth  District. 

Councilors  in  the  midst  of  two-year  terms  are 
Dr.  Paul  N.  Ivins,  Hamilton,  First  District;  Dr. 
Dwight  L.  Becker,  Lima,  Third  District;  Dr. 
David  Fishman,  Cleveland,  Fifth  District;  Dr. 
Sanford  Press,  Steubenville,  Seventh  District;  and 
Dr.  Oscar  W.  Clarke,  Gallipolis,  Ninth  District. 
Dr.  James  L.  Henry,  Grove  City,  is  serving  his 
second  three-year  term  as  Secretary-Treasurer. 

The  House  of  Delegates  elected  as  Delegates 
to  the  AMA  for  two-year  terms  beginning  January 
1,  1972,  Dr.  Harry  K.  Hines,  Cincinnati;  Dr. 
Henry  A.  Crawford,  Cleveland;  Dr.  Frederick  P. 
Osgood,  Toledo;  Dr.  P.  John  Robechek,  Cleve- 
land; and  Dr.  Oscar  W.  Clarke,  Gallipolis. 

Hold-over  Delegates  are  Dr.  Richard  L. 
Meiling,  Columbus;  Dr.  Lawrence  C.  Meredith, 
Oberlin;  Dr.  Robert  N.  Smith,  Toledo;  and  Dr. 
Robert  E.  Tschantz,  Canton.  Dr.  Philip  B.  Hardy- 
mon,  Columbus,  was  not  a candidate  for  reelec- 
tion. He  will  complete  his  current  term  ending 
December  31,  1971. 

The  House  elected  the  following  Alternate 
Delegates  for  two-year  terms  beginning  January 
1,  1972:  Dr.  George  N.  Bates,  Toledo;  Dr.  Jerry 
L.  Hammon,  West  Milton;  Dr.  William  J.  Lewis, 
Jr.,  Dayton;  Dr.  Jack  Schreiber,  Canfield;  and 
Dr.  Richard  L.  Fulton,  Columbus. 

Hold-over  Alternate  Delegates  are  Dr.  Dwight 
L.  Becker,  Lima;  and  Dr.  H.  William  Porterfield, 
Columbus. 

The  election  of  Dr.  Crawford  and  Dr.  Clarke 
left  two  vacancies  among  Alternate  Delegates  be- 
ginning January  1,  1972  and  ending  December 
31,  1972.  The  House  elected  Dr.  David  Fishman, 
Cleveland,  and  Dr.  Robert  P.  Johnson,  Middle- 
town,  to  serve  the  one  year  of  these  terms. 

Because  of  the  time  element  involved,  only 
this  brief  summary  of  election  results  could  be 
included  in  this  issue  of  The  Journal.  Watch  for 
the  July  number  and  complete  reports  of  the 
1971  Annual  Meeting,  including  official  minutes 
of  the  House  of  Delegates. 
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Obituaries 


Charles  Taylor  Atkinson,  M.D.,  physician  of 
long  standing  in  Middletown  and  former  member 
of  The  Council  of  the  Ohio  State  Medical  Associ- 
ation, died  on  March  27  at  the  age  of  76. 

Dr.  Atkinson  was  elected  to  The  Council  of 
OSMA  in  1954  as  Councilor  for  the  First  District 
and  resigned  in  1956  after  serving  a little  more 
than  two  years.  He  had  previously  served  on  the 
OSMA  Committee  on  School  Health. 

He  was  graduated  from  Ohio  State  University 
College  of  Medicine  in  1916  and  began  his  career 
in  Middletown  as  physician  for  the  Armco  Steel 
Corporation.  During  World  War  I he  served  in 
the  Army  Medical  Corps.  For  a number  of  years 
he  also  served  as  physician  for  the  New  York 
Central  Railroad.  He  was  an  active  participant 
in  the  affairs  of  the  Butler  County  Medical  Society 
and  in  a number  of  community  organizations.  His 
widow,  a son,  and  two  brothers  survive. 

George  I.  Bauman,  M.D.,  Orlando,  Fla.; 
Western  Reserve  University  School  of  Medicine, 
1903;  aged  91;  died  April  25;  member  of  OSMA, 
AMA,  the  Clinical  Orthopaedic  Society,  and 
American  Academy  of  Orthopaedic  Surgeons; 
practitioner  in  Cleveland  and  professor  of  ortho- 
paedic surgery  at  Western  Reserve  University;  on 
the  editorial  staff  of  the  Journal  of  Bone  and  Joint 
Surgery;  retired  in  1949  and  moved  to  Florida. 
Two  physician  sons  are  Dr.  William  C.,  of  Mid- 
land, Mich.,  and  Dr.  Edward  E.,  of  Warren. 


Albert  Brownstone,  M.D.,  Miami  Beach,  Fla.; 
German  Medical  University  of  Prague,  1936;  aged 
74;  died  April  10;  member  of  OSMA  and  AMA; 
general  practitioner  for  many  years  in  Painesville. 

George  Michael  Ghoban,  M.D.,  Cleveland; 
State  University  of  New  York  Upstate  Medical 
Center,  1968;  aged  29;  died  April  20;  resident  in 
neuropathology  at  Lakeside  Hospital. 

Stephen  Vaclav  Geroch,  M.D.,  Akron;  West- 
ern Reserve  University  School  of  Medicine,  1937; 
aged  59;  died  April  8;  member  of  OSMA  and 
AMA;  practitioner  in  Akron  for  31  years;  veteran 
of  World  War  II. 

Frank  Hatcher  Hendricks,  M.D.,  Cleveland; 
Meharry  Medical  College,  1924;  aged  73;  died 
April  24;  member  of  OSMA,  the  AMA,  the 
American  Academy  of  General  Practice  and  the 
National  Medical  Association;  past  president  of 
the  Academy  of  Medicine  of  Cleveland;  practi- 
tioner of  long  standing  in  Cleveland. 

Henry'  Jaroslav  John,  M.D.,  Corrales,  New 
Mexico;  Western  Reserve  University  School  of 
Medicine,  1916;  aged  86;  died  March  28;  member 
of  OSMA,  AMA  and  Central  Society  for  Re- 
search; Fellow  of  American  College  of  Physicians; 
practitioner  of  long  standing  in  Cleveland;  founder 
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of  the  Ho-Mita-Koda  camp  for  diabetic  children; 
veteran  of  both  World  Wars  I and  II. 

Edward  Frank  Kieger,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1913;  aged  82;  died  April  13;  member  of  OSMA, 
AMA,  and  Industrial  Medical  Association;  Fellow 
of  the  American  College  of  Surgeons;  former 
secretary-treasurer  and  director,  Academy  of 
Medicine  of  Cleveland;  practitioner  of  long  stand- 
ing in  Cleveland;  veteran  of  World  War  I.  Two 
physician  sons  are  among  survivors,  I )r.  Edward 
F.  II  and  Dr.  Arthur  B Kiefer. 

John  Hatcher  Nichols,  M.D.,  Cleveland;  Uni- 
versity of  Michigan  Medical  School,  1926;  aged 
69;  died  April  1 ; member  of  OSMA,  AMA,  Amer- 
ican Academy  of  Neurology,  American  Psychiatric 
Association,  Central  Neuropsychiatric  Association; 
diplomate,  American  Board  of  Psychiatry  and 
Neurology:  former  director,  Academy  of  Medicine 
of  Cleveland;  practitioner  of  long  standing  in  the 
Cleveland  area;  assistant  professor  of  neurology 
at  Case  Western  Reserve  University;  medical 
director,  Windsor  Hospital;  served  in  the  Navy 
Medical  Corps  during  World  War  II. 

Eliseo  Serrano  Pano,  M.D.,  Cleveland;  Uni- 
versity of  Santo  Tomas,  the  Philippines,  1958; 
aged  39;  died  March  29;  member  of  OSMA  and 
AMA;  resident  in  internal  medicine  in  Cleveland 
area  since  1961  and  private  practitioner  there 
since  1967. 

Clarence  Tower  Risley,  M.D.,  Conneaut; 
Ohio  State  University  College  of  Medicine,  1931: 
aged  68;  died  March  27;  member  of  OSMA  and 
AMA;  past  president  of  the  Ashtabula  County 
Medical  Society;  native  of  Conneaut  and  practi- 
tioner there  for  some  35  years;  veteran  of  World 
War  II. 

John  Hargreaves  Ross,  M.D.,  West  Palm 
Beach,  Fla.;  University  of  Western  Ontario  Med- 
ical School,  Canada,  1904;  aged  85;  died  April 
19;  former  member  of  OSMA;  retired  in  1955 
after  long  practice  in  Orwell,  Ashtabula  County. 
Dr.  William  J.  Ross,  of  Orwell,  is  his  son. 


Raymond  Theodore  Saxen,  M.D.,  Canton; 
Hahnemann  Medical  College  of  Philadelphia, 
1936;  aged  59;  died  March  28;  member  of  OSMA, 
AMA,  and  Fellow  of  American  College  of  Cardi- 
ology; practitioner  in  Canton  since  1947  and 
head  of  the  EKG  service  at  Timken  Mercy  Hos- 
pital. 

Virgil  Heber  Sergeant,  M.D.,  Newcomers- 
town;  Harvard  Medical  School,  1923:  aged  75; 
died  April  5;  practitioner  of  long  standing  in  the 
Isleta-Newcomerstown  area;  veteran  of  World 
War  I. 

Michael  Joseph  Sunday,  M.D.,  Youngstown; 
Marquette  University  School  of  Medicine,  1937; 
aged  64;  died  April  26:  member  of  OSMA  and 
AMA;  general  practitioner  of  long  standing  in 
Youngstown,  in  recent  years  on  the  medical  staff 
of  the  Veterans  Administration  Hospital,  Marion, 
Ind. 
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Mobile  Meals  of  Toledo 


A Successful  Home  Care  Service 
Spearheaded  by  the  Medical  Community 


By  Mrs.  Richard  L.  Schafer 
Trustee,  Mobile  Meals  of  Toledo 

TT  WAS  JOHN  DONNE  who  said  that  no  man 
is  an  island  unto  himself,  yet,  for  too  many  years 
we,  in  Toledo,  allowed  many  man-islands  to  go 
unnoticed  and  uncared  for — the  man-islands  of  the 
aged,  handicapped  and  chronically  ill  for  whom 
a home  food  service,  such  as  Mobile  Meals  of 
Toledo,  Ohio  has  meant  the  difference  between 
remaining  at  home  or  being  institutionalized,  be- 
tween an  earlier  discharge  from  the  hospital  or  a 
longer  hospital  stay,  and  even  the  difference  be- 
tween life  or  death. 

History- 

In  1967,  three  women  (two  of  them  doctor's 
wives,  one  of  which  was  then  president  of  the 
Auxiliary  to  the  Academy  of  Medicine  of  Toledo 
and  Lucas  County)  formed  the  nucleus  of  a group 
of  interested  community  people  who  set  out  to 
research  the  many  complexities  of  a meal  delivery 
program  and  build  a firm  foundation  for  such 
a sendee.  To  that  end,  they  divided  into  “task 
forces,”  and  worked  unceasingly  for  1 1 months 
to  iron  out  the  problems  of  food  bases,  packaging, 
delivery,  budget  and  finance,  promotion  and 
publicity,  screening,  eligibility  and  coordination. 
By  the  time  they  had  finished  this  arduous  job 
they  had : 

1.  Secured  the  official  sponsorship  by  the 
Auxiliary  to  the  Academy  of  Medicine  of  Toledo 
and  Lucas  County. 

2.  Obtained  not  only  the  blessing  from  our 
doctors,  but  also  a rent-free  office  in  tbe  medical 
society’s  building  and  free  24-hour  phone  service 
from  their  switchboard. 

3.  Had  established  liaisons  with  die  Health 
Department,  Sanitary-  Engineer,  Police  Depart- 
ment, City  Nutritionists,  Visiting  Nurse  Service 
and  one  hospital,  St.  Luke’s  Hospital  in  Toledo, 
Ohio. 

The  home  care  service  began  as  “Meals  On 
Wheels,”  but  — that  being  tbe  trade  name  of  a 
manufacturer  of  hospital  serving  carts  — it  became 
“Mobile  Meals  of  Toledo.” 


The  author  is  the  wife  of  Richard  L.  Schafer, 
M.D.,  practicing  physician  in  Toledo,  and  is  a 
member  of  the  Woman’s  Auxiliary  to  the  OSMA. 


Purpose 

The  official,  stated  purpose  of  the  organiza- 
tion is  as  follows: 

The  provision  of  palatable  meals  that  supply 
essential  nutrients  to  a person  who  is  unable 
to  prepare  or  obtain  adequate  meals  during  a 
period  of  need,  or  to  someone  who  is  unable  to 
fully  understand  and  prepare  a modified  diet. 
The  sendee  is  for  all  who  would  benefit  from 
it,  regardless  of  income,  with  emphasis  on  the  aged. 

Research  completed,  health  and  welfare 
agencies  ready  and  willing,  a volunteer  corps  of 
thirty  women  (mostly  wives  of  physicians  and 
dentists)  all  set  to  go  and  St.  Luke’s  happy  to 
cooperate  in  the  venture,  Mobile  Meals  began  ser- 
vice to  four  subscribers  on  December  4,  1967. 

Volunteers 

As  the  number  of  subscribers  increased,  so,  of 
course,  did  the  volunteer  corps,  which  is  really  the 
heart  of  the  program.  The  thirty  initial  volunteers 
have  swollen  to  over  five  hundred,  including  a 
sprinkling  of  men.  The  rate  of  attrition  is  negligible, 
less  than  25  volunteers  have  left  the  program 
since  its  inception  in  1967.  No  doubt  this  is  due 
to  the  immediate  gratification  the  volunteer  re- 
ceives from  a necessary  job,  well  done  in  a rel- 
atively short  period  of  time.  We  have  not  had, 
nor  do  we  anticipate  any  difficulty  in  securing 
additional  people  to  work  in  the  program  as  it 
expands  — fortunately,  selling  people  on  the  need 
to  participate  and  then  stay  with  Mobile  Meals 
has  presented  no  problems.  It  might  be  noted 
here,  that,  in  addition  to  the  time  donated  to  the 
delivery  service,  volunteers  also  provide  their  own 
automobiles  and  gasoline.  In  December,  1970, 
after  three  full  years  of  the  operation,  we  judge 
that  our  volunteers  have  given  26,199  volunteer 
hours,  have  dirven  a total  of  126,000  miles,  and 
donated  10,500  gallons  of  gasoline. 

What  Is  Being  Served  and  by  \\  horn 

From  Monday  through  Friday,  volunteers 
(two  to  a team)  bring  a styrofoam  carrying  case 
containing  the  hot  noon  meal  which  is  partitioned 
from  a light  cold  supper  of  salad,  sandwich  and 
dessert.  On  Mondays,  the  subscribers  are  provided 
with  a supply  of  cereal,  milk,  bread,  margarine 
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and  juice  to  use  for  their  breakfasts  and  as  a 
supplement  to  their  other  meals. 

Subscribers 

By  year  end,  the  total  number  of  meals 
served  since  December,  1967  to  December,  1970 
was  74,730  to  almost  550  different  subscribers. 
About  half  were  modified  diets  — we  serve  a 
regular  diet,  or,  when  ordered  by  a physician,  one 
of  five  special  diets.  The  ages  of  those  being 
served  run  between  20  and  100  years,  six  have  been 
in  their  nineties.  The  bulk  of  subscribers,  however, 
falls  between  the  ages  of  sixty  and  ninety.  Two 
thirds  of  those  referred  to  Mobile  Meals  come 
through  our  physicians  and  the  next  largest  num- 
ber are  referred  by  the  Visiting  Nurses.  Others 
are  through  family,  clergy,  welfare  agencies,  friends 
and  neighbors.  Only  one  of  the  original  subscribers 
yet  remains  with  us.  The  greatest  percentage  of 
those  who  have  terminated  the  program  have 
done  so  because  of  improvement,  that  is,  the  indi- 
viduals were  helped  over  a difficult  period  and 
were  again  able  to  take  care  of  themselves. 

Cost  of  Meals 

The  cost  of  the  meals  has  remained  constant 
from  the  outset,  the  food  bases  providing  them  at 
cost.  How  much  longer  these  prices  will  hold,  in 
the  face  of  ever  present  inflation,  is  impossible 
to  predict.  Presently,  the  regular  diet  is  $2.10  a 
day  (three  well-balanced  meals)  and  the  modified 
diet,  $2.35  per  day.  Where  the  need  is  evident, 
Mobile  Meals  subsidizes  the  subscriber. 

Funding 

The  early  “task  forces”  concerned  themselves 
only  with  the  need ; somehow  finances  would  take 
care  of  themselves  — and  they  did.  We  all  remem- 
ber the  proverbial  “shoestring”  — that’s  the  same 


one  that  launched  Mobile  Meals.  In  the  early 
months,  the  immediate  problems  of  an  office  and 
phone  service  were  solved  by  the  Academy  of 
Medicine  of  Toledo  and  Lucas  County  which 
offered  space  in  its  building  and  the  services  of  the 
switchboard. 

We  still  “live”  at  the  Academy  headquarters 
and  have  use  of  the  phone  service  which,  inci- 
dentally, because  the  phone  number  for  Mobile 
Meals  is  the  same  as  the  Academy’s,  the  link 
between  them,  in  the  public  mind,  is  very  strong. 
This  help,  plus  gifts  of  money  from  local  service 
clubs,  the  Northwestern  Ohio  Heart  Association 
and  individuals  kept  us  alive.  Within  the  past 
year,  we  have  become  a member  agency  of  the 
Greater  Toledo  Community  Chest,  though  we  still 
remain  under  the  aegis  of  the  Auxiliary'  to  the 
Academy  of  Medicine  of  Toledo  and  Lucas  Coun- 
ty. By  our  association  with  the  Chest,  we  have 
achieved  not  only  part  of  our  funding,  but  also  a 
recognition  by  the  community  that  the  “man- 
islands”  really  do  exist  and  at  least  one  agency 
is  working  to  better  them  (without  stripping  them 
of  their  dignity  in  the  process) . 

Educational  Function 

Mobile  Meals  serves  in  yet  another  capacity 
— education.  Truly,  we  are  a laboratory  to  which 
interested  persons  from  one  end  of  the  country 
to  the  other  have  come,  to  learn  and  observe. 
In  our  own  state,  we  have  worked  with  Akron, 
Findlay,  Bryan,  Tiffin,  Youngstown  and  Port 
Clinton.  Many  of  these  have  set  up  their  own 
food  operation,  some  are  in  the  process  of  doing 
so. 

Projection 

Many  of  our  subscribers  are  victims  of  heart 
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disease,  cancer  and  stroke  and,  a high  percentage 
of  them,  because  of  Mobile  Meals,  are  able  to  be 
maintained  in  their  own  homes,  rather  than  in 
a hospital  or  an  extended  care  facility  which 
they  would  otherwise  surely  need. 

Mobile  Meals  is  truly  a Home  Care  Service. 
As  we  project  into  a future  of  increased  popula- 
tion and  longer  life  span,  it  seems  not  unreasonable 
to  picture  the  strain  on  community  resources 
both  in  medical  and  paramedical  personnel  and 
in-patient  capacity.  We  think  operations  like  out- 
food  service  contain  some  of  the  answers  for 
the  medical  problems  that  undoubtedly  lie  ahead. 


Public  Relations 

As  a positive  public  image  for  the  medical 
community,  at  least  in  Toledo,  it  has  been  most 
successful.  At  a time  when  the  medical  profession 
has  come  under  some  fire,  this  is  one  program  that 
does,  indeed,  remind  the  public  that  their  doctors 
do  care. 

Finally,  because  the  entire  program  does  in- 
volve such  a wide  portion  of  citizen  participation, 
under  the  sponsorship  of  the  medical  community, 
it  serves  to  awaken  people  both  to  the  need,  and 
the  responsibility  that  they  must  share  in  another’s 
welfare. 


AMA  President-Elect  Visits  Columbus 


The  Academy  of  Medicine  of  Columbus  and 
Franklin  County  had  as  guest  speaker  at  its  March 
16  meeting  Dr.  Wesley  W.  Hall,  of  Reno,  Nevada, 
President-Elect  of  the  American  Medical  Asso- 
ciation. Dr.  Hall  discussed  “Our  Future  in  Medi- 
cine,” and  stressed  the  urgency  of  singleness  of 
purpose  among  members  of  the  profession  and 
among  the  various  branches  of  medicine.  He 
likened  organized  medicine  to  a football  team 
with  its  many  different  players  but  with  team 
play  as  its  keynote. 


Honored  at  the  meeting  was  Dr.  John  E. 
Stephens,  Columbus,  who  has  completed  four 
tours  of  service  overseas  under  the  Volunteer 
Physicians  for  Vietnam  program  sponsored  by  the 
American  Medical  Association.  In  the  photograph 
above.  Dr.  Hall  (center)  is  shown  congratulating 
Dr.  Stephens  and  presenting  him  with  the  Certifi- 
cate of  Humanitarian  Service  of  the  AMA.  At  the 
right  in  the  picture  is  Dr.  John  N.  Meagher, 
President  of  the  Columbus  Academy. 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified,  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
o/o  The  Ohio  State  Medical  Journal. 


IMMEDIATE  OPENING:  INTERNIST  or  Gen- 
eral Practitioner  to  join  six  man  multi-specialty  group  in 
northeastern  Wisconsin.  Excellent  professional  opportuni- 
ty to  practice  in  a friendly  community,  only  two  actively 
practicing  physicians  (General  Practitioners)  in  the 
community  outside  of  our  clinic.  Salary  commensurate 
with  training  and  experience  first  year  and  then  full 
partnership.  Ideal,  safe  small  city  living  for  the  family 
on  scenic  Lake  Michigan  with  excellent  fishing,  boating 
and  hunting.  All  this  and  still  only  1/t  hours  drive  to 
Milwaukee  or  45  minutes  to  Green  Bay  or  lovely  Door 
County.  For  complete  details  contact  Robert  E.  Myers, 
M.D.,  Garfield  at  23rd.,  Two  Rivers,  Wisconsin  54241. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  j.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi.  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 
13,000  students,  modern  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  0/0  The  Ohio  State  Medical  Journal. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller, 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210,  Phone  (513)  651-2470. 


CENTRALLY  AIR  CONDITIONED  FULL  SER- 
VICE OFFICE:  Prime  University  Heights  Cleveland 
Heights,  South  Euclid  intersection.  Excellent  for  In- 
ternist, General  Practitioner,  Ophthalmologist,  or  other 
specialist.  Opposite  May’s  on  the  Heights.  Doctors  Cen- 
ter Bldg.  14077  Cedar  Road,  Cleveland,  Ohio  44118. 
Phone  216-321-5060. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


ANESTHESIOLOGIST  (1)  — Board  Eligible  or 
Certified  to  join  group  of  4 men.  350  bed,  JCAH  gen- 
eral hospital.  No  O.B.,  stimulating  atmosphere.  Good 
working  arrangements.  Financial  remuneration  excellent. 
Reply  Box  628,  c/o  Ohio  State  Medical  Journal. 


WANTED:  Desperate  need  for  two  or  more  physi- 
cians. Desirable  section  of  Ohio  Trading  Center  of 
approx.  20,000.  Contact  H.  D.  Smith,  Chamber  of  Com- 
merce, East  Palestine,  Ohio  44413. 


I 
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(Continued  from  Previous  Page) 


AVAILABLE  IMMEDIATELY:  Fully  equipped  of- 
fice with  adequate  space  for  two  General  Practitioners, 
in  county  seat  town  of  1.800  in  Southern  Ohio.  No  physi- 
cian in  county  of  10,000  population.  Industrial  work 
available  for  local  industries,  also  County  Health  Com- 
missioner if  interested.  Four  open  staff  hospitals  within 
thirty  minutes  driving  time,  in  surrounding  communities. 
Cross  income  limited  only  by  number  of  hours  you  want 
to  work  Good  recreational  facilities,  including  excellent 
Country  Club,  and  several  high  handicap  golfers.  Just 
thirty  minutes  from  Ohio  University.  Please  contact 
Arnold  R.  Lee,  D.D.S.,  203  S.  Market  Street,  McArthur, 
Ohio  45651,  Phone  Area:  614  596-5472  or  596-5345. 


DERMATOLOGIST  —Sudden  death  of  only  derma- 
tologist in  city  of  60,000  with  200,000  drawing  area 
leaves  busy  solo  practice,  well  equipped  office  available. 
For  details,  contact  C.  M.  Stone,  M.D.,  1924  E.  Market 
St.,  Warren,  Ohio  44483,  (216)  393-6106. 


FOR  SALE  (or  rent):  10  room  modern  air  con- 
ditioned office  with  parking  area  in  community  of 
50,000  in  city  of  16,000  population.  Ideal  for  any 
kind  of  medical  practice  including  ophthalmology  for 
which  it  is  now  equipped.  Write  to  S.  B.  Kistler,  M.D., 
1325  Chestnut  St.,  Coshocton,  Ohio  43812.  Phone: 
residence  (614)  622-2605,  or  office  (614)  622-3505. 


SITUATION  WANTED:  YOUNG  GENERAL 

SURGEON,  32,  Board  Certified,  with  additional  train- 
ing and  experience  in  trauma  and  oncologic  surgery. 
Interested  in  solo  or  group  practice  in  Ohio.  Excellent 
references,  available  June,  1971.  Contact  Box  629  c/o 
Ohio  Medical  Journal. 


NORTHWEST  OHIO-SURGEON  AND  GENER- 
ALIST, to  join  active,  busy  group.  New  office,  new 
hospital,  good  area.  Send  for  prospectus.  Archbold 
Medical  Group,  Archbold,  Ohio  43502. 


OFFICE  FOR  RENT.  Nine-room  furnished  office, 
including  surgical  room,  x-ray  room,  darkroom,  gyn 
room,  examining  room,  laboratory,  all  in  all  exceptionally 
wrell-equipped.  Located  in  a professional  building  at 
east  55th  and  Broadway  in  Cleveland.  Maid  service 
provided  by  building.  Physician  retiring.  Call  (216) 
641-3662  or  (216)  321-1670. 


PHYSICIAN — For  staff  position  in  a 216-bed  mod- 
ern, progressive  general  hospital  in  beautiful  residential 
community.  Salary  dependent  upon  qualifications.  Excel- 
lent fringe  benefits.  Must  be  licensed  to  practice  in  a 
State,  Territory,  or  Commonwealth  of  the  United  States 
or  in  the  District  of  Columbia.  Nondiscrimination  in 
employment.  Contact  Hospital  Director,  Veterans  Ad- 
ministration Hospital,  Fort  Wayne,  Indiana. 


WIDOW  WANTS  TO  SELL  THE  FOLLOWING 
FURNITURE  AND  MEDICAL  EQUIPMENT:  2 wood 
arm  chairs,  physical  therapy  table,  metal  clothes  tree, 
ex.  lamp,  Birtcher  Hyfrecator,  step-can,  1 7”  water  steri- 
lizer, treatment  cabinet  (metal),  inst.  cabinet  (metal 
with  glass  door),  x-ray  view  box,  Lakeside  Table,  W.A. 
procto  set,  Tycos  Aneroid,  1 lot  of  instruments,  1 lot 
of  dressing  jars.  inst.  pans,  etc.,  Collins  Oscillometer, 
Diagnostic  set,  Otoscope  & Speculas  w/Ophthalmoscope 
in  case.  Phone  evenings  (614)  235-4122. 

Ohio  Blue  Shield  Sponsors 
TV  Alcoholism  Program 

Ohio  Medical  Indemnity,  the  Ohio  Blue 
Shield  Plan  sponsored  by  the  Ohio  State  Medical 
Association,  will  stage  a one-hour  television  pro- 
gram on  alcoholism  Tuesday,  June  22  over  WBNS- 
TV  (Channel  10,  Columbus). 

The  TV  program  will  run  from  8:30  to  9:30 
p.m.  The  program  will  feature  a panel  discussion 
followed  by  showing  of  the  film  “The  Other 
Guy.”  This  film  traces  development  of  the  typical 
alcoholic  to  complete  dependence  and  shows  stages 
of  rehabilitation. 

Tom  Gleba,  well-known  TV  commentator, 
will  host  the  program.  One  of  the  principals  in 
the  panel  discussion  will  be  Charles  N.  Hoyt, 
M.D.,  chairman  of  the  Columbus  Academy  Alco- 
holism Committee,  and  director  of  the  Alcoholism 
Clinic  at  Riverside  Methodist  Hospital  in  Colum- 
bus. Other  panelists  also  will  be  authorities  in  the 
lield  of  alcoholism. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


8% 


POOR 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

FAIR 


CEREBRO-NICIN'®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole ioo  mg. 

Nicotinic  Acid 1CX)  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1 -Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 


DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100  , 500,  1000  capsules. 

Also  elixir  8oz.  bottles. 


CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 


Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is  rv^Ov 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


Write  for  literature  and  samples... 


REFER  TO 

PDR 


/ Dnf.WFfc  the  BROWN  PHARMACEUTICAL  CO. 

2500  W.  6th  St., Los  Angeles, Calif. 90057 


Write  for  Product  Catalog 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
m MM  as  effective  therapy. 


( A 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Pouble-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Bose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...  30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (>/4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism  Occasional 
cases  of  iaun<jice  with  plugging  biliary  canaiiculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reference*:  1.  Montesano,  P . and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence  Clin  Med  12  69.  1966.  2.  Dublin.  M.  F Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67,  1964  3.  ffteff.  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6,  1962  4.  Heilman.  L.  Bradlow,  H.  L.,  Zumoff,  B..  Fukushima,  D X.,  and  Gallagher.  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  i Clin  Endocr  19  936, 
1959  5 Farris,  E.  and  Colton,  S.  W.  Effects  of  l-thyroxme  and  liothyronine  on  spermatogenesis. 
J Urol  79  863  1958  G.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (cd.  25).  Lippmcott,  Phila- 
delphia. 1955,  p 1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


'rile  tor  literature  and  samples:  fBRt.WWb  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

Milium  (diazepam) 

2-mg,  5-mg,  10 -mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2'A  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-DoseT  M-  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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With  gavel  in  hand,  Incoming  President  P.  John  Robechek  is  flanked  by 
1970-1971  President  Richard  L.  Fulton,  left,  and  President-Elect 
William  R.  Schultz  after  adjournment  of  the  OSMA  House  of  Delegates. 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.’ 25 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/orearly 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poorsleeping  habits, 
and  in  acute  orchronic  medical 
situations  requiring  restful  sleep. 

Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 

In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  ah:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
eta!.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,"  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need 
NewT"V  1 

Dalmane 

(flurazepam  hydrochloride] 


<roche) 


Roche  Laboratories 

Division  of  Hoffmann  La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  USP 

Makes  water,  not  waves. 


Irolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
te,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 


oton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
rsensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
Id  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
ration)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
ements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
ng  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
jal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
bearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
ted  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
ce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
mination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
lance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
sium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
fits  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 

:xia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
:ension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
ibocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
eatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
ounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
low  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
e complete  prescribing  information. 

5Y  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  hy.  nti-* 
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continue  for  at  least  10  days 
Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


significant  allergies 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 

Lincocin 

(lincomycin  hydrochloride) 


Hr 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 


histories  of  asthma  or  other 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler 
ated.  Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


Q Sterile  Solution  (300  mg.  per  mi  l 0 


(lincomycin  hydrochloride, 
Upjohn) 


0 Sterile  Solution  (300  mg.  per  ml.)  £ 


® 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection-q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /J-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal— Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular—  Instances  of  hypoten-  j 
sion  following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions— Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg\ 
Capsules— bottles  of  24  and  100. 

Sterile  Solution.  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 
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What  to  do 

until ..  . 
suppositories 

work: 


enema 


Read 
“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet’  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 
a Fleet  Enema  avoids  the  irritation  common 
I with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
I base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
pilllli  assuring  comfortable  administration. 


Fleet  Enema.  Regular  and  pediatric. 
Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO..  INC 
Lynchburg,  Va.  24505 


iBfiraa 

| pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg.  N.:  Med  Times  91:45,  Jan.,  1963  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295.  Mar.,  1964.  4.  Baydoun,  A,  B 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores.  A and  Weiss.  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E D : Western  J Surg  72:177,  May-June.  1964 
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The  Fallacy  that  Medical  Care 
Is  loo  Expensive 


By  Jack  Schreiber,  M.D. 


'"T'HE  BATTLE  CRY,  these  days  is:  “Medical 

care  costs  too  much.”  Those  who  would 
restructure  the  practice  of  medicine,  and  those 
who  have  not  bothered  to  check  the  facts,  level 
the  charge  — Medical  care  is  too  expensive. 
Too  expensive,  compared  to  what?  Surely  not 
compared  to  food.  In  1968  the  average  American 
spent  almost  19  cents  of  every  dollar  for  food, 
while  spending  7 cents  for  medical  care.  Housing 
and  household  operations  took  28/2  cents  out  of 
every  spendable  dollar.1 

Medical  care  too  expensive?  Not  certainly  too 
expensive  when  compared  to  the  cost  of  transpor- 
tation. Each  year  the  average  American  speeds 
almost  twice  as  much  on  his  automobile  as  he 
does  on  his  body.  And  yet  we  hear  no  cry  to 
socialize  the  automotive  industry.  Medical  care 
too  expensive,  compared  to  what?  Last  year,  the 
American  people  spent  almost  $10,000,000,000  on 
tobacco  and  $15,500,000,000  on  alcoholic  bever- 
ages.1 Add  to  this  $33,500,000,000  for  recreation, 
and  the  question  of  whether  medical  care  is  too 
expensive  becomes,  rather,  a question  of  where 
our  priorities  belong? 

The  companion  charge,  heard  all  too  often, 
is:  “Y'ou  doctors  make  too  much  money.”  Too 
much,  compared  to  whom?  Certainly  not  to  some 
members  of  the  construction  industry',  who,  ac- 
cording to  Victor  Riesel,  in  six  years  will  be 
earning  $50,000  a year.  Many  people  in  con- 
struction and  manufacturing,  being  paid  time 
and  a half  for  overtime  and  double  time  for 
nights  and  Sundays,  putting  in  a 70  or  80  hour 
week,  as  many  physicians  do,  could  take  home 
more  money,  after  taxes,  than  many  physicians 
do.  And  this  is  to  say  nothing  about  education, 
fringe  benefits,  retirement  plans  and  the  rest. 
Do  Doctors  make  too  much  compared  to  enter- 
tainers or  professional  athletes,  for  example? 


Editor’s  Note:  This  is  one  of  a series  of  three 
articles  submitted  to  The  Journal  by  Dr.  Schrei- 
ber, general  practitioner  in  Canfield,  member  of 
the  AMA  Speakers’  Bureau,  and  four-time  recipi- 
ent of  the  Freedoms  Foundation  Award.  Dr. 
Schreiber  has  spoken  throughout  Ohio  and  nu- 
merous other  states  to  both  professional  and  lay 
audiences,  using  themes  similar  to  those  presented 
in  these  papers.  Watch  for  a third  article  in  a 
coming  issue  of  The  Journal. 


Again,  it  seems  to  be  a matter  of  priority  rather 
than  a sense  of  values,  when  we  pay  someone 
three  or  four  times  as  much  to  play  baseball  as  we 
pay  a family  doctor. 

Not  All  Health  Costs  Are  Medical 

What  should  be  pointed  out  is  that  when 
the  social  planners  and  the  politicians  talk 
about  medical  care  costs,  physicians’  fees  should 
be  separated  from  the  rest  of  the  medical  care 
package.  Hospital  costs,  for  example,  have  risen 
rapidly  in  the  last  decade,  chiefly  because  of  the 
adjustment  of  wages  of  underpaid  employees. 
The  1968-69  figures  show  hospital  care  accounts 
for  56  percent  of  the  total  health  bills  under 
public  programs.  Compare  this  to  13  percent 
for  physician’s  fees.2  One  must  look  at  physicians’ 
fees  realistically.  For  example,  in  1970  the  con- 
sumer price  index  indicates  physicians’  fees  rose 
7.5  percent  over  the  previous  year  while  all  services 
rose  8.1  percent.  This  would  indicate  that  doctors 
are  not  out  of  line  when  properly  compared  with 
persons  in  other  service  professions. 

In  all  of  the  talk  and  anguish  over  rising 
costs,  very  few  point  out  that  the  item  most 
likely  to  bankrupt  a family  is  not  doctor  bills, 
or  even  hospital  bills,  but  rather  taxes.  In  1970, 
the  tax  burden  for  every  man,  woman,  and  child 
in  this  country  was  $1175  ($4700  per  year  for  a 
family  of  four).3  This  is  a far  cry  from  the  $540 
per  family  of  four  (on  the  average)  for  all 
medical  care,  including  the  cost  of  hospitalization 
insurance  for  the  same  time  period.4 

Many  persons  angered  by  the  high  income 
of  doctors  in  the  United  States,  hold  the  simplistic 
view  that  health  care  costs  could  be  held  down 
by  reducing  physicians’  incomes.  This  would  have 
only  a minor  effect.  If  the  income  of  the  nation’s 
physicians  was  cut  by  more  than  half  to  a 
ridiculous  low  of  $17,000  annually  — a move 
that  could  destroy  American  medicine  — the 
national  expenditure  for  health  care  would  be 
cut  by  a paltry  8 tenths  of  1 percent. 

The  real  point  is  not  how  much  it  costs,  but 
how  well  can  people  afford  good  medical  care. 
Most  of  us  manage  to  be  able  to  afford  those 
things  we  want  and  need.  A great  many  Ameri- 
cans think  nothing  of  spending  $3,000  to  $4,000 
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every  year  for  a new  car,  plus  another  $1200  to 
$1500  to  maintain  it.  We  think  nothing  of  paying 
more  for  our  car  insurance,  especially  if  there  are 
teenagers  in  the  family,  than  we  do  for  hospitaliza- 
tion insurance.  The  difference  is,  a car  is  a material 
“thing,”  something  to  be  enjoyed  and  admired 
- — an  item  of  prestige.  Medical  care  is  often  painful 
and  unpleasant,  and  the  beneficial  results  are  not 
always  visible. 

Spreading  Out  the  Cost 

Like  the  payment  for  the  car,  the  payment 
for  illness  can  be  spread  out.  The  average  Ameri- 
can visits  his  doctor  four  times  per  year,  and 
probably  goes  to  a hospital  four  to  five  times  in 
his  lifetime.  These  are  fairly  predictable  costs  and 
can  be  prepaid  through  the  mechanism  of  health 
insurance.  Almost  90  percent  of  all  Americans 
have  some  form  of  health  insurance,  testifying  to 
the  fact  that  the  majority  of  us  can  afford  to  be 
protected,  just  as  we  protect  our  homes  against 
fire  and  our  automobiles  against  damage.  In  the 
time  period  from  1966  to  1968  physicians’  fees 
rose  3.7  percent.  During  that  same  time  period, 
general  wages  rose  4.2  percent.  Just  as  most  of  us 
can  afford  entertainment,  travel,  luxuries,  we  can 
afford  good  medical  care,  particularly  if  it  is 
budgeted. 

In  the  cry  and  furor  over  costs,  very  little 
has  been  said  about  worth.  Let’s  put  this  in 
prospective.  Of  course,  medical  care  costs  more. 
But  today’s  working  man  is  back  on  the  job  in 
fewer  days  and  a patient  is  in  the  hospital  less 
time  because  of  the  increased  knowledge  and  skills 
of  the  medical  profession.  The  average  laboring 
man  today,  works  fewer  hours  to  pay  for  a higher 
grade  of  medical  care  than  he  did  ten  years  ago. 
The  average  drug  prescription  today  is  $3.62  and 
80  percent  of  the  drugs  purchased  today  weren’t 
even  invented  ten  years  ago.  Several  dollars 
worth  of  antibiotic  capsules  today  will  cure  lobar 
pneumonia,  a disease  which  killed  nearly  half  of  all 
those  who  contracted  it  25  years  ago.  The  cost  of 
tuberculosis  treatment  20  years  ago  was  staggering. 
Today,  patients  can  be  treated  at  home  with 
drugs  which  cost  a fraction  of  what  extended  hos- 
pital care  cost  in  1950. 

Foolish  Spending 

Is  medical  care  too  expensive?  It  may  be  for 
some  people,  but  everyone  has  a stake  in  the 
cost  of  overall  health  care.  The  patient  has  just 
as  much,  or  perhaps  even  more  responsibility  in 
this  matter,  than  does  the  physician.  Last  year,  it 
was  estimated  that  the  American  people  spent  at 
least  $2,000,000,000  for  quackery.5  This  is  more 
than  all  the  money  spent  on  the  entire  cost  of 
health  education.  In  this  modern  day,  people 
still  have  a penchant  for  the  worthless  and  some- 


times harmful,  and  the  often  expensive  gadget, 
ranging  from  the  copper  bracelet  to  the  rainbow 
pills  for  dieting.  L ntold  millions  are  spent  on 
the  unnecessary  frills  of  so-called  health  foods, 
vitamins,  reducing  aids,  patent  medicines  and 
other  nonprescription  items  which  cost  the  Ameri- 
can public  far  more  than  all  the  prescription  drugs 
put  together. 

Since  every  accident  is  potentially  avoidable, 
think  of  the  enormous  saving  in  the  total  cost 
of  health  care  in  this  country  if  somehow  we 
could  do  away  with  the  injuries  suffered  in  1969. 
In  that  year,  49,000,000  people  were  injured, 

20.000. 000  at  home,  9,000,000  at  work,  3,500,000 
on  the  highways,  and  15,000,000  in  nonmoving 
motor  vehicle  accidents,  (those  while  repairing, 
cleaning  or  performing  work  on  motor  vehicles) . 
Of  the  49,000,000  injuries,  11,000,000  were  bed 
disabling.  The  total  cost  of  accidents  in  1969 
was  $25,000,000,000.  Of  this  nearly  $3,000,000,000 
was  in  medical  fees  and  hospital  expenses.6  Every 
cent  of  this  was  preventable.  The  patient  does 
have  a real  stake  in  the  overall  expense  of  medical 
care. 

What  about  the  effects  of  alcohol?  There  are 

60.000. 000  users  of  alcohol  in  this  country,  which 
include  an  estimated  10,000,000  alcoholics.7  This 
is  part  of  the  cost  of  medical  care  which  has  been 
called  too  expensive.  And  this  too,  is  preventable. 
What  about  the  effects  of  drug  abuse?  Last 
year,  more  young  people  died  in  this  country 
from  drug  abuse  than  all  the  soldiers  killed  in 
Vietnam.  This  cost,  plus  the  cost  of  the  hundreds 
of  thousands  of  kids  who  are  experimenting  with 
drugs  and  who  need  rehabilitation  and  medical 
care  is  almost  incalculable. 

And  finally,  what  about  the  average  adult 
who  overeats,  doesn't  get  enough  exercise,  smokes 
too  much  and  doesn’t  get  enough  rest.  How  much 
does  self-abuse  add  to  the  cost  of  medical  care  in 
terms  of  hypertension,  diabetes,  lung  cancer,  strokes 
and  hardening  of  the  arteries?  It  might  be  safe  to 
say  that  perhaps  half  of  the  total  health  care 
bill,  in  this  country,  is  preventable.  For  years,  we 
have  been  urging  our  patients  to  use  a little  com- 
mon sense  and  to  follow  simple  rules  of  main- 
taining good  health. 

Is  medical  care  really  too  expensive?  Or 
are  too  many  of  us  simply  trying  to  shift  personal 
responsibility  to  somebody  else? 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported  i 


VASODiLAN 


SOXSUPRINE  HCI) 

the  compatible  vasodilator 


• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 


Although  not  alt  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators '"i  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement°'‘k  and  observation  of  clinical  improvement.‘,s 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger's  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark- 
son, I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  2.  Horton,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

^ :1 24- 1 28  (April)  1962.  4.  Whittier,  J.  R. : Angiology  75:82-87 
(Feb.)  1964.  laboratories 
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CANTON  NEWSPAPER  SAYS: 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 


EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe- 
cial base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1 or  2 tablets  night  or  morning.  Children  (up  to  age 
10):  'h  tablet.  A citrus  drink  taken  with  tablet  will  stimu- 
late action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 


Word  to  the  Wise? 

A warning  about  creeping  socialism  was  I 
voiced  this  week  in  Columbus.  It  came  from  the  I 
premier  of  the  Canadian  province  of  Saskatche- 
wan. Ross  Thatcher. 

Speaking  to  the  delegates  to  the  Ohio  State  I 
Medical  Association’s  annual  convention.  Premiei 
Thatcher  described  20  years  of  socialism  in  his  I 
province  — under  different  leadership. 

He  declared  the  province’s  most  persistent 
problem  was  created  by  an  open-ended  program  I 
of  hospitalization  and  medical  care  insurance,  with  I 
the  government  paying  all  the  bills. 

HE  CONCEDED  the  health  programs,  which  I 
amount  to  medicare  from  the  cradle  to  the  1 
grave,  have  been  popular  with  the  people  but  I 
he  said  “the  escalating  costs,  year  by  year,  have  I 
been  frightening.” 

Since  1947,  the  Premier  said,  hospitalization  I 
costs  per  capita  have  gone  up  from  8 to  10  per 
cent  annually  — from  $7.5  million  to  $8.08  mil-  I 
lion. 

Comparing  socialism  with  pregnancy,  he  said 
once  it  begins  to  develop  it  is  difficult  to  stop. 

He  explained  that  the  point  was  reached 
where  health  costs  were  taking  a full  third  of  , 
the  total  budget  for  the  province  and  thus  en-  I 
dangered  education,  old  age  security  and  other  I 
areas. 

Based  on  his  experience  with  two  decades  of  I 
socialism  in  Saskatchewan,  he  said  he  is  firmly  I 
convinced  that  no  hospital  or  medicare  scheme 
can  remain  financially  viable  without  co-insur-  I 
ance  or  patient  participation.  Several  years  ago 
Saskatchewan  was  compelled  to  take  remedial  I 
action  and  reinstitute  modest  fees  for  hospitali- 
zation and  appointments  with  physicians. 

“WE  HAVE  FOUND,”  the  Premier  said, 
"that  there  is  nothing  wrong  with  socialism  ex-  I 
cept  that  it  doesn't  work.” 

Having  watched  his  province  go  the  full  route  | 
and  then,  out  of  necessity,  turn  back  from  so-  I 
cialism,  the  Premier  is  well  qualified  to  sound 
the  warning  he  did. 

A word  to  the  wise  should  be  sufficient.  The  I 
question  is  whether  we  here  in  Ohio  are  wise  I 
enough  to  heed  and  profit  from  the  experience 
of  others.  The  very  least  we  can  do  is  to  weigh 
the  Premier’s  words  very  carefully. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


— Canton  Repository,  May  14,  1971 


Medical  Library  Association 
Honors  Toledo  Physician 


Dr.  David  Friedman,  left,  chairman  of  the 
Board  of  Directors  of  the  Toledo  Medical  Library 
Association,  presents  a plaque  to  Dr.  Maurice  A. 
Schnitker. 

The  recent  30th  Annual  Banquet  of  the  To- 
ledo Medical  Library  Association  was  held  in  the 
auditorium  of  the  Academy  of  Medicine  of  Toledo 
and  Lucas  County.  A feature  of  the  evening  was 
a program  honoring  Dr.  Maurice  A.  Schnitker  for 
his  30  years  of  service  to  the  library  association. 

Dr.  Walter  H.  Hartung,  Jr.,  secretary  of  the 
library  association,  opened  the  evening’s  surprise 
program,  a “This  Is  Your  L:fe”  theme  built 
around  the  experiences  of  Dr.  Maurice  Schnitker. 
Enid  Schnitker,  wife  of  Dr.  Max  T.  Schnitker, 
twin  brother  of  Maurice,  reviewed  in  unique 
rhyme  the  highlights  of  Maurice’s  life.  Projections 
of  pictures  from  the  family  album  provided  a 
background  for  her  review.  Dr.  Max  Schnitker  in- 
troduced surprise  guests  who  were  key  persons  in 
his  brother’s  life. 

Dr.  David  Friedman,  chairman  of  the  library 
association’s  board  of  directors,  presented  a plaque 
to  Dr.  Maurice  Schnitker  on  behalf  of  all  mem- 
bers of  the  Toledo  Medical  Library'  Association. 
The  plaque  read : “In  honor  of  Maurice  A. 

Schnitker,  M.D.,  director  of  the  Toledo  Medical 
Library  Association,  in  recognition  of  his  unselfish 
contribution  to  medical  education  in  our  com- 
munity, with  the  gratitude  of  the  members  of  the 
Toledo  Medical  Library  Association  — April  14, 
1971.” 

Dr.  Marvin  Green,  president  of  the  association, 
presided  over  the  banquet  meeting. 


With  QUI-A-ZONE  — yon  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 

QUI-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Introducing... 

lew  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  with 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 


The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


Division  of  Hoffmann-La  Roche 
Box  169 

Fairview,  New  Jersey  07022 


Inc . 


Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 


i — Health  History 
; System 


I 


Telephone  System 


Name 

Street 


Medical  Record 
System 

Appointment  System 
Specialty 


City  State 

I 

Please  do  not  forget  Zip  Code 

I [T~ 

I 


Rocom  Telephone  System  ..  a complete 

system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  ..  worked 

out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


‘Created  and  developed  by  Patient  Care  Systems,  Inc. 


■ 


•era ice 


Specialized  Se 

IN 

PROFESSIONAL  LIABILITY  INSURANCE 

is  a liicjli  marl ? of  distinction 


Professional  Protection  Exclusively  since  1899 


OHIO  OFFICES: 

CINCINNATI:  Room  700,  3333  Vine  Street,  (513)  751-0657,  L.  A.  Flaherty 
CLEVELAND:  Suite  106,  23360  Chagrin  Boulevard,  Beachwood  44122,  (216)  464-9950 
A.  C.  Spath,  Jr.,  R.  A.  Zimmermann 
COLUMBUS:  1989  West  5th  Ave.,  (614)  486-3939,  J.  E.  Hansel 
TOLEDO:  Suite  212,  4334  W.  Central  Ave.,  (419)  531-4981,  R.  E.  Stallter 


Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES: 

* 125  In-patient  beds  — 

* Day  Hospital  program  — 

* Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

* Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  - Worthington,  Ohio 

Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus 


'K  ,4" ANY  TIMES  I receive  requests  for  informa- 
tion  about  the  dates  of  dividends  on  stocks, 
and  a brief  explanation  may  be  helpful.  Actually, 
there  are  four  dates  associated  with  a dividend — 
Declaration  Date,  Ex-Dividend  Date,  Record 
Date  and  Payment  Date.  The  Board  of  Directors 
of  a Corporation  meets  to  declare  a dividend  and 
the  Declaration  Date  is  the  day  of  the  board 
meeting.  The  Board  of  Directors  then  establishes 
the  Record  Date  which  is  the  day  on  which  a list 
is  made  by  the  corporation,  of  all  stockholders 
who  will  receive  the  declared  dividend.  In  order 
for  a buyer  to  have  his  name  shown  on  this  list, 
he  must  purchase  the  stock  before  the  Ex-Date. 
In  other  words,  the  Ex-Date  is  the  day  on  and 
after  which  the  buyer  of  a common  stock  is  not 
entitled  to  a previously  declared  dividend.  And 
finally,  the  Payment  Date  is  simply  the  date  the 
company  or  its  agent  pays  the  dividend.  Occa- 
sionally a security  is  sold  before  it  trades  ex-divi- 
dend, but  is  delivered  too  late  for  the  buyer  to 
record  his  ownership  on  the  company  transfer 
records  to  get  the  dividend.  In  such  a case,  the 
seller  is  still  the  holder  of  record  and  the  company 
will  pay  the  dividend  to  him  and  then  the  ques- 
tions arise.  These  few  facts  may  clear  away  the 
misunderstandings  a bit. 

Municipal  Bonds  are  considered  excellent 
investments  because  of  their  security,  marketa- 
bility, and  of  course,  the  major  attraction  is  the 
fact  that  the  interest  on  such  bonds  is  exempt 
from  all  present  Federal  income  tax.  These  factors 
are  important.  But  municipal  bonds  are  also  at- 
tractive because  of  their  diversification,  not  only 
as  to  the  issuers  but  also  as  to  maturities. 

A carefully  selected  portfolio  of  municipal 
bonds  allows  an  investor  to  choose  the  type  of 
bond  (“General  Obligation,”  “Special  Tax”  or 
“Revenue”);  the  type  of  issuer  (State.  Municipal- 


This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company.  Columbus. 


ity  or  Agency) ; the  quality  of  bonds  as  rated  by 
Moody  and/or  Standard  & Poor;  and  equally 
important,  the  maturities  of  the  bonds. 

For  example,  with  a regular  program  of  in- 
vesting in  municipal  bonds  in  your  high  earning 
years,  you  can  arrange  to  have  bonds  maturing 
annually  beginning  with  the  year  you  wish  to 
slow  up  your  practice,  or  when  you  retire.  Or  you 
may  wish  to  set  aside  funds  to  provide  for  your 
children's  college  education.  You  could  select  the 
maturities  to  coincide  with  the  years  your  children 
will  be  in  college  and  have  no  fear  of  depreciation 
of  principal  due  to  market  conditions,  such  as 
exists  with  some  other  types  of  securities.  And  all 
the  while,  all  interest  payments  are  tax  free. 

So,  if  you  are  in  a high  tax  bracket  and  you 
wish  to  invest  conservatively,  I suggest  you  con- 
sider municipal  bonds.  Many  physicians  and  other 
professional  men  are  regularly  buying  these  bonds 
to  provide  for  their  retirement  years  or  as  college 
tuition  funds.  And  of  course,  a relief  from  Federal 
Income  Tax  is  welcome  without  having  any  other 
reason  for  investing  in  municipal  bonds. 

This  month  I want  to  recommend  two  stocks 
as  additions  to  your  portfolio.  The  first  company 
is  Johnson  & Johnson,  a company  well-known  to 
you  as  a major  producer  of  health  care  products 
for  hospitals  and  consumers.  Sales  are  increasing 
each  year  and  although  dividends  are  minimal, 
I look  for  this  stock  to  show  considerable  appre- 
ciation, and  it  is  an  excellent  stock  to  overcome 
the  effects  of  inflation. 

The  second  recommendation  this  month  is 
Safeway  Stores,  the  second  largest  food  chain 
which  operates  mainly  in  the  western  states.  The 
company  has  over  2,300  stores  and  maintains 
warehouses,  food  canning,  baking,  and  bottling 
plants  making  it  one  of  the  largest  food  processers 
in  the  U.S.  Sales  for  1971  should  exceed  the 
record  $486  billion  of  1970,  and  sales  growth  is 
expected  to  continue.  Dividends  have  been  paid 
regularly  since  1927,  although  the  stock  should  be 
classified  as  a growth  stock  rather  than  an  income 
investment.  An  investment  in  this  company  should 
be  very  worthwhile  for  the  long  term. 
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makes  nicotinic  acid  more  useful  for 
more  patients  who  require  vasodilatation 


Timed  release  Nicotinic  acid  Tempules®  • A big  improvement  over  the  old  tablet  form 


smooth,  prolonged  action 
b.i.d.  dosage 

K t I 

economical 


to  smooth 
the  ragged  edges  of 
nicotinic  acid  therapy 

Nicobid™  eliminates  the  q.i.d.  schedule, 
the  four-fold  high  dosage  ‘jolts,’  and 
the  short-term  nature  of  the  pharmacologic 
effects  from  plain  Nicotinic  acid  tablets. 
With  the  Nicobid™  b.i.d.  dosage, 
patients  are  less  likely  to  forget  and  they 
benefit  from  its  smooth  and  prolonged 
drug  release. 

More  acceptable,  more  useful: 

Nicobid™  Tempules. 

Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

ACTION.  Acts  by  relaxing  the 
musculature  of  peripheral  vessels,  thereby 
affording  increased  blood  flow  and 
vasodilatation.  The  effects  of  the  drug 
are  both  prompt  and  prolonged. 
INDICATIONS.  Indicated  in  disease 
states  in  which  niacin  (nicotinic  acid) 
has  been  used,  including  conditions 
associated  with  deficient  circulation. 
Nicobid™  has  the  advantage  of  a slower 
release  of  Nicotinic  acid  than  obtained 
from  the  tablet  form.  This  may  permit 
its  use  in  patients  who  cannot  tolerate 
the  tablet  form. 

CONTRAINDICATIONS.  Patients 
with  a known  idiosyncrasy  to  niacin 
(nicotinic  acid)  or  other  components  of  the 
drug  and  patients  with  arterial  bleeding. 
WARNING.  Use  caution  in  patients 
with  glaucoma,  severe  diabetes, 
impaired  liver  function  and  peptic  ulcer. 
PRECAUTION.  As  with  all 
therapeutic  agents,  use  with  caution  in 
pregnant  patients. 

ADVERSE  REACTIONS.  Transient 
flushing  and  feeling  of  warmth  seldom 
reach  undesirable  levels  so  as  to 
necessitate  discontinuation  of  the  drug. 
Transient  headache,  itching  and  tingling, 
gastric  disturbances,  skin  rash  and 
allergies  may  occur. 

DOSAGE  & ADMINISTRATION. 

Usual  adult  dose  — one  capsule 
(Tempule®),  125  mg.  or  250  mg. 
morning  and  evening. 

SUPPLIED.  Nicobid™  125  mg. 

(code  NC)  and  Nicobid™  250  mg. 

(code  ND),  bottles  of  100. 

Armour  I'harmuceutical  Company,  Chicago,  Illinois  60690 


Highlights  in  Ohio  Welfare 

Children’s  Services  in  Ohio 


rT'HE  GILLIGAN  ADMINISTRATION’S  pro- 
posed  budget  includes  a line  item  of  $5.5  mil- 
lion over  the  next  biennium  for  children’s  services. 
No  state  funds  have  ever  been  appropriated  to 
support  children’s  services  in  Ohio,  although  en- 
abling legislation  was  passed  ten  years  ago.  Ohio 
is  the  only  state  in  the  nation  that  does  not  now 
contribute  to  children’s  services.  The  requested 
appropriation  could  be  multiplied  as  much  as 
three  times  by  the  addition  of  federal  matching 
funds. 

Children’s  services  are  those  services  designed 
to  provide  protection  and  care  for  dependent, 
abused  or  neglected  children,  and  to  strengthen 
family  life  through  the  prevention  or  amelioration 
of  problems  which  affect  the  health  and  well- 
being of  all  children.  Services  available  to  children 
in  need  include,  but  are  not  limited  to,  the  fol- 
lowing: Homemaker  services.  Day  care  services, 
Foster  home  and  institutional  care,  Adoption  ser- 
vices, Services  to  unmarried  parents.  Protective 
services,  Health  care  services. 

Administration  of  Children’s 
Services  in  Ohio 

Children’s  Services  are  administered  by  eithei 
of  two  methods  in  each  of  the  88  counties  in  Ohio. 
Forty-six  counties  administer  the  program  of  chil- 
dren’s services  through  a Children  Services  Board 
appointed  by  the  County  Commissioners.  The 
Board  is  policy-making,  and  appoints  an  Executive 
Secretary  to  develop  and  administer  the  program. 
Forty-two  counties  administer  children’s  services 
through  the  County  Welfare  Department,  which 
also  provides  financial  assistance  and  social  services 
to  eligible  public  assistance  recipients. 

Children’s  services  are  provided  to  all  children 
deemed  to  be  in  need  of  them  by  the  Board  or 


Highlights  in  Ohio  Welfare  is  a regular  feature  of 
The  Journal  and  is  conducted  to  give  readers 
information  about  the  organization  and  activities 
of  the  Ohio  Department  of  Public  Welfare  and 
related  programs  in  Ohio.  Material  for  the 
column  is  contributed  by  personnel  of  the  Welfare 
Department. 


Department,  under  the  supervision  of  the  Ohio 
Department  of  Public  Welfare,  and  subject  to  its 
rules,  regulations  and  standards. 

Financing  of  Children’s  Services 
Local  Funds: 

Each  county  is  responsible  for  securing  funds 
sufficient  to  support  a children’s  services  program. 
Such  funds  are  derived  from  property  taxes  or 
other  local  revenues,  as  levied  or  appropriated  in 
each  county.  Capacities  for  support  of  children’s 
services  in  different  counties  vary  widely,  which 
results  in  both  uneven  development  and  unequal 
availability  of  services  to  Ohio’s  children  in  need. 

Federal  Funds: 

Federal  funds  are  made  available  to  the  State 
each  fiscal  year  for  allocation  to  counties  which 
meet  requirements  and  are  in  need  of  funds  to 
supplement  or  expand  their  children’s  services  pro- 
gram. Such  funds  are  distributed  to  states  by  an 
allotment  formula  based  on  child  population  and 
certain  other  factors,  under  provisions  of  Title  IV, 
Part  B,  of  the  Social  Security  Act.  Approximately 
$2.2  million  was  allocated  to  Ohio  for  the  current 
fiscal  year,  and  this  is  the  approximate  amount 
which  has  been  allocated  in  recent  years,  and  is 
anticipated  for  fiscal  1972. 

Federal  funds  under  provisions  of  Title  IV, 
Part  A,  of  the  Social  Security  Act  are  also  avail- 
able, on  a Federal/State/Local  matching  basis 
(75  percent  Federal;  25  percent  State/Local 
funds)  for  services  to  children  who  are  former, 
current,  or  potential  recipients  of  AFDC.  The 
Ohio  Department  of  Public  Welfare  has  not,  in 
the  past,  provided  for  the  use  of  IV-A  funds  in 
support  of  children's  services  for  this  group  of 
children  although  Federal  funds  provided  under 
Parts  A and  B of  Title  IV  are  intended  to  be  used 
interchangeably  in  programs  which  benefit  AFDC 
children,  and  can  be  very  effectively  utilized  to 
expand  and  enhance  the  quality  of  children’s  ser- 
vices throughout  the  State. 
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The  causes  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  v 
pathogens,  alone  or  in  combination. 
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Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


■ indications:  Known  sensitivity  to  sultonamides. 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
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of  absorption.  Burning,  increased  local  discomfort,  skin 
jrficaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 
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The  treatment  is  singular 
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BUILDING  BLOCK 
TO  RECOVERY 


A* adjunctive  therapy 

DOUBLE  STRENGTH 
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Reduces  swelling 
Hastens  healing 
Speeds  recovery 


One  tobletq.i.d. 


Bitabs 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
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festations (rash,  urticaria.  Itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
' groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 
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Editor’s  Note:  Readers  of  The  Journal  will 
find  of  interest  the  following  correspondence  be- 
tween Dr.  Anthony  Ruppersberg,  Jr.,  Chairman  of 
the  OSMA  Committee  on  Maternal  Health,  and 
Dr.  Robert  S.  Ellison,  coauthor  with  Dr.  Eugene 
Sherman  of  the  article  indicated. 

* * * 


Robert  S.  Ellison,  M.D.  18  May  1971 

Dear  Bob: 

Congratulations!  Your  article  in  the  OSMJ 
67:436-437  (May)  1971,  re:  “Routine  use  of  the 
Foley  Catheter  Postpartum,”  is  interesting  and 
thought  provoking. 

I had  a few  questions  after  reading  the  arti- 
cle: (1)  What  agent  and  what  dosage  of  the 

material  was  used  for  spinal  anesthesia?  (2)  Were 
the  patients  primigravidae,  or  multiparae  (cysto- 
cele  etc)?  (3)  What  was  the  predominant  micro- 
organism elicited  in  the  bacteriuric  cultures?  (4) 
Sensitive  to  Macrodantin? 

Nice  article,  Bob,  . . . 

Sincerely  yours, 

Anthony  Ruppersberg,  Jr.,  M.D. 

* * * 


Anthony  Ruppersberg,  Jr.,  M.D.  May  20,  1971 
Dear  Tony: 

Thanks  for  the  note. 

Spinal  anesthesia — We  have  fulltime  (24  hr.) 
M.D.  anesthesiology.  The  fellows  use  3-5  mgm 
Pontocaine  diluted  to  2.5  cc  or  3.0  cc  with  10% 
Dextrose.  Usually  anesthesia  is  up  to  T10.  As  far 


as  I’m  concerned  3 mgm  Pontocaine  is  plenty. 

Parity — Patients  were  mixed.  I didn’t  count 
but  I’m  sure  it  was  the  usual  mix. 


Organisms : 

S.  coli  6 

Proteus  2 

S.  epidermidis  4 

S.  aureus  1 

Enterocci  4 

Pseudomonas  1 


All  sensitive  to  Macrodantin  except  the  Pseudo- 
monas. 

I made  no  note  of  pelvic  support — cystocele, 
etc.  Since  doing  the  study,  I insert  a straight  . . . . 
catheter  immediately  postpartum  and  leave  it  in 
eight  hours.  I do  not  catheterize  immediately  be- 
fore delivery.  The  patients  don’t  complain,  the 
nurses  like  it,  and  I do  think  there  are  less 
catheterizations. 

Sincerely, 

Bob 


* * * 


Mr.  Hart  F.  Page 

Executive  Director 

Ohio  State  Medical  Association 

17  S.  High  Street,  Suite  500 

Columbus,  Ohio  43215 


May  3,  1971 


Dear  Mr.  Page : 

I have  enjoyed  receiving  the  last  few  issues 
of  The  Ohio  State  Medical  Journal. 

I would  like  particularly  to  commend  The 
Journal  for  the  publication  of  the  pair  of  articles 
in  the  January,  1971  issue  by  Dr.  Schwartz  and 
Dr.  Kilroy.  I think  this  is  the  best  pair  of  articles, 
pro  and  con,  on  this  subject  that  I have  seen. 

Very  truly  yours, 

Robert  W.  Hopkins,  M.D., 

Professor  of  Medical  Science, 

Brown  University,  and  Associate 
Surgeon-in-Chief,  The  Miriam 
Hospital,  Providence,  R.I. 
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Establishment  of  a Community  Stroke 
Rehabilitation  Program 


George  YV.  Waylonis,  M.D. 


/^\NE  OF  THE  PURPOSES  of  the  Regional 

Medical  Program  has  been  to  attempt  to  im- 
prove the  diagnosis  and  treatment  of  heart  disease, 
cancer,  and  stroke  by  the  community  physician. 
Spencer,  in  his  presidential  address  to  the  Ameri- 
can Congress  of  Rehabilitation  Medicine,1  pointed 
out  the  need  for  “wider  usage  by  practitioners  of 
good  directed  plans  of  management”  and  the 
need  to  provide  “the  physician  with  functional 
evaluative  and  therapeutic  decisive  assistance  at 
a time  when  he  is  actually  making  such  decisions 
early  in  his  contact  with  the  patient.”  It  was  with 
such  an  idea  in  mind  that  the  Licking  County 
Project  was  established. 

The  present  report  will  describe  how  a stroke 
demonstration  program  was  developed  in  1968 
with  the  assistance  and  guidance  of  the  Ohio  State 
Regional  Medical  Program.  The  purpose  of  this 
report  is  to  describe  our  program  during  various 


Supported  by  Ohio  State  Regional  Medical  Pro- 
gram, Operational  Project  0107. 

Submitted  December  18,  1970. 


and  Ralph  E.  Pickett,  M.D. 


stages  of  its  implementation  so  as  to  assist  physi- 
cians elsewhere  with  similar  interests.  Hopefully 
they  can  benefit  from  our  observations  and  avoid 
our  mistakes. 

Licking  County  covers  the  geographic  area 
of  686  square  miles  and  is  served  by  only  one 
hospital  (Licking  County  Memorial  Hospital).  At 
the  present  time,  there  are  nine  established  nursing 
homes  in  the  county,  which  supplement  the  health 
care  provided  by  the  hospital.  The  combined  total 
bed  capacity  of  the  hospital  and  nursing  homes  is 
856  beds,  with  the  hospital  supplying  320.  The 
hospital  is  four  years  old  and  ultramodern  in  all 
respects.  The  population  of  Licking  County  is 
106,615  according  to  the  1960  census  data.  As 
depicted  in  Table  1,  the  population  is  distributed 
in  the  age  category.2 

Table  1 demonstrates  a very  close  parallel 
between  the  population  percentage  by  age  groups 
when  Licking  County  and  national  percentages 
are  compared.  Licking  County  differs  from  the 
nation  in  that  a lower  percentage  (less  than  2 
percent)  is  nonwhite,  in  contrast  with  the  national 
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figures  of  11.8  percent.  It  is  to  be  noted  that  29 
percent  of  the  total  population  of  Licking  County 
lies  in  the  potentially  high  stroke  risk  age  cate- 
gories of  45  years  and  over. 

Hospital  records  for  the  one-year  period  of 
October  1966  to  October  1967  revealed  that  a 
total  of  179  patients  were  admitted  to  the  hospital 
with  vascular  lesions  affecting  the  nervous  system. 
Table  2 depicts  the  classification  at  that  time. 

A significant  number  of  patients  with  central 
nervous  system  problems  also  received  some  sort 
of  care  in  nursing  homes  and  private  homes  with- 
out admission  to  the  hospital,  which  is  not  an 
unusual  practice  in  this  county. 

Table  3 provides  a detailed  breakdown  of 
the  health  personnel  in  Licking  County  in  the 
period  from  January'  1969  to  January'  1970. 

Until  1969,  physicians  practicing  at  Licking 
County  Memorial  Hospital  were  dependent  upon 
hospitals  in  adjacent  Franklin  County  for  most 
rehabilitation  services.  The  hospital  has  had  a 
physical  therapy  department  for  ten  y'ears,  which 
provided  for  only  acute  care.  Since  1966,  the 
department  has  been  staffed  by  three  full-time 
male  therapists.  In  August  1967,  a physiatrist  was 
appointed  to  the  position  of  Medical  Director  of 
Department  of  Physical  Medicine  at  Licking 
County  Memorial  Hospital.  In  1968,  still  prior 
to  the  establishment  of  the  Regional  Medical  Pro- 
gram, some  arrangements  were  made  for  limited 
hearing  and  speech  services  to  be  provided  by 
consultants  from  Columbus  via  a part-time  satel- 
lite hearing  and  speech  center  in  the  hospital. 
The  medical  staff  at  Licking  County  Memorial 


Table  1.  Population  Percentage  by  Age  Group  in 
Licking  County  and  Nationwide 


Age  Category 

Licking  County 
% 

Nationwide 

% 

0-4 

12 

1 1 

5-14 

20 

20 

15-24 

14 

13 

25-44 

25 

26 

45-64 

19 

20 

Over  65 

10 

10 

Total 

100 

100 

Table  2.  Vascular 

Lesions  Treated  at 

Licking  County 

Memorial  Hospital  (Oct.  1966  to 

Oct.  1967) 

Disease  Classification 


Number 


Subarachnoid  hemorrhage  2 

Cerebral  hemorrhage  39 

Cerebral  embolism  8 

Cerebral  thrombosis  74 

Cerebral  arteriosclerosis  38 

Cerebral  spasm  9 

Cerebral  encephalomalacia  5 

Other  and  unspecified  4 

Total  179 


Table  3.  Number  of  Physicians,  Nurses,  Physical  Thera- 
pists, Occupational  Therapists,  and  Speech  Therapists 
in  Licking  County,  January  1969 


Professional  Category 

Number 

Physicians  (M.D.  and  D.O) 

General  practice 

26 

Medical  specialties 

6 

Surgical  specialties 

18 

Osteopaths 

6 

Other  specialties 

10 

Hospital  based 

4 

Other  professional  activity 

1 

Inactive 

5 

Total 

76 

Nurses  (R.N.  and  L.P.N. ) 
Professional  ( R.N. ) 

357 

Practical  (L.P.N.) 

129 

Total 

486 

Licensed  physical  therapists 

3 

Occupational  therapists 

1 

Speech  therapists  (for  aphasia) 

0 

Total  for  all  categories 

566 

Hospital  is  a forward-looking  group  of  health 
professionals,  even  though  they  are  remote  from 
The  Ohio  State  University  Medical  Center.  The 
hospital  has  no  direct  affiliation  with  the  Univer- 
sity, which  is  38  miles  away. 


The  Program 

In  February  1968,  it  was  proposed  by  mem- 
bers of  the  Ohio  State  Regional  Medical  Program 
staff  that  Licking  County  Memorial  Hospital  con- 
sider applying  for  a grant  to  establish  a demon- 
stration program  for  the  care  of  the  stroke  patient. 
It  required  one  year  and  three  months  for  the 
program  to  become  operational.  During  the  pe- 
riod, several  complex  problems  had  to  be  over- 
come, including : ( 1 ) obtaining  approval  of  the 
hospital  administrative  staff;  (2)  obtaining  ap- 
proval of  the  medical  staff;  (3)  recruitment  of 
health  professionals  not  available  prior  to  the  pro- 
gram for  the  county  (physician  consultants,  reha- 
bilitation nurses,  and  occupational  therapists)  ; (4) 
obtaining  sufficient  space  in  the  hospital  to  carry 
out  the  program;  (5)  organizing  a health  profes- 
sional team  in  the  hospital  that  never  previously 
functioned  with  a team-type  program;  (6)  gear- 
ing a hospital  and  staff  toward  applying  for  a 
grant  in  a facility  that  had  never  previously  ap- 
plied for  any  grant;  (7)  the  mechanics  of  sub- 
mitting a grant  request  and  waiting  for  site  visits 
and  final  approval;  and  (8)  once  the  program 
was  funded,  the  stroke  team  had  to  be  developed 
and  it  had  to  define  the  needs  and  problems. 

The  program  in  Licking  County  Memorial 
Hospital  was  designed  to  provide : ( 1 ) optimal 
health  care  to  the  stroke  patient;  (2)  continuing 
medical  education  for  the  health  professionals  in 
the  area;  and  (3)  to  permit  a clinical  research 
study  on  the  nature  of  the  stroke  population  in 
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the  entire  county.  Licking  County  Memorial  Hos- 
pital is  the  only  hospital  in  the  county  and  almost 
all  the  patients  with  any  medical  problems,  in- 
cluding stroke,  are  admitted  to  the  hospital  for 
diagnosis  and  treatment.  It  was  felt  such  a situa- 
tion would  permit  a rare  opportunity  for  studying 
the  natural  history  of  stroke  in  an  entire  county. 


Discussion 

The  basic  foundation  of  the  Licking  County 
Program  is  the  stroke  team  which  consists  of : 
physiatrist,  cardiologist,  neurologic  surgeon,  physi- 
cal therapist,  occupational  therapist,  speech  thera- 
pist, and  rehabilitation  nurse.  The  stroke  team’s 
purpose  is  to  evaluate  the  new  stroke  patient  and 
to  make  initial  recommendations  to  the  family 
physician  as  to  optimal  acute  medical  management 
of  the  patient.  As  the  patient’s  condition  permits, 
further  recommendations  regarding  rehabilitation 
and  discharge  planning  are  presented.  In  all  cases, 
the  patient  remains  under  the  primary  care  of  the 
family  physician,  and  all  final  health  care  deci- 
sions are  left  up  to  him  rather  than  members  of 
the  team.  We  felt  this  to  be  a critical  point,  if  the 
family  physician  were  to  cooperate  with  and  learn 
from  the  program. 

We  originally  planned  to  see  all  acute  stroke 
admissions  to  the  hospital  between  July  1,  1969 
and  June  30,  1970,  and  we  saw  all  except  a few 
who  were  not  included  because  of  death  or  lack 
of  physician’s  cooperation.  All  evaluation  services 
by  the  stroke  team  were  at  no  cost  to  the  patient 
so  as  to  remove  any  economic  barriers  toward 
the  use  of  extensive  consultation  by  the  private 
physician.  In  addition  to  any  routine  orders  se- 
lected by  the  physician,  we  recommended  that 
all  patients  have  an  electroencephalogram,  skull 
x-rays,  and  an  electrocardiogram.  Brain  scan  and 
special  contrast  studies  were  not  available  at  the 
hospital ; however,  if  they  were  felt  to  be  indicated, 
they  could  be  obtained  in  Columbus.  Only  a few 
patients  required  transfer  to  a Columbus  hospital 
for  specialized  testing. 

It  was  felt  to  be  necessary  that  we  compare 
the  results  of  the  optimal  care  program  with  a 
control  group  of  patients  in  order  to  determine 
whether  such  a program  was  justified.  We  elected 
to  study,  retrospectively,  all  the  stroke  patients 
admitted  to  Licking  County  Memorial  Hospital 
from  July  1,  1968  to  June  30,  1969.  The  patients 
were  seen  by  the  stroke  team  and  were  given  the 
same  evaluation  as  inpatients  (except  EEC  and 
skull  films)  to  determine  the  needs  and  eventual 
prognosis  of  these  patients.  They  were  seen  on 
an  outpatient  basis,  approximately  one  year  after 
their  stroke. 


Postgraduate  education  of  health  profession- 
als has  been  a major  part  of  the  stroke  program 
at  Licking  County  Memorial  Hospital.  Most 
physician  teaching  has  been  on  a case  basis  with 
members  of  the  team  working  directly  with  the 
family  physician  in  the  management  of  the  acutely 
ill  patients  and  during  stroke  clinic  sessions.  Two 
community  physicians  refused  to  participate  in 
the  program  in  any  form,  because  they  regarded 
us  as  an  intrusion  on  their  practice.  The  majority 
of  the  physicians  were  cooperative  if  not  enthusi- 
astic. The  program  sponsored  a stroke  seminar 
with  outside  speakers  representing  both  medical 
and  physical  therapy  in  December  1969.  The  pro- 
gram drew  a very  large  response  by  nurses  and 
therapists  from  Licking  and  surrounding  counties; 
however,  we  had  very  poor  participation  on  the 
part  of  the  community  physicians.  The  nursing 
department  has  been  very  active  in  developing 
and  promoting  the  concept  of  the  rehabilitation 
nurse-clinician  in  the  hospital.  To  assist  the  edu- 
cation program,  considerable  educational  equip- 
ment has  been  obtained.  Two  Fairchild  single- 
concept projectors  and  a number  of  single-concept 
8 mm  films  on  stroke  have  been  used  both  in 
the  hospital  and  in  surrounding  nursing  homes. 
In  addition,  a film  strip  projector  and  stroke  film 
strips  have  been  obtained  for  presentation  to  lay 
groups  as  well  as  nursing  homes  and  hospital 
personnel. 

The  hospital  is  linked  to  the  Ohio  State  Uni- 
versity computer,  and  a programmed  postgradu- 
ate course  on  stroke  care  is  available  for  physician, 
nursing,  and  therapy  personnel. 

A large  amount  of  literature  has  been  ob- 
tained from  the  American  Heart  Association,  in- 
cluding pamphlets  on  stroke  and  aphasia,  which 
are  supplied  to  the  families  at  the  time  of  admis- 
sion of  the  patient  to  the  hospital.  Lima,  Marion, 
and  Bellefontaine  have  sent  representatives  from 
their  hospitals  to  visit  our  project,  and  the  project 
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director  has  been  asked  to  help  set  up  a similar 
project  in  other  communities. 

Problems 

During  the  first  year,  the  major  problems 
have  included: 

1.  Refusal  on  the  part  of  two  physicians  to 
participate.  Licking  County  Memorial  Hospital 
is  in  a small  community  where  some  physicians 
arc  very  conservative,  and  we  expected  minimal 
resistance  to  such  a Regional  Medical  program. 
We  have  been  very  gratified  by  a gradual  increase 
in  the  physician  participation  in  our  weekly  team 
conferences  and  by  the  general  upgrading  of 
stroke  care.  To  date,  no  stroke  patient  on  the 
program  has  been  discharged  from  the  hospital 
until  the  stroke  team  has  felt  the  patient  is  ready 
for  discharge.  This,  in  itself,  is  a tremendous  im- 
provement for  a community  hospital. 

2.  The  whole  problem  of  interesting  physi- 
cians in  chronic  disease  and  obtaining  their  at- 
tendance at  postgraduate  sessions  is  an  extremely 
difficult  one.  We  have  not  found  a solution  but 
have  concluded  that  the  best  way  to  reach  prac- 
ticing physicians  is  on  an  individual  case  basis  with 
their  individual  patients.  Our  physicians  do  not 
seem  to  gain  much  from  or  to  show  interest  in 
postgraduate  courses  on  chronic  disease.  We  pro- 
pose that  any  stroke  programs  based  heavily  on 
physician  attendance  at  postgraduate  courses  are 
doomed  to  failure. 

3.  Initially,  we  experienced  some  resistance 
on  the  part  of  the  nursing  supervisor  toward  the 
creation  of  the  position  of  rehabilitation  nurse. 
Our  nurses  (two  part-time  at  present)  are  as- 
signed to  the  department  of  physical  medicine 
rather  than  to  the  nursing  service,  and  they  work 
directly  with  the  physical  therapist,  the  occupa- 
tional therapist,  and  the  floor  nurses.  They  make 
daily  rounds,  assist  in  routine  care,  carry  out 
range  of  motion  exercises  and  ADL  activities  on 
the  floor,  and  are  the  overall  coordinators  of  the 
program.  By  the  end  of  the  first  year  of  the  pro- 
gram, our  chief  of  nursing  has  come  to  recognize 
the  value  of  the  rehabilitation  nurse  in  an  acute 
hospital  facility  and  has  suggested  that  the  posi- 
tion should  be  expanded  in  the  hospital  to  include 
other  diseases  and  on  a full-time  basis. 

4.  Change  of  staff  has  been  one  of  our  major 
problems  during  the  first  operational  year.  We 
lost  our  first  occupational  therapist  and  our  first 
rehabilitation  nurse  because  of  pregnancy,  but  we 
were  fortunate  to  replace  these  people  with  even 
better  qualified  personnel.  One  of  the  disadvan- 
tages of  a small  community  is  difficulty  in  recruit- 
ment of  health  professionals,  but  once  there,  they 


usually  stay.  Nursing  turnover  at  the  hospital  is 
less  than  5 percent  annually. 

5.  An  unanticipated  need  for  wheelchairs  be- 
came apparent  after  the  first  three  months  of  the 
program.  We  completely  neglected  to  consider  the 
possibility  that  the  average  hospital  does  not  have 
extra  wheelchairs  for  the  patients  to  use  for  pro- 
longed periods  on  the  floor.  It  was  necessary  for 
the  program  to  buy  four  wheelchairs,  out  of  the 
occupational  therapy  equipment  funds,  to  correct 
this  problem. 

6.  Although  we  have  been  able  to  see  many 
of  the  old  stroke  patients  on  an  out-patient  basis, 
a significant  number  have  had  a transportation 
problem,  especially  the  more  severely  handi- 
capped, bedfast,  or  elderly  stroke  patients. 

7.  At  the  start  of  the  program,  speech  therapy 
was  available  in  the  community;  however,  due  to 
lack  of  community  support,  the  speech  satellite 
center  closed.  We  are  presently  only  able  to  sup- 
ply speech  evaluation  to  each  of  our  stroke  pa- 
tients. 

8.  Many  in  rehabilitation  medicine  recognize 
the  tremendous  value  of  a social  worker  in  the 
care  of  the  stroke  patient.  Much  to  our  dismay, 
we  found  that  the  hospital  social  worker  was 
elderly  and  not  formally  trained,  and  there  was 
no  potential  for  improvement  of  the  situation. 
Many  small  community  hospitals  lack  trained 
social  workers  and  utilize  business  office  personnel 
to  arrange  nursing  home  placement  and  transpor- 
tation. We  have  found  that  the  rehabilitation 
nurse  can  assume  most  of  the  duties  assigned  to 
the  social  worker  in  a situation  such  as  ours. 

Results 

To  date,  we  have  cared  for  approximately 
130  new  stroke  patients  and  have  evaluated  70 
out-patient  old  stroke  patients  from  the  preceding 
year.  Despite  many  problems  and  changes  in  our 
staff,  the  faculty  has  matured.  Many  have  at- 
tended postgraduate  courses  to  improve  their 
abilities  in  stroke  care.  Regular  staff  nurses  have 
been  trained  to  become  rehabilitation  nurses  by 
utilization  of  scheduled  short  courses  in  rehabilita- 
tion nursing  at  the  Ohio  State  Rehabilitation 
Center.  Many  attending  physicians  have  started 
to  participate  in  our  stroke  clinics  and  our  weekly 
stroke  team  conferences.  We  have  been  able  to 
involve  student  nurses  from  the  Capital  Uni- 
versity School  of  Nursing  in  our  program  as  well 
as  medical  students  and  residents  in  physical 
medicine  from  The  Ohio  State  University.  The 
hospital’s  medical  and  administrative  staff  has 
come  to  see  the  need  for  an  integrated  rehabilita- 
tion program  in  an  acute  community  hospital 
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setting.  The  staff  nurses  are  now  quite  well 
oriented  toward  rehabilitation  and  the  aides  are 
using  better  limb  positioning  and  skin  care  tech- 
niques than  prior  to  the  program.  An  occupational 
therapy  program  has  been  developed  in  the  hos- 
pital for  the  first  time,  and  the  occupadonal 
therapist  now  is  available  to  help  other  patients 
with  other  problems.  We  anticipate  the  program 
will  continue  on  for  one  to  two  more  years.  During 
the  second  year  of  the  program,  we  will  evaluate 
the  long-term  results  of  the  care  of  the  patients 
admitted  during  the  first  year.  In  addition,  the 
education  program  will  be  expanded. 

The  statistical  evaluation  of  our  stroke  pro- 
gram will  be  presented  elsewhere. 

Summary 

A model  stroke  care  program  was  established 
in  a single  hospital  supplying  the  medical  needs 


of  an  entire  midwestern  county  of  105,000  people. 
The  purposes  of  this  program  were  to : ( 1 ) pro- 
vide optimal  acute  and  rehabilitation  care  for  the 
stroke  patient;  (2)  supply  postgraduate  educa- 
tional experiences  for  the  health  care  manpower 
in  the  county;  and  (3)  to  study  the  effectiveness 
of  such  a program. 

The  program  has  been  considered  quite  suc- 
cessful at  the  end  of  the  first  year  of  operation. 
Some  of  the  problems  involved  in  organizing  and 
implementing  such  a program  are  presented. 
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PREDICTION  OF  FATAL  ANOXIC  BRAIN  DAMAGE.— Ninety-three 
electroencephalograms  (EEGs)  were  recorded  within  a week  of  cardiac 
resuscitation  from  41  patients  in  w'hom  the  subsequent  outcome  was  known 
to  be  either  recovery  of  cerebral  function  or  death  with  associated  pathological 
evidence  of  gross  anoxic  brain  damage.  A statistical  analysis  of  observations  on 
these  EEGs  yielded  a discriminant  function  for  predicting  death  or  survival. 
Predictions  based  on  each  of  the  93  individual  EEGs  would  have  been  correct 
in  92  and  at  a confidence  level  better  than  99  percent.  The  same  discriminant 
function  was  found  to  be  applicable  to  a further  19  patients  who  died  but 
did  not  undergo  neuropathological  studies  and  to  33  others  in  whom  the 
clinical  picture  was  complicated  by  such  factors  as  uremia  or  head  injury. 
Thus  it  seems  that  the  presence  or  absence  of  fatal  brain  damage  after  cardiac 
arrest  can  be  reliably  predicted  from  EEGs  taken  within  a week  of  resuscita- 
tion. An  estimate  of  the  probability  of  survival  is  now  routinely  included  in 
the  clinical  report  on  each  EEG  taken  after  cardiac  arrest. — C.  D.  Binnie, 
M.D. ; P.  F.  Prior,  M.B.;  D.  S.  L.  Lloyd,  B.Sc.;  D.  F.  Scott,  M.B.;  and  J.  H. 
Margerison,  M.B.,  London:  British  Medical  Journal,  4:265-268,  Oct.  31, 
1970. 
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Types  of  Coronary  Circulation  in  Human  Hearts 


“Types  of  Balance”  and  “Predominance” 
of  the  Human  Coronary  Arteries 

J 

Joseph  N.  Blunk  and  L.  J.  A.  DiDio,  M.D. 


TN  HIS  COMPREHENSIVE  and  beautifully 
executed  book,  James1  indicates  a series  of  “un- 
settled questions”  regarding  the  anatomy  of  the 
coronary  arteries.  Among  them,  he  emphasizes  the 
need  for  further  study  of  the  relationship  between 
the  distribution  of  the  coronary  arteries  and  the 
most  common  areas  of  myocardial  infarction,  as 
well  as  the  potential  relationship  between  a specific 
variation  in  the  arterial  distribution  and  certain 
myocardial  diseases. 

We  have  the  opportunity  to  contribute  some 
information  to  these  subjects,  at  least  indirectly, 
by  presenting  our  observations  on  the  most  com- 
mon patterns  of  coronary  artery  distribution  as 
studied  from  a series  of  normal  human  hearts 
which  had  been  collected  over  a period  of  years.2 
Each  topographical  variation  has  a different 
reaction  to  a derangement  in  cardiac  circulation 
and  a potentially  different  means  of  providing  a 
collateral  blood  supply.3  Although  investigations  of 
this  kind  have  been  performed  several  times,  as 
will  be  noted  under  Literature,  usually  the  studies 
were  based  on  only  a few  hearts  that  could  be 
considered  completely  normal.  In  the  present  paper, 
our  data  were  obtained  from  a large  series  of 
specimens  from  young  and  adult  individuals  who 
were  victims  of  sudden  death.  These  individuals 
either  committed  suicide  or  were  killed  without 
causing  injury  to  the  heart,  and  we  are  confident 
that  our  findings  represent  the  normal  distribution 
of  coronary  arteries  in  the  population  sample  which 
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comprises  our  study.  This  investigation,  however, 
specifically  deals  with  just  two  aspects  of  the 
vascular  distribution  in  the  heart:  (1)  the  termina- 
tion of  the  right  coronary'  artery  and  the  termina- 
tion of  the  circumflex  branch  of  the  left  coronary 
artery  as  related  to  the  posterior  interventricular 
sulcus;  (2)  the  incidence  of  coronary  artery  pre- 
dominance or  balance  according  to  Schlesinger’s 
criterion.4’  5 The  variations  in  coronary  circula- 
tion, especially  the  terminations  of  the  main  trunks, 
have  been  considered  indicative  of  arterial  balance 
or  “types  of  predominance,”  the  concept  of  which 
will  be  discussed.  In  view  of  recent  studies,  a re- 
evaluation  of  Schlesinger’s  criterion  (1938,  1940) 
for  the  classification  of  hearts  is  necessary.  If  it  is 
true  that  hearts  having  coronary  artery  predomi- 
nance are  more  susceptible  to  coronary  disease 
owing  to  the  greater  burden  assumed  by  the 
preponderant  artery,  that  is,  if  the  pattern  of 
vascular  distribution  influences  the  pathologic 
alterations  in  the  arteries,  then  it  is  essential  that 
the  normal  branching  of  the  entire  organ,  not 
just  the  ventricles,  be  known. 

Literature 

Information  gathered  from  our  bibliographic 
search  is  presented  in  Table  1,  which  indicates  the 
authors  in  chronologic  order,  the  number  of  hearts 
studied,  and  the  percentage  of  cases  that  showed 
the  right  or  left  coronary  artery  ending  at  the 
level  of  the  posterior  interventricular  sulcus  or 
terminating  after  crossing  it.  When  percentages 
were  not  provided  by  the  authors,  they  were  cal- 
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culated  from  the  original  figures  and  were  ap- 
proximated. When  the  authors  described  only 
patterns  of  coronary  circulation,  the  site  of  termina- 
tion was  deduced  from  the  assumed  arterial  dis- 
tribution. 

Tables  4 and  5,  showing  the  bibliographic 
data  on  the  types  of  balance  and  predominance  of 
the  coronary  arteries  and  on  the  distribution  of 
these  types  according  to  the  sex  of  the  individuals, 
respectively,  will  be  presented  in  the  Discussion. 

Material  and  Method 

Most  of  the  hearts  studied  in  the  present  in- 
vestigation belong  to  the  series  utilized  by  DiDio  in 
his  description  of  the  atrioventricular  branches  of 
the  coronary  arteries.2  The  series  is  comprised  of 
50  hearts  obtained  in  Brazil  fresh  from  cadavers 
of  Caucasians  (25  males  and  11  females),  Negroes 
(1  male  and  1 female),  “mulattoes”  (8  males  and 
2 females),  and  Mongoloids  (1  male  and  1 fe- 
male), of  different  nationalities  (44  Brazilians,  2 
Italians,  2 Japanese,  1 German,  1 Spaniard).  In 
all,  there  were  35  males  and  15  females.  The  ages 
of  the  individuals  ranged  from  14  years  (two 
cases)  to  68  years  (one  case),  most  being  adults 


(39)  from  21  to  46  years  of  age.  The  suicides, 
which  constituted  the  majority  (47),  took  their 
lives  by  ingesting  cyanide  added  to  a beverage.  Be- 
cause death  occurred  shortly  thereafter,  no  damage 
was  caused  to  the  macroscopic  distribution  of  the 
coronary  arteries.  Of  the  remaining  three  subjects, 
two  died  in  automobile  accidents  and  one  died  of 
carbon  monoxide  inhalation. 

Each  coronary  artery  was  injected  with  gel- 
atin, to  which  red  or  blue  pigment  and  barium 
sulphate  had  been  added,  using  a pressure  of 
140  mm  Hg. 

After  taking  radiograms,  the  epicardium  was 
removed  and  each  coronary  artery  and  its  branches 
w'ere  dissected  until  they  pierced  the  myocardium 
and  disappeared  in  its  thickness. 

Photographs  were  taken  and  drawings  were 
made  of  the  most  interesting  specimens. 

Results 

1.  The  site  of  termination  of  the  right  coro- 
nary artery  and  of  the  circumflex  branch  of  the  left 
coronary  artery. — The  right  coronary  artery  ex- 
tended beyond  the  posterior  interventricular  sulcus, 


Table  1.  Site  of  Termination  of  the  Coronary  Arteries 


Right  of  Posterior 

Left  of  Posterior 

At  the  Posterior 

Coronary 

Interventricular 

Interventricular 

Interventricular 

Authors 

Material 

Artery 

Sulcus 

Sulcus 

Sulcus 

% 

% 

% 

Banchi  (1904)6* 

100 

Right 

Left 

10  (7-11 ) 

81-85 

7 

Piquand  (1910)7* 

50 

Right 

Left 

14 

14 

86 

86 

Gross  (1921)8* 

100 

Right 

Left 

4 

2 

86 

88 

10 

10 

Crainicianu  (1922)9* 

Right 

Left 

10 

90 

90 

10 

Adachi  (1928)10* 

109 

Right 

Left 

5.5 

91.8 

2.7 

Campbell  (1929)1'* 

100 

Right 

Left 

14 

14 

72 

72 

14 

14 

Lhrich,  Chapelle 

Right 

13 

79 

8 

and  Cohn  (1931)12* 

39 

Left 

8 

82 

10 

Mouchet  (1933)13* 

Right 

Left 

92 

8 

P’an  (1934)14* 

40 

Right 

Left 

7 5 
2.5 

85 

85 

7.5 

12.5 

Bosco  (1935)15* 

Numerous 

Right 

Left 

9-12 

Mulazzi  ( 1 941 ) 16* 

1 10 

Right 

Left 

12 

2 

88 

88 

10 

Bosco  (1947)17* 

Numerous 

Right 

Left 

20 

80 

Fanfani  (1953)18* 

Right 

Left 

16 

84 

84 

James  and 

Right 

85 

Burch  (1958a) 19* 

70 

Left 

James  and 

Right 

83 

10 

Burch  (1958b)  20* 

43 

Left 

7 

10 

James  (1961)1* 

106 

Right 

Left 

<5 

90 

James  ( 1965)21* 

Right 

Left 

10 

90 

* Reference  number 
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ending  in  the  diaphragmatic  aspect  of  the  heart  to 
the  left  of  the  sulcus  (Figs.  1 and  2)  in  39  out  of 
50  hearts  or  78  percent  ± 5.9.  Henceforth,  we 
shall  refer  to  this  configuration  as  Type  R for 
“right.” 

The  left  coronary  artery  crossed  the  posterior 
interventricular  sulcus  and  terminated  beyond  it, 
ending  in  the  diaphragmatic  aspect  of  the  heart 
to  the  right  of  the  sulcus  (Fig.  3)  in  10  out  of 
50  hearts,  or  in  20  percent  ± 5.7.  We  have  called 
this  arrangement  Type  L for  “left.” 

both  coronary  arteries  terminated  at  the  level 
of  the  posterior  interventricular  sulcus  (Fig.  4) 
in  1 out  of  50  hearts,  or  in  2 percent  ± 1.9.  This 
is  called  Type  B for  “both.” 

In  summary  then,  Type  R is  the  most  fre- 
quent and  Type  B is  extremely  rare. 

Broken  down  into  racial  and  sexual  groups,  the 
incidence  of  the  types  of  termination  of  the  coro- 
nary arteries  is  indicated  in  'Fable  2.  The  small 


Table  2.  Incidence  of  Types  of  Coronary  Artery  Ter- 
mination Grouped  by  Race  and  Sex 


Type 

R 

20 

males  (25)  j 

i 

Type 

L 

5 

Type 

B 

0 

Caucasian 

(36) 

Type 

R 

7 

females  (11) 

1 

Type 

L 

4 

Type 

B 

0 

•j 

Type 

R 

7 

males  ( 8 ) 

Type 

L 

0 

j 

Type 

B 

1 

Mulatto  (10) 

Type 

R 

1 

1 

females  (2) 

Type 

L 

1 

j 

Type 

B 

0 

Negro  (2) 

male  ( 1 ) j 

female  ( 1 ) 

Type 
i Type 

R 

R 

Mongoloid 

(2) 

male  ( 1 ) 
female  ( 1 ) 

Type 
i Type 

R 

R 

number  of  cases  in  each  group  will  not  support  a 
firm  conclusion,  although  it  is  noteworthy  that 
Type  R predominates  in  seven  of  the  eight  groups. 

The  incidence  of  each  type  of  coronary  artery 
termination  in  the  racial  groups  is  indicated  in 
Table  3.  It  seems  that  Type  R is  more  frequent, 


Table  3.  Incidence  of  Coronary  Artery  Termination 
in  Racial  Groups. 


Racial  Group 

R 

Type 

L 

R 

Total 

Caucasian 

27 

9 

0 

36 

Mulatto 

8 

1 

1 

10 

Negro 

2 

0 

0 

2 

Mongoloid 

2 

0 

0 

2 

Total 

39 

10 

1 

50 
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at  least  in  Caucasians  and  mulattoes,  even  in  this 
small  sample. 

In  each  sexual  group,  the  incidence  of  each 
type  of  termination  is  as  follows: 

\ Type  R:  29 
Males  (35)  j Type  L:  5 

•i  Type  B:  1 

\ Type  R:  10 

Females  (15)  { Type  L:  5 

\ Type  B:  0 

Again,  it  appears  that  Type  R has  a higher 
incidence  in  both  sexes. 

2.  Types  of  predominance  or  balance. — 
Adopting  Schlesinger’s  criterion,4-  5 our  results  in- 
dicate that  right  coronary  artery  predominance 
(our  Type  R)  occurred  in  approximately  78  per- 
cent of  the  cases,  and  that  left  predominance  (our 
Types  L and  B)  appeared  in  22  percent  (Figs. 
1-4). 

Discussion 

Condition  of  the  hearts.- — Most  of  the  papers 
published  on  the  distribution  of  the  coronary 
arteries  in  human  hearts  do  not  indicate  the 
causa  mortis  of  each  subject  or  the  condition  of 
the  specimen  at  the  time  of  death,  consequently 
raising  the  question  of  whether  or  not  the  data 
are  based  on  normal  organs.  Assuming  that  knowl- 
edge of  the  normal  pattern  of  coronary  circulation 
and  its  most  common  variations  is  essential  for  the 
understanding  of  cardiac  physiopathology,  as  for 
example  the  localization  of  myocardial  infarction, 
an  investigation  on  a series  of  hearts  with  no 
pathologic  changes  would  provide  a valuable 
anatomic  background  for  some  contribution  in 
this  area.  Moreover,  studying  the  most  frequent 
sites  of  myocardial  infarction  as  related  to  one  or 
more  of  the  branches  of  the  coronary  arteries, 
pioneered  by  Schlesinger4- 5 on  the  basis  of  the 
work  of  Banchi6  and  his  followers,  would  only 
prove  worthwhile  if  the  pattern  of  coronary  cir- 
culation had  not  been  altered  by  pathologic  factors. 

The  hearts  which  form  the  basis  of  this  study 
are  from  suicide  victims  and  are  unaltered  by 
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the  sudden  cause  of  death.  Consequently,  the  in- 
vestigation of  normal  distribution  of  the  coronary- 
arteries  was  undertaken  because  of  the  unique 
opportunity  afforded  by  this  collection.  Analysis 
of  our  material  also  showed  no  evidence  of  cardiac 
disease  that  might  have  altered  the  distribution 
of  the  coronary  arteries.  These  hearts,  then,  can 
be  considered  “normal”  and  ideally  suited  for  this 
study. 

Racial  and  Sexual  Groups. — Caucasians,  mu- 
lattoes,* Negroes  and  Mongoloids  of  different 
nationalities  make  up  our  sample.  Of  the  44 
Brazilians,  32  were  Caucasians,  10  were  mulattoes, 
and  2 were  Negroes.  .Among  the  non-Brazilians 
(6),  four  were  Caucasian  (2  Italians,  1 German, 
and  1 Spaniard),  and  two  were  Mongoloids 
(Japanese).  In  view  of  this,  our  findings  are 
mainly  applicable  to  Caucasians  and,  as  was  stated 
previously',  to  adult  individuals. 

No  racial  difference  was  determined  with 
regard  to  the  incidence  of  the  types  of  coronary' 
artery'  termination  because  Caucasians  formed  the 
major  portion  of  the  study.  However,  an  attempt 
was  made  to  compare  Caucasians  (36)  and  non- 
Caucasians  (12),  the  latter  including  only  Negroes 
(2)  and  mulattoes  (10).  Among  Caucasians,  Type 
R occurred  in  27  cases  and  Type  L in  nine  cases; 
among  non-Caucasians,  Type  R appeared  in  ten 
cases  and  Type  L in  one  case  (the  remaining  case 
was  classified  as  Type  B).  These  results  agree  with 
the  findings  in  the  whole  series,  where  Type  R 
is  much  more  frequent  (78  percent)  than  Type  L 
(20  percent)  and  Type  B (2  percent). 

Similar  results  occur  when  comparing  the 
incidence  of  the  types  in  both  sexes:  Type  R is 
more  frequent  in  males  than  Type  L (29  to  5)  and 
is  also  more  frequent  in  females  (ten  to  five). 
However,  Type  L in  females  (33.3  percent)  has 
a higher  percentage  than  in  males  (17.2  percent), 
although  a larger  series  of  hearts  is  needed  to 
give  a conclusive  indication  of  a sexual  difference. 

The  subdivision  of  each  racial  group  into 
sexes,  obviously  does  not  permit  a valid  comparison 
because  the  numbers  in  each  group  are  too  small 
at  the  present  time.  However,  it  should  be  pointed 
out  that  Schlesinger5  considered  the  inherited  pat- 
terns of  coronary  artery  distribution  as  probably 
responsible  for  the  familial  and  sexual  distribution 
of  coronary  heart  disease.  Citing  experiments  in 
dogs,  Gregg22  mentioned  that  heredity  plays  a 
significant  role  in  the  etiology  of  coronary  heart 
disease. 

Age  Groups. — The  question  of  different  in- 
cidences in  each  type  of  coronary  termination  in 
relation  to  age  was  mentioned  by  Gross,8  Spal- 
teholz,23  Campbell,11  Blumgart,  Schlesinger  and 


♦Persons  of  mixed  Caucasian  and  Negro  ancestry. 


Fig.  1.  Diagram  of  diaphragmatic  aspect  of  heart 
of  60-year-old  Japanese  (Mongoloid)  man.  Right 
coronary  artery  (striated)  extends  beyond  posterior 
(cardiac)  interventricular  sulcus  and  supplies  a 
portion  of  the  walls  of  left  ventricle  and  atrium 
(type  R).  Left  coronary  artery  (solid)  supplies 
left  half  of  diaphragmatic  aspect  of  left  ventricle. 
Using  Schlesinger’s  criterion,  this  corresponds  to  a 
right  coronary  artery  predominance.  Two  atrioven- 
tricular branches  shown  on  left  ventricle.  I 
inferior  vena  cava. 

Davis,24  and  Blumgart,  Schlesinger  and  Zoll.23 
Recently  Ayer  and  Rao3  suggested  that  some 
fetal  hearts  with  balanced  circulation  may  acquire 
a right  coronary  predominance  during  adulthood. 
Because  we  examined  hearts  which  were  complete- 
ly developed,  no  conclusion  can  be  drawn  in  this 
respect  from  our  material.  The  fact  that  the 
majority  of  individuals  (39)  ranged  from  21  to 
46  years  of  age  (the  extreme  ages  being  14  and 
68)  indicates  that  it  was  improbable  that  an 
alteration  in  the  coronary  distribution  was  caused 
by  an  undetected  heart  disease  which  may  have 
produced  new  anastomoses.4’24  25 

Although  our  findings  are  primarily  valid  for 
normal  hearts  of  adult  Caucasians,  the  absence  of 
racial  and  sexual  differences  gives  us  enough 
freedom  to  compare  these  hearts  with  the  total 
data  of  other  authors. 

Termination  of  the  Coronary  Arteries. — 
Table  I has  shown  a fair  amount  of  consistency 
in  the  results  of  different  authors  working  with 
different  population  samples  with  regard  to  the 
site  of  termination  of  the  coronary  arteries,  viz, 
the  right  coronary  artery  ended  more  frequently 
in  the  diaphragmatic  aspect  of  the  left  ventricle 
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Fig.  2.  Diagram  of  base  of  heart  (seen  from  above)  of  a 33-year-old  Brazilian  (Caucasian)  woman.  Right 
coronary  artery  (R)  originates  several  small  atrial  arteries  and  the  posterior  interventricular  branch  (1).  Left 
coronary  artery  (L)  terminates  by  giving  off  a left  posterior  ventricular  branch  (2)  after  originating  a large 
lateral  anterior  atrial  artery.  Latter  splits  into  a lateral  and  a medial  branch;  medial  is  directed  to  left 
auricle  and  lateral  (3)  supplies  large  area  of  right  atrium,  suggesting  left  coronary  artery  predominance  at 
level  of  ventricles  (type  R).  A==aorta;  P = pulmonary  artery;  S = superior  vena  cava;  and  I = inferior  vena  cava. 


to  the  left  of  the  posterior  interventricular  sulcus 
than  elsewhere.  The  incidence  of  this  type  of 
termination  varied  from  72  percent  (Campbell)11 
to  91.8  percent  (Adachi),10  and  our  result  (78 
percent)  falls  within  the  limits  of  this  range.  The 
circumflex  branch  of  the  left  coronary  artery 
remained  within  the  limits  of  the  left  ventricle 
(Campbell  72  percent11  to  Mouchet  92  percent13) 
more  frequently  than  extending  to  the  right  ven- 
tricle (Crainicianu  zero9  to  Boscoljl"  20  percent). 
Our  finding  (20  percent)  coincides  with  Bosco’s 
percentage.  The  right  coronary  artery  ended  in  the 
posterior  interventricular  sulcus  in  zero  (Crain- 
icianu) to  14  percent  (Campbell)  ; the  circumflex 
branch  of  the  left  artery  ended  in  the  sulcus  in  zero 
(Piquand,'  Bosco  and  Fanfani18)  to  14  percent 
(Campbell).  Our  incidence  (2  percent)  indicates 
that  this  site  of  termination  for  the  right  coronary 


artery  and  for  the  circumflex  branch  of  the  left 
is  a rarity. 

Balanced  circulation  and  coronary  artery  pre- 
dominance. Having  classified  the  hearts  of  this 
series  according  to  the  pattern  of  their  coronary 
circulation,  we  attempted  to  compare  our  results 
with  those  of  preceding  authors,  which  are  pre- 
sented in  Table  4.  Unless  the  investigator  had  his 
own  criterion,  in  which  case  the  differences  with 
Schlesinger’s  criterion  will  be  pointed  out  and 
discussed,  the  percentages  of  cases  given  by  each 
author  were  presented  as  corresponding  to  Schle- 
singer’s  groups  (Zoll).26 

The  concept  of  “coronary  artery  predomi- 
nance” — an  expression  which  should  be  em- 
ployed with  reservation,  according  to  James1  — 
in  supplying  the  heart  was  emphasized  by 
Schlesinger5  and  was  based  on  Banchi's6  assump- 
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tion  that  the  fundamental  variable  in  the  pattern 
of  coronary  circulation  is  a reciprocal  relationship 
between  the  length  of  the  circumflex  branch  of 
the  left  artery  and  that  of  the  right  coronary  artery. 
Extreme  variability  in  these  arterial  vessels  had 
been  noticed  by  Spalteholz23  and  Whitten27'28  at 
the  area  called  the  crux  of  the  heart,  where  the 
four  cardiac  chambers,  the  interatrial  and  the 
interventricular  septa  meet  and  where  the  coronary 
sulcus  is  intercepted  by  the  posterior  interventri- 
cular sulcus.  According  to  Schlesinger,5  either  the 
circumflex  branch  of  the  left  coronary  artery  or 
the  right  coronary  artery,  or  both,  may  extend  to 
the  intersection  of  the  sulci.  At  this  point,  the 
posterior  interventricular  branch  may  originate 
(1)  from  the  right  artery,  (2)  from  the  left  cir- 
cumflex branch  of  the  left  artery,  or  (3)  from 
both,  determining  “how  the  blood  supply  of  the 
heart  is  apportioned  between  the  two  . . . coronary 
arteries.”  His  classification  of  hearts  was  based 
only  on  “this  single  anatomic  variable,”  which  he 
considered  “closely  related  to  the  nourishment” 
of  the  organ.  He  therefore  established  three  groups, 
I,  II,  and  III,  corresponding  to  right  coronary 
artery  predominance,  balanced  circulation,  and 
left  coronary  artery  predominance,  respectively. 

Because  there  are  conflicting  data  in  the  lit- 
erature when  attributing  to  Banchi  the  incidence 
of  each  type,  a thorough  analysis  of  his  concept  of 


Fig.  3.  Diagram  of  heart  of  43-year-old  Brazilian 
(Caucasian)  man.  Right  coronary  artery  (striated) 
does  not  reach  posterior  interventricular  sulcus. 
Left  coronary  artery  (solid)  originates  the  posterior 
(cardiac)  interventricular  branch,  thus  supplying 
the  entire  interventricular  septum,  and  also  sends 
ventricular  branches  to  wall  of  right  ventricle 
(type  L).  Corresponds  to  Schlesinger’s  group  of 
hearts  having  balanced  coronary  circulation.  I — 
inferior  vena  cava. 


predominance  and  of  his  results,  including  com- 
parison of  his  results  with  Schlesinger's  criterion 
and  data,  is  necessary.  Some  of  the  confusion  in 
citing  Banchi’s6  figures  stems  from  statements  re- 
lated to  different  approaches  in  the  presentation  of 
his  results.  For  example,  on  page  99  of  his  paper, 
it  is  stated  that  the  circumflex  branch  of  the  left 
coronary  artery  “extended  rarely  beyond  the 
diaphragmatic  aspect  of  the  left  ventricle”  ( 1 1 
percent  of  the  cases).  On  pages  105  and  106,  he 
indicated  that  in  7 percent  this  branch  continued 
beyond  the  left  ventricle  also  supplying  the  right 
ventricle;  and  on  page  109,  he  stated  that  in  10 
percent  of  the  cases  the  left  coronary  artery  origi- 
nated the  posterior  interventricular  branch.  On 
page  114,  Banchi  mentioned  that  in  12  percent 
the  right  coronary  artery  did  not  reach  the  pos- 
terior interventricular  sulcus,  and  in  7 percent  it 
stopped  at  this  sulcus.  On  page  137,  he  stated  that 
in  10  percent  of  his  cases  a type  occurred  (which 
he  called  “A”)  of  extreme  variation;  in  this  type 
the  left  coronary  artery  predominated  (“tipo  in 
cui  prevale  l’a.  cor.  sinistra”),  because  it  originated 
the  posterior  interventricular  branch,  and  the 
right  coronary  artery  did  not  extend  beyond  3 cm 
(toward  the  left)  from  the  right  margin  of  the 
heart.  It  can  be  observed  that  all  these  percentages, 


Fig.  4.  Diaphragmatic  aspect  of  heart  of  23- 
year-old  Brazilian  (mulatto)  man.  Right  coronal) 
artery  (striated)  ends  at  level  of  posterior  (cardiac) 
interventricular  sulcus,  originating  one  posterior 
interventricular  branch.  Left  coronary  artery 
(solid)  terminates  also  at  level  of  sulcus,  and 
originates  the  other  posterior  interventricular 
branch  (type  B).  Corresponds  to  a left  coronary 
artery  predominance  using  Schlesinger’s  criterion. 
I = inferior  vena  cava. 
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from  7 percent  to  12  percent,  correspond  to  the 
group  of  hearts  having  left  coronary  artery  pre- 
ponderance in  Schlesinger’s  groups. 

Concerning  the  right  coronary  artery,  Banchi6 
stated  (1)  that  it  extended  beyond  the  posterior 
interventricular  sulcus  in  81  percent  (p.  114)  of 
the  cases  and  in  85  percent  (p.  123),  and  (2)  that 
the  circumflex  branch  of  the  left  coronary  artery 
ended  in  the  middle  of  the  diaphragmatic  aspect 
of  the  ventricle  (p.  134)  and  that  the  right  coro- 
nary artery  originated  the  left  posterior  ventricular 
branch  1 to  2 cm  beyond  the  interventricular 
sulcus  (p.  137)  in  circa  80  percent  of  the  cases, 
which  were  classified  as  belonging  to  his  “funda- 
mental normal  type.”  According  to  these  data,  this 


80  to  85  percent  can  be  included  among  the  cases 
of  right  coronary  artery  predominance  in  Schle- 
singer’s  classification. 

Because  the  posterior  interventricular  branch 
had  originated  in  89  percent  of  Banchi’s  cases6  (p. 
122)  from  the  right  coronary,  the  hearts  could 
belong  to  Schlesinger's  group  II  (balanced  circula- 
tion) or  to  his  group  III  (left  coronary  predomi- 
nance) . The  same  conclusion  would  be  reached 
in  a slightly  different  percentage  (87  percent)  of 
cases  (13)  where  Banchi  did  not  find  any  left 
posterior  ventricular  branches,  that  is,  branches 
to  the  wall  of  the  left  ventricle. 

According  to  Banchi’s  criterion,  his  Type  B 
(p.  137)  “in  cui  prevale  la  a.  cor.  destra,”  in 


Table  4.  Incidence  of  Balanced  Circulation  or  Coronary  Artery  Predominance 


Authors 

Material 

Balanced 

Circulation 

Predominant 

Right-Coronary 

% 

Circulation 

Left  Coronary 

% 

Banchi  (1904)6* 

100  Italians 

85  (80-87) 

10  ( 7-12) 

Piquand  (1910)"* 

50  French 

68 

18  (86) 

14 

Crainicianu  (1922)9* 

200 

90 

10 

Adachi  (1928)10* 

109  Japanese 

2.7 

91.8 

5.5 

Campbell  (1929)U* 

100 

72 

28 

Ehrich,  Chapelle 

39 

8 

79 

13 

and  Cohn  (1931)12 

Mouchet  (1933)13* 

92 

Fan  (1934)14* 

40  male  Chinese 

87.5 

12.5 

Bosco  (1935)15* 

Numerous 

88 

12 

Schlesinger  (1940)5* 

225 

34 

48 

28 

Bosco  (1947)17* 
Brink  (1949)29* 

Numerous 

32** 

17  European  Whites 
15  Bantu 

80 

29 

73 

20 

Fanfani  (1953)'8* 
DiGuglielmo  and 

150  Italians 
292  Swedes 

84 

more  often 

16 

Guttadauro  (1954) 30* 

Baroldi  (1956)31* 

Ayer  and  Rao  (1957)3* 

106 

45  South  Indians: 

76.4 

23.6 

25  adults 

28 

44 

29 

20  fetuses 

50 

25 

25 

Jain  and 

30  Indians  (Agra) 

33.4 

56.6 

10 

Hazary  (1958  ) 32* 

Spada,  Piccaluga 

95 

83 

17 

and  Schlich  ( 1958)33* 

May  (196  0 ) 34* 

500 

9 

55 

36 

James  (1961)1* 

106 

approx.  90 

<3 

Vasko.  Gutelius 

and  Sabiston  (1961  )35* 

56  arteriograms: 

36 

48 

lb 

32  normal 

31 

47 

24  pathologic 

42 

50 

8 

Blumgart  and  Pitt 
in  Smith  (1962)30* 

1576 

18 

72 

10 

* Reference  number 

**One  Coloured  not  included 


602  j The  Ohio  State  Medical  Journal 


which  the  right  coronary  artery  predominates,  was 
ciiaracterized  by  the  extension  of  the  right  coro- 
nary artery  beyond  the  middle  of  the  diaphrag- 
matic aspect  of  the  left  ventricle  and  occurred  in 
21  percent  of  the  cases,  being  maximal  in  5 percent 
and  incomplete  in  17  percent  (p.  141).  He  added 
that  in  20  percent  of  the  cases,  the  circumflex 
branch  of  the  left  coronary  artery  did  not  extend 
beyond  the  left  margin  of  the  heart.  The  cor- 
responding group  in  Schlesinger’s  classification  is 
obviously  the  group  of  hearts  having  right  coronary 
artery  predominance.  Whereas  Banchi,  however, 
considered  the  middle  of  the  diaphragmatic  aspect 
of  the  left  ventricle  as  the  reference  for  the  classi- 
fication of  the  hearts,  Schlesinger  considered  it  the 
posterior  interventricular  sulcus  (“crux”).  Thus 
Banchi's  cases  of  right  coronary  predominance  are 
the  extreme  cases  of  Schlesinger’s  right  predomi- 
nance. 

A difference  in  the  concept  of  predominance 
was  also  found  between  Piquand7  and  Schlesinger. 
What  the  former  (p.  331  of  his  paper)  calls  “type 
arteriel  habituel”  (34  out  of  50  cases)  is  not  a 
balanced  type  but  a right  predominant  type  in 
Schlesinger’s  sense  because  the  right  coronary 
artery  runs  beyond  the  posterior  interventricular 
sulcus  and  gives  off  a “descending  ramus”  (left 
posterior  ventricular  branch),  which  supplies  the 
middle  of  the  posterior  aspect  of  the  left  ventricle. 
In  order  to  adapt  Picjuand’s  figures  to  those  of 
Schlesinger’s  groups,  we  must  take  into  account 
that  Piquand  added  two  rare  types:  “Vun  dans 
leqael  la  coronaire  gauche  prend  la  preponderance , 
I’autre  dans  lequel  c’est  la  coronaire  droite  qui 
joue  le  role  essentiel.”  Of  course,  the  latter  (18 
percent)  should  be  added  to  the  “type  arteriel 
habituel”  (68  percent),  thus  bringing  the  actual 
right  predominance  to  approximately  86  percent 
(which  may  include  hearts  with  balanced  circula- 
tion, as  recognized  by  Schlesinger) . The  incidence 
of  left  coronary  predominance,  then,  amounts  to 
14  percent  of  Picjuand’s  cases. 

Because  some  of  Spalteholz’s23  data  have  been 
misquoted  in  the  literature,  it  should  be  empha- 
sized that  he  studied  “more”  than  20  hearts  of 
children  and  adults,  and  20  hearts  of  newborns. 
It  should  be  emphasized  further  that  he  based 
his  results  on  the  figures  of  Banchi,  whose  dia- 
grams he  combined  in  order  to  give  a general  and 
a better  view  of  the  coronary  circulation. 

The  results  attributed  to  Adachi10  in  Table  4 
were  obtained  by  combining  his  types,  adding 
their  percentages,  and  fitting  them  into  the  ap- 
propriate group  in  Schlesinger’s  classification. 

Some  difficulty  was  encountered  in  determin- 
ing from  Campbell’s11  diagrams  of  coronary  dis- 
tribution which  of  Schlesinger’s  groups  would  most 
accurately  correspond  to  them.  We  considered 
Campbell’s  third  diagram  (14  percent  of  his  cases), 


in  which  both  coronary  arteries  terminate  with 
their  posterior  interventricular  branches  parallel 
to  (either  adjacent  to  or  within)  the  homonymous 
sulcus  as  representative  of  left  arterial  predomi- 
nant hearts.  The  incidences,  then,  of  right  and  left 
coronary  artery  predominance  were  72  percent  and 
28  percent  respectively. 

Brink’s29  statement  that  “the  great  majority 
of  Bantu  hearts  so  far  studied  have  been  shown  to 
belong  to  the  right  coronary  pattern”  was  con- 
sidered an  invalid  generalization  by  Singer,37  be- 
cause Brink  had  examined  only  15  specimens, 
because  Adachi  had  observed  no  racial  variation 
(in  four  races  the  right  coronary  artery  predomi- 
nated), and  because  Campbell  had  found  that 
the  right  coronary  also  predominated  (72  percent) 
in  Caucasians  (see  Table  4).  However  the  racial 
factor  in  this  respect  still  needs  scrutiny.  For  ex- 
ample, P’an14  mentioned  that  although  the  general 
distribution  of  the  coronary  arteries  in  hearts  of 
Chinese  individuals  did  not  differ  from  those 
of  other  races,  their  distribution  on  the  diaphrag- 
matic aspect  should  be  regarded  as  a definite 
characteristic.  On  the  other  hand,  Singer  stated 
that,  at  least  among  South  African  Bantu  negroids, 
right  coronary  artery  predominance  was  not  a 
particular  feature  of  their  hearts. 

Following  the  aforementioned  adaptations 
and  corrections,  the  analysis  of  Table  4 shows 
extremely  different  incidences  of  each  type  of 
coronary  distribution:  balanced  circulation  varied 
from  zero  to  76.4  percent  of  the  cases;  right  pre- 
dominance ranged  from  approximately  18  percent 
to  92  percent;  and  left  predominance  varied  from 
approximately  5 percent  to  36  percent.  These  great 
ranges  between  the  two  extremes  in  each  type  indi- 
cate that  more  than  the  variability  of  the  material 
is  involved.  The  influence  of  each  investigator’s 
criteria  certainly  played  a role  in  such  diverse 
results.  In  spite  of  this,  however,  before  a more 
thorough  investigation  can  be  done,  it  is  possible 
to  state  that  with  few  exceptions  right  coronary 
artery  predominance  appears  more  frequently  than 
left,  and  that  the  least  common  is  the  incidence 
of  balanced  circulation. 

As  James  correctly  pointed  out,  the  expression 
“preponderance  of  a coronary  artery”  has  been  fre- 
quently misused.  In  their  original  descriptions, 
Banchi,  Spalteholz,  and  Schlesinger  attached  dif- 
ferent connotations  to  the  concept  of  preponder- 
ance. Considering  only  the  one  most  frequently 
used,  that  is,  Schlesinger’s  criterion,  preponderance 
referred  to  the  artery  which  crossed  the  “crux  ’ 
and,  when  both  arteries  reached  it  but  neither 
crossed  it,  the  circulation  was  considered 
“balanced.”  According  to  James,1  this  classifica- 
tion led  to  the  erroneous  belief  that  the  right  artery 
was  preponderant  because  it  crosses  the  “crux”  in 
the  majority  of  cases.  However,  “if  one  considers 
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how  much  greater  the  mass  of  the  left  ventricular 
myocardium  is  than  that  of  the  right  and  the  fact 
that  by  far  most  of  the  left  ventricular  free  wall, 
by  far  most  of  the  interventricular  septum,  and  a 
considerable  portion  of  the  atrial  and  free  wall 
of  the  right  ventricle  are  regularly  supplied  by  the 
left  coronary  artery,  it  is  clear  that  the  left  coronary 
artery  is  preponderant  in  virtually  all  normal 
human  hearts,  and  in  some  is  overwhelmingly  so” 
(James).1  Thus  “preponderance”  refers  only  to  the 
relation  between  each  coronary  artery  and  the 
crux,  which  led  James  to  suggest  that  a different 
descriptive  term  should  be  used. 

The  concept  of  predominance  obviously  de- 
pends upon  what  is  considered  the  range  of  bal- 
anced coronary  circulation.  In  this  connection, 
Ehrich,  et  al12  ]>ointed  out  that  the  left  coronary 
artery  on  the  average  gave  rise  to  only  two-thirds 
as  many  branches  as  the  right.  However,  a com- 
pensation occurred  because  a quarter  of  the 
branches  (the  rami  of  the  left  coronary  artery) 
descend  toward  the  apex  — an  arrangement  which 
argues  for  equal  development  of  both  coronary 
arteries.  Further  confirmation  was  obtained  by  the 
same  authors  in  their  observation  that  the  number 
of  small  branches  originated  from  each  coronary 
artery  is  practically  identical  (190  from  the  right 
and  191  from  the  left).  Although  the  authors  did 
not  correlate  these  results  with  types  of  predomi- 
nance or  balance,  they  provided  sufficient  data  to 
permit  the  approximate  determination  of  the  types 
in  their  specimens  (approximately  79  percent  and 
13  percent  of  right  and  left  predominance  respec- 
tively, and  8 percent  of  balanced  circulation).  We 
can  thus  infer  that  there  is  an  equal  number  of 
small  branches  from  both  coronary  arteries  in  all 
types  of  coronary  circulation. 

In  Table  4 we  separated  the  incidences  of  the 
types  of  coronary  circulation  in  the  normal  and 
pathologic  cases  of  Vasko,  et  al3j  as  observed  in 


arteriograms,  although  the  authors  combined  them 
(48  percent  right  predominance,  16  percent  left 
predominance,  and  36  percent  balanced  circula- 
tion) to  compare  them  with  “perfusion”  predomi- 
nance or  balanced  circulation  (19  percent  pre- 
dominance, 69  percent  left  predominance,  and  12 
percent  balanced  circulation).  Despite  the  limita- 
tions in  the  method  of  post  mortem  perfusion, 
although  somewhat  minimized  because  these  limi- 
tations are  similar  in  both  arteries,  it  is  of  con- 
siderable interest  that  the  high  incidence  of  right 
predominance  observed  in  arteriograms  (48  per- 
cent) did  not  correspond  to  the  perfusion  pre- 
dominance in  the  same  hearts,  where  the  left 
coronary  artery  predominated  (69  percent). 

Coronary  artery  predominance  and  balanced 
circulation  in  each  sex.  — As  several  authors  dif- 
ferentiated their  results  into  sexes,  we  compiled 
Table  5 in  order  to  compare  them  on  this  basis, 
although  only  an  approximate  correspondence 
could  be  found  between  their  data  and  those  of 
Schlesinger.4-5 

.Analysis  of  Table  5 indicates  considerable 
difference  in  the  percentages.  ( 1 ) Males  presented 
a right  coronary  artery  predominance  from  30  per- 
cent (Brink)29  to  87.5  percent  (Pan),14  whereas 
this  predominance  in  females  ranged  from  19  per- 
cent to  67  percent  (Brink).  Although  Baroldi’s31 
cases  do  not  fit  exactly  into  Schlesinger’s  groups, 
it  seems  that  there  were  no  hearts  in  Baroldi’s 
series  that  would  correspond  to  right  predomi- 
nance. Our  results  are  near  the  upper  limit  of 
the  range,  83  percent  in  males  and  67  percent  in 
females.  (2)  Left  predominance  ranged  in  males 
from  12.5  percent  (P’an)  to  26  percent  (Baroldi), 
and  in  females  from  14  percent  (Schlesinger)  to 
21  percent  (Baroldi).  Our  results  in  males  (17 
percent)  fell  within  these  limits,  but  in  females 
were  above  the  upper  limit  of  this  range  (33  per- 
cent). (3)  Balanced  circulation  varied  in  males 


Table  5.  Coronary  Artery  Predominance  and  Balanced  Circulation  in  Males  and  Females 


Author 

Material 

Right  Coronary 
Predominance 

% 

Schlesinger’s  Groups 

Left  Coronary 
Predominance 

% 

Balanced 

Circulation 

% 

P’an  (1934) 14* 

40  Chinese 

87.5 

12.5 

adult  males 

Schlesinger  (1940)lj* 

145  males 

47 

21 

32 

80  females 

50 

14 

36 

Brink  (1949)29* 

1 2 Bantu  males 

75 

3 Bantu  females 

67 

10  European  males 

30 

7 European  female; 

19 

Baroldi  ( 1956)31* 

6 1 males 

26 

73 

45  females 

21 

78 

"Reference  number 
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from  32  percent  (Schlesinger)  to  73  percent  (Bar- 
oldi) , and  in  females  from  36  percent  (Schle- 
singer) to  78  percent  (Baroldi).  We  found  none 
of  these  cases  either  in  males  or  females.  Our  re- 
sults thus  far  are  in  opposition  to  those  of  Schle- 
singer, who  suggested  that  left  coronary  predomi- 
nance is  more  characteristic  of  males  than  females. 
Obviously,  further  study  is  needed  to  determine 
whether  a sexual  difference  does  exist  and,  if  so, 
which  type  is  the  prevalent  one. 

Criteria  for  balance  and  predominance  in  the 
coronary  arteries.  — We  agree  with  Fanfani18 
that  the  types  of  coronary  predominance  and  bal- 
ance do  not  express  the  actual  circulatory  load  of 
each  artery  because  the  variable  extension  and 
consequent  importance  of  the  anterior  interven- 
tricular branch  are  not  taken  into  proper  ac- 
count. As  a matter  of  fact,  even  when  the  posterior 
interventricular  branch  and  small  posterior  ventri- 
cular branches  to  the  left  ventricle  are  given  off 
by  the  right  coronary  artery  — a case  classifiable 
as  right  predominance  — the  anterior  interventri- 
cular branch  (from  the  left  artery)  may  ascend 
from  the  apex  on  the  diaphragmatic  aspect  of  the 
heart  and  may  be  the  most  essential  source  of 
blood  to  the  septum  and,  consequently,  the  major 
determining  factor  for  an  actual  left  predomi- 
nance. In  this  case,  the  important  potential  area 
of  anastomosis,  represented  by  the  interventricular 
septum,  is  supplied  mainly  by  the  left  coronary 
artery.  In  view  of  this,  the  patterns  of  coronary 
distribution  in  Schlesinger’s  groups  are  only  a 
partial  expression  of  cardiac  circulation  and  must 
be  supplemented  in  order  to  be  meaningful  from 
the  anatomic,  physiopathologic,  and  clinical  stand- 
points. 

Other  criteria  were  found  in  the  literature, 

I some  of  which  appeared  even  prior  to  Schlesinger’s 
publications,  which  compare  one  side  of  the  heart 
with  the  other.  They  may  be  used  to  supplement 
his  partial  evaluation  of  the  coronary  circulation 
and  are  as  follows: 

(1)  the  weight  of  the  ventricles,  show- 
ing a postnatal  preponderance  of  the  left 
over  the  right  as  age  advances;8 

(2)  electrocardiograms  displaying  a 
right-sided  preponderance  before  and  just 
after  birth,  then  equal,  and  later  a left- 
sided preponderance,  (Einthoven;38  Lewis,39 
quoted  by  Gross)  ;8 

(3)  the  number  of  “fat  vessels”  - — - as 
age  increases  a right  preponderance  appears;8 

(4)  the  blood  supply,  showing  a gradu- 
ally developing  relative  right-sided  anemia 
(the  increasing  left-sided  musculature  and 
consequently  vasculature  overshadow  that  of 
the  right  side)  ;8 

(5)  function  of  the  myocardium  and 


vascular  tree,  displaying  a right-sided  pre- 
ponderance until  some  time  after  birth  and 
then  changing  to  left-sided  preponderance  as 
age  increases;8* 

(6)  the  volume  of  the  coronary  system 
after  paraffin  perfusion;16  the  volume  of  the 
arteries/ heart  weight  ratio  or  coronary  artery 
index  was  calculated  showing  that  the  right 
coronary  arterial  system  is  smaller  (1.72  cm3) 
than  the  left  (2.57  cm3).  Applied  to  the 
arterial  supply  of  the  posterior  portion  of 
the  left  ventricle  showed:  12  percent  exclu- 
sively from  the  left  coronary  artery;  71  per- 
cent left  predominance;  17  percent  right  pre- 
dominance; 

(7)  arteriograms  in  which  preponder- 
ance was  indicated  only  when  a coronary 
artery,  supplying  an  area  larger  than  usual, 
originated  branches  which  normally  rise  from 
the  other  artery;30 

(8)  arteriograms  in  which  either  pre- 
ponderance or  balance  were  indicated  by  the 
arterial  supply  to  the  ventricular  septum, 
mentioned  by  Fanfani18  and  used  by  Spada, 
et  al33  to  define  (a)  balanced  septal  circula- 
tion when  both  anterior  and  posterior  inter- 
ventricular arteries  reach  the  apex  of  the 
heart;  (b)  first  degree  predominance  of  the 
anterior  interventricular  branch  in  the  septal 
circulation  (it  extends  beyond  the  apex  on 
the  diaphragmatic  aspect  of  the  heart)  ; (c) 
second  degree  predominance  of  the  anterior 
interventricular  branch  when  it  reaches  the 
middle  third  of  the  posterior  interventricular 
sulcus  to  supply  the  corresponding  portion 
of  the  ventricular  septum;  and 

(9)  arteriograms  and  perfusion,35  thus 
combining  anatomic  and  physiologic  criteria 
for  predominance.  Arteriographic  determina- 
tion of  coronary  artery  predominance  was 
based  on  the  crossing  of  the  “crux”  by  each 
artery,  whereas  balance  was  recognized  when 
both  arteries  reached  the  “crux”  but  none 
crossed  it.  These  arteriographic  data  were 
compared  to  perfusion  data  which,  in  turn, 
were  based  on  the  volume  of  flow  through 
each  coronary  artery  per  unit  of  time.  The 
perfusion  data  also  led  to  the  identification 
of  left  and  right  coronary  predominance  or 
balanced  coronary  circulation. 

It  can  be  observed  that  the  anatomic  study  of 
the  patterns  of  coronary  circulation  has  been  com- 
bined with  and  followed  by  radiologic  and  per- 
fusion evaluation  of  the  blood  flow  from  each 
artery  to  the  heart.  However,  in  addition  to  de- 
fining the  most  accurate  criteria  for  balanced  and 


*The  anatomical  basis  for  Gross’  adage  that  “a  man 
is  as  old  as  his  right  coronary  artery.” 


predominant  coronary  circulation  for  clinical  pur- 
poses, the  literature  on  the  subject  indicates  that 
several  features  must  be  considered  in  the  single 
anatomic  concept.  As  has  been  mentioned  pre- 
viously, the  criteria  for  balance  and  predominance 
based  only  on  the  arterial  supply  of  the  ventricular 
wall  and  interventricular  septum  are  insufficient 
to  evaluate  coronary  circulation.  A left  ventricular 
arterial  predominance  may  be  compensated  for 
by  a right  (parietal  and  septal)  atrial  arterial  pre- 
dominance, thereby  making  the  classification  of  the 
heart  meaningless  if  only  the  blood  supply  of  the 
ventricles  is  considered.  The  caliber  and  number 
of  vessels  must  be  correlated  with  the  thickness  of 
the  wall  and  the  area  of  distribution;  in  other 
words,  they  must  be  correlated  to  the  thickness  of 
each  half  of  the  myocardium  in  order  to  establish 
a reliable  index  of  balanced  or  predominant  coro- 
nary artery  circulation.  A criterion  which  includes 
all  the  comparisons  made  so  far  on  certain  features 
of  the  coronary  arteries  and  which  indicates  the 
general  condition  of  the  entire  circulation  of  the 
heart  should  be  sought  for  purposes  of  evaluation 
and  classification.  Only  when  established  can  such 
a criterion  be  used  to  indicate  a reliable  anatomic 
background  for  understanding  physiopathologic 
phenomena. 

It  is  apparent  that  caution  should  be  exerted 
in  considering  any  pure  anatomic  classification  of 
coronary  circulation,  especially  if  restricted  to  a 
portion  of  the  heart,  such  as  Schlesinger’s  group- 
ing. The  anatomic  patterns  will  be  significant  only 
when  combined  with  physiologic  evaluations  and 
when  related  to  the  development  of  consistent 
pathologic  alterations.  However,  instead  of  a ven- 
tricular or  septoventricular  balanced  or  predomi- 
nant circulation  (Schlesinger)  or  an  atrial  (Spada 
et  al)  or  septal  (Fanfani,  as  well  as  Spada  et  al) 
coronary  balance  or  predominance,  a total  “cardi- 
ac” circulation  (possibly  including  drainage) 
whether  balanced  or  predominant  should  be  taken 
into  consideration. 

Summary 

The  relationship  between  the  most  common 
location  of  ventricular  myocardial  infarction  and 
the  distribution  of  the  coronary  arteries,  empha- 
sized by  Schlesinger,  still  needs  investigation.  We 
have  attempted  to  make  at  least  an  indirect  con- 
tribution to  the  knowledge  on  the  subject  by  pre- 
senting the  incidence  of  the  normal  pattern  and 
the  variations  in  the  terminations  of  the  coronary' 
arteries,  including  the  distribution  of  Schlesinger’s 
types  as  well.  Fifty  hearts  were  obtained  fresh 
from  individuals  who  had  committed  suicide  by 
ingesting  cyanide,  which  caused  almost  immediate 
death  without  altering  the  topography  of  the  coro- 
nary arteries.  The  ages  of  the  subjects  varied, 
ranging  from  14  to  68  years;  most,  however,  were 


adults  (39).  They  belonged  to  different  racial 
groups  (36  Caucasians,  10  “mulattocs,”  2 Negroes, 
2 Mongoloids)  and  to  both  sexes  (35  males  and 
15  females). 

Each  coronary  artery  was  injected  with  blue 
or  red  gelatin,  using  a pressure  of  140  mm  Hg, 
after  which  dissection  took  place.  The  right  coro- 
nary artery  extended  beyond  the  posterior  inter- 
ventricular sulcus,  ending  in  the  diaphragmatic 
aspect  of  the  heart  to  the  left  of  the  sulcus  in  39 
out  of  50  hearts,  or  in  78  percent  ± 5.9  of  the 
cases.  The  left  coronary  artery  terminated  beyond 
the  posterior  interventricular  sulcus  in  10  out  of 
50  hearts,  or  20  percent  ± 5.7.  Both  arteries  ter- 
minated at  the  level  of  the  posterior  sulcus  in  1 
out  of  50  hearts,  or  in  2 percent  ± 1 .9.  The  results 
were  related  to  the  so-called  “types  of  predomi- 
nance” and  “types  of  balance”  in  the  coronary 
arteries,  and  the  concepts  of  these  types  are  dis- 
cussed. Our  findings  indicated  that  78  percent  of 
the  cases  had  right  predominance  and  22  percent 
had  left  predominance.  Emphasis  is  placed  on  the 
importance  of  the  pattern  and  its  variations  in  the 
entire  cardiac  circulation  rather  than  on  just  the 
ventricular,  atrial,  or  septal  arterial  blood  supplies. 
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TNETECTION  OF  AIRWAY  RESISTANCE.— A comparison  was  made 
between  the  ability  of  various  groups  of  medical  staff  to  detect 
changes  in  resistance  during  manual  ventilation  of  an  artifical  thorax  and 
airway  resistance  bank.  Experienced  anesthetists  ventilating  with  an  anesthetic 
rebreathing  bag  could  not  detect  as  small  changes  in  airway  resistance  as 
has  been  reported  in  previous  studies.  The  difference  between  the  present 
and  the  previous  findings  can  probably  be  explained  by  the  difference  in 
the  methods  of  resistance  measurement.  The  ability  of  nurses  trained  in 
anesthesia  to  detect  changes  in  airway  resistance  was  inferior  to  that  of  the 
anesthetists.  The  ability  of  physicians  and  nurses  unfamiliar  with  anesthetic 
machines  to  detect  changes  in  airway  resistance  was  very  poor.  Recognition 
of  changes  in  resistance  was  significantly  better  when,  instead  of  an  anesthetic 
machine,  a manually  operated  ventilator  (AGA  Revivator)  was  used  as  the 
ventilation  apparatus.  Even  the  nurses  not  trained  in  anesthesia  could  detect 
changes  in  resistance  very  well  when  they  ventilated  with  the  AGA  Revivator. 

-J.  Heinonen  and  O.  Takkunen,  Helsinki,  Finland,  Annales  Chirurgiae  et 
Gynaecologiae  Fenniae,  59:146-150,  1970. 
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Hematologic  Problems 
in  General  Medical  Practice 

James  G.  Norman,  M.D. 


T__TEMATOLOGY  plays  an  important  part  in 
-*-both  the  diagnostic  and  therapeutic  aspects 
of  general  medical  practice.  Estimates  of  the 
frequency  with  which  iron  deficiency  anemia,  for 
example,  is  encountered,  range  from  1 percent  in 
Swedish  men  to  25  percent  in  women  of  repro- 
ductive age.1  The  Committee  on  Iron  Deficiency 
(1968) 2 reported  a high  frequency  of  the  dis- 
order in  infants  and  pregnant  women  in  the 
United  States.  In  the  tropics  and  subtropics,  the 
prevalence  may  reach  60  percent3. 

No  attempt  will  be  made  in  this  paper  to 
cover  the  whole  range  of  hematologic  problems, 
but  some  of  the  commoner  situations  in  which  the 
general  medical  practitioner  may  be  involved  will 
be  discussed. 

Collection  of  Samples 
for  Laboratory  Examination 

A good  vein  in  the  antecubital  fossa  should 
be  selected  and  a clean  venipuncture  made,  using 
a No.  23  or  preferably  a No.  22  needle  which  en- 
sures that  the  requisite  volume  of  blood  is  obtained 
with  a minimum  of  suction.  The  smear  should  be 
made  from  the  needle  point,  after  which  the 
needle  should  be  removed  from  the  hub  of  the 
syringe  before  gently  ejecting  the  blood  sample 
into  the  appropriate  container.  Immediate  and 
thorough  mixing  of  the  sample  with  anticoagulant 
is  essential  to  ensure  accuracy  in  the  counting  of 
the  cellular  elements  of  the  blood;  this  point  is 
particularly  applicable  to  platelet  counts.  Where 
the  patient  is  able  to  attend  the  laboratory  in 
person  this  should  be  done,  but  where  the  physi- 
cian has  to  collect  the  samples  himself,  attention 
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to  the  foregoing  as  well  as  seeing  that  the  speci- 
men reaches  the  laboratory  with  a minimum  of 
delay,  will  result  in  test  values  of  optimum  reli- 
ability. 

Anemia 

By  far  the  most  commonly  occurring  anemia 
in  general  practice  is  that  due  to  iron  deficiency. 
Over  80  percent  of  patients  referred  to  hospital 
with  anemia  have  a hypochromic  anemia  of  iron 
deficiency  type.4  Iron  deficient  erythropoiesis  may 
result  from  chronic  blood  loss,  especially  from  the 
gastrointestinal  tract,  nutritional  deficiency,  or 
impaired  utilization,  in  that  order  of  frequency. 
The  familiar  symptom  complex  of  anemia  may  be 
accompanied  by  evidence  of  ectodermal  dysplasia 
and  gastrointestinal  disturbance,  apart  from  the 
classical  triad  of  anemia,  dysphagia,  and  koilony- 
chia  ( Plummer- Vinson  syndrome).  The  florid 
picture  of  iron  deficiency  needs  no  emphasis;  how- 
ever, the  clinician  should  bear  in  mind  that  de- 
pleted tissue  iron  stores  can  exist  in  the  presence 
of  a normal  hemoglobin  level.  However,  the  mean 
corpuscular  hemoglobin  concentration  is  low  — 
30  percent  or  less  — and  the  peripheral  blood 
smear  may  show  some  hypochromasia,  a decrease 
in  cell  size,  and  rod  shaped  erythrocytes.  These 
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anomalies  indicate  the  need  for  energetic  iron 
therapy  to  forestall  a drop  in  hemoglobin  levels. 
Confirmation  of  tissue  iron  depletion  is  provided 
by  the  finding  of  a lowered  serum  iron  value  and 
raised  iron  binding  capacity;  the  ultimate  in  con- 
firmatory diagnostic  evidence  is  failure  to  demon- 
strate normal  amounts  of  stainable  iron  on  bone 
marrow  or  liver  biopsy. 

Patients  of  Mediterranean  or  Asiatic  ethnic 
origin  pose  special  problems  in  diagnosis.  Hemo- 
globin estimations  should  always  include  expert 
appraisal  of  the  stained  blood  smear,  as  both  major 
and  minor  forms  of  thalassemia  give  rise  to  char- 
acteristic erythrocyte  abnormalities  (stippling,  hy- 
pochromasia,  and  “target”  cells)  and  where  these 
are  evident,  hemoglobin  electrophoresis  to  detect 
elevated  HbF  and  HbA2  values  is  indicated.  Anoth- 
er inherited  condition  of  more  recent  recognition  is 
“Mediterranean  stomatocytosis”5"7  which  presents 
as  the  association  of  red  cell  stomatocytosis,  oc- 
casionally mild  chronic  hemolytic  anemia,  throm- 
bocytopenia, and  splenomegaly,  and  not  infre- 
quently it  is  accompanied  by  pyrexial  episodes 
and  bouts  of  abdominal  pain  of  obscure  origin. 
The  early  recognition  of  thalassemia  minor,  in 
particular,  has  a practical  significance  for  the 
physician  as  most  cases  are  refractory  to  iron  which 
may  be  harmful  if  given  for  any  length  of  time. 

Anemia  of  Macrocytic  Type 

Anemia  characterized  by  macrocytosis  needs 
specialized  investigation  to  distinguish  between 
megaloblastic  and  normoblastic  types  before  any 
therapeutic  correction  is  begun.  Once  the  etiology 
has  been  established  by  bone  marrow  studies  and 
reinforced  by  assay  of  serum  B]2  and  folate  levels, 
treatment  can  properly  be  given  and  supervised  by 
the  family  physician.  Failure  of  the  anemia  to  re- 
spond to  therapy  is  most  often  the  result  of  (1) 
concomitant  infection,  especially  in  the  urinary 
tract,  (2)  inadequate  doses,  or  (3)  incorrect 
diagnosis.  In  cases  where  a macrocytic  anemia  ac- 
companies a normoblastic  bone  marrow,  thyroid 
hypofunction  is  the  underlying  cause  in  a signifi- 
cant number  of  cases. 

Anemia  of  Renal  Disease 

Chronic  renal  failure  not  infrequently  pre- 
sents as  a normochromic  normocytic  anemia  in 
which  the  etiology  is  not  obvious.  Thus,  estimation 
of  the  blood  urea  nitrogen,  and  urinalysis,  are  im- 
portant diagnostic  adjuncts  in  the  evaluation  of 
such  anemias.  Later  in  the  course  of  renal  insuf- 
ficiency, contracted  and  irregular  erythrocytes 
(“burr”  cells)  appear  in  the  peripheral  blood 
smear  — the  finding  of  such  cells  should  direct 
attention  to  the  renal  tract.  Where  there  is  damage 
to  the  microvasculature  of  the  kidneys  such  as 


occurs  in  malignant  hypertension  and  thrombotic 
thrombocytopenic  purpura,  the  red  cell  irregulari- 
ties are  striking,  and  burr,  and  fragmented  cells  of 
bizarre  shape  dominate  the  blood  smear.  In  such 
cases,  the  anemia  (“microangiopathic”)  is  frankly 
hemolytic  in  type,  in  contrast  to  the  normochromic 
normocytic  anemia  of  renal  failure,  where  depres- 
sion of  erythropoiesis  is  the  major  etiologic  factor. 

Hemolytic  Anemia 

Anemias  of  hemolytic  origin  are  not  common- 
ly encountered  in  general  practice.  A family  his- 
tory of  “anemia”  and  splenectomy  should  alert  the 
physician  to  the  possibility  of  hereditary  spherocy- 
tosis; in  this  condition  the  peripheral  blood  smear 
may  show  only  a small  proportion  of  diagnostic 
microspherocytes,  and  a reticulocyte  count  and 
osmotic  fragility  test  are  necessary  for  confirma- 
tion. Another  test  of  great  value  in  suspected 
chronic  hemolytic  anemia  is  the  examination  of 
the  urine  for  hemosiderin.8  In  a positive  case, 
hemosiderin  deposits  within  the  cytoplasm  of  ex- 
creted epithelial  cells  will  give  the  characteristic 
“Prussian  blue”  reaction  when  centrifuged  de- 
posits are  treated  with  potassium  ferrocyanide  and 
hydrochloric  acid.  The  possibility  of  drug-induced 
hemolytic  anemia  should  be  remembered  in  pa- 
tients under  treatment  with  a-methyl  dopa,9  peni- 
cillin,10 and  antimalarials.11  Certain  ethnic  groups, 
eg,  Amish  peoples,  Asiatics,  and  Negroes,  may  ex- 
hibit intrinsic  metabolic  instability  of  their  erythro- 
cytes with  resulting  hemolysis,  on  exposure  to 
drugs  of  the  primaquine  group,  and  to-  chemicals 
such  as  naphthalene.  Other  cases  of  hemolytic 
anemia  result  from  the  direct  action  of  drugs  such 
as  phenacetin  and  dapsone  on  metabolically  nor- 
mal erythrocytes. 

Leukocytes 

The  interpretation  of  variations  from  the 
normal  leukocyte  count,  and  their  relation  to  the 
clinical  situation,  constitutes  one  of  the  perennial 
problems  of  general  medical  practice.  In  pediatrics, 
accurate  assessment  of  the  white  cell  count  can  be 
peculiarly  difficult  because  of  the  wide  range  of 
normal  values  and  the  variable  cell  morphology. 
In  general,  it  should  be  remembered  that  from  the 
second  week  of  life  until  after  the  12th  year,  the 
lymphocyte  count  will  exceed  the  number  of 
neutrophils.12  This  probably  reflects  the  antigenic 
challenge  sustained  by  the  infant’s  immune  me- 
chanisms. Unfortunately,  the  concomitant  hyper- 
plasia of  clinically  accessible  lymph  nodes  to- 
gether with  the  systemic  disturbance  raises  the 
question  of  acute  leukemia,  the  confident  exclu- 
sion of  which  ultimately  devolves  on  the  clinical 
pathologist.  Absence  of  significant  anemia  and 
normal  numbers  of  platelets  are  reassuring,  but  not 
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infrequently  the  patient  must  be  followed  closely 
until  hematologic  parameters  revert  to  normal 
before  unqualified  assurance  can  be  given. 

Infectious  Mononucleosis  and  Toxoplasmosis 

Infectious  mononucleosis  is  well-known  in 
general  practice,  and  most  physicians  are  familiar 
with  the  clinical  presentation.  However,  the 
hematologist’s  report  may  fail  to  confirm  the  pro- 
visional clinical  diagnosis,  and  some  comments  on 
this  impasse  are  relevant.  Early  in  the  disease,  the 
total  leukocyte  count  may  be  reduced,  normal,  or 
only  slightly  raised,  with  neutrophils  predominat- 
ing. At  this  time,  the  Paul  Bunnell  test  for  hetero- 
phile  antibodies  is  invariably  negative,  and  so  the 
white  cell  count  and  serology  should  be  repeated 
in  7 to  14  days  if  clinically  indicated.  Seronega- 
tive mononucleosis  is  well  recognized,  not  only  in 
young  patients  with  immature  immune  responses, 
but  also  in  young  adults.  However,  where  mono- 
nuclear cells  comprise  more  than  50  percent  of  the 
differential  leukocyte  population,  testing  for  anti- 
sheep heterophil  or  ox  cell  hemolytic  antibodies 
should  be  repeated  at  intervals  of  seven  days  to 
establish  the  diagnosis.  In  convalescent  cases  it  is 
the  writer’s  experience  that  eosinophilia  is  not 
uncommon.  In  cases  where  an  infectious  mono- 
nucleosis-type illness,  often  with  respiratory  symp- 
toms, is  associated  with  the  presence  in  the 
peripheral  blood  of  atypical  lymphomononuclear 
cells  and  negative  serology,  toxoplasmosis  must  be 
considered.  This  disease,  in  its  acquired  form 
probably  contracted  from  domestic  animals,  close- 
ly resembles  mononucleosis  both  clinically  and  in 
the  blood  picture.  The  morphology  of  the  atypical 
leukocytes  is  indistinguishable  from  that  of  in- 
fectious mononucleosis  (IM)  cells,  and  Beverly 
and  Beattie13  estimated  that  approximately  7 per- 
cent of  cases  of  seronegative  “glandular  fever” 
may  in  fact  be  toxoplasmosis.  Faced  with  this 
possibility,  the  clinician  should  request  tests  for 
high  titer  hemagglutinating,  and  complement  fix- 
ing, antibodies  against  T gondii.  In  infectious 
hepatitis,  the  postcardiotomy  syndrome  and  fol- 
lowing splenectomy,  leukocytes  of  atypical  mor- 
phology may  occur  in  the  peripheral  blood,  again 
without  the  serologic  findings  which  characterise 
infectious  mononucleosis. 

Eosinophilia 

Persistent  eosinophilia  should  never  be  dis- 
missed as  “allergic”  without  further  investigation, 
as  in  adult  patients  some  diseases  of  serious  import 
may  consequently  be  delayed  in  diagnosis.  Es- 
pecially where  other  hematologic  indices  are  within 
normal  limits,  the  occurrence  of  eosinphilia  and 
a raised  erythrocyte  sedimentation  rate  (ESR) 


should  initiate  a search  to  exclude  polyarteritis 
nodosa  and  malignant  lymphoma. 

Some  25  percent  of  cases  of  polyarteritis 
nodosa  with  lung  involvement  show  eosinophilia, 
and  in  malignant  lymphoma  of  Hodgkin's  type, 
increases  in  the  eosinophil  count  occur  in  about 
10  percent  of  cases.  Tropical  parasitic  infestations 
and  hydatid  disease  are  other  important  causes  of 
eosinophilia,  which  may  reach  levels  as  high  as 
50  to  80  percent  of  the  total  leukocyte  count. 

Variations  in  the  Platelet  Count 

1.  Thrombocytopenia.  The  list  of  causes  of 
a reduced  platelet  count  is  a formidable  one  and 
grows  longer  as  more  potent  drugs  are  added  to 
the  physician’s  armamentarium.  Where  venous 
blood  samples  are  collected  by  the  physician  him- 
self, care  is  needed  in  the  collection  of  the  sample 
for  the  enumeration  of  platelets  and  the  salient 
points  have  already  been  covered. 

Thrombocytopenia  is  not  usually  accompanied 
by  bleeding  manifestations  unless  the  platelet  count 
falls  below  60,000  per  cu  cmm,12  and  when  lab- 
oratory confirmation  of  clinically  significant  throm- 
bocytopenia is  received,  evaluation  of  previously 
used  drugs,  as  well  as  those  currently  taken,  will 
often  bring  to  light  a potentially  platelet  de- 
pressing agent.  If  there  is  no  evidence  of  any  such 
drug  having  been  used,  no  time  should  be  wasted 
in  referring  the  patient  to  a hematologist  for 
further  study.  Bone  marrow  biopsy  is  mandatory 
to  ascertain  the  presence  or  absence  of  mega- 
karyocytes and  to  exclude  leukemia  and  related 
disorders.  Other  specialized  investigations  include 
tests  for  systemic  lupus  erythematosus  and  the 
exclusion  of  rarer  causes  of  purpura. 

2.  Thrombocytosis.  Peripheral  blood  smear 
reports  that  there  is  a marked  increase  in  platelet 
numbers,  raises  the  possibility  of  several  disease 
states.  Most  often,  numerical  increase  in  platelets 
is  found  after  acute  blood  loss,  including  that 
accompanying  skeletal  fractures.  Previous  sple- 
nectomy results  in  a fascinating  blood  picture,  with 
thrombocytosis  and  giant  platelet  forms  associated 
with  neutrophilia  and  red  cell  inclusions.  Per- 
sistent and  striking  elevation  of  the  platelet  count 
(ie,  above  one  million  per  cu  mm)  should  alert 
the  clinician  to  the  possibility  of  myeloproliferative 
disorders,  certain  variants  of  which  are  char- 
acterized by  high  platelet  counts  and  splenomegaly 
and  present  clinically  with  thromboembolic,  and 
paradoxically,  hemorrhagic  phenomena.  Bone  mar- 
row aspiration,  and  possibly  trephine  biopsy,  is 
necessary  to  define  the  essential  nature  of  the 
disorder.  Early  and  accurate  diagnosis  is  very  de- 
sirable in  these  patients;  surgical  procedures  in 
those  suffering  from  hemorrhagic  thrombocythemia 
carry  a significant  risk  of  dangerous  bleeding  as 
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Gunz14  has  recently  pointed  out.  Increases  in  the 
platelet  count  in  excess  of  400,000  per  cu  mm 
also  may  be  found  in  occult  neoplastic  disease. 

Evaluation  of  Patients  with  Suspected 
Bleeding  and  Clotting  Disorders 

Every  physician  in  general  practice  is  famil- 
iar with  the  patient  who  asserts  that  he  or  she 
is  a “bleeder.”  The  probability  is  that  most  such 
patients  will  show  no  significant  aberration  of 
bleeding  or  coagulation  mechanisms  after  pains- 
taking testing,  but  it  is  assuredly  unwise  to  dis- 
miss these  assertions  without  laboratory  investiga- 
tion. 

This  applies  particularly  to  patients  in  the 
younger  age  groups,  and  a method  of  systematical- 
ly “screening”  these  people  should  be  adopted 
which  will  detect  any  clinically  significant  defect. 
The  initial  step  is  to  take  a comprehensive  history; 
the  protocol  shown  (Table  1)  is  designed  to 
separate  and  define  those  whose  previous  and/or 
family  history  make  thorough  investigation  oblig- 
atory. The  author’s  practice,  irrespective  of  the 
answers  supplied  in  the  protocol,  is  to  perform 
hemoglobin  estimation,  hematocrit,  total  and  dif- 
ferential leukocyte  counts,  and  platelet  count.  In 
addition,  bleeding  times,  whole  blood  clotting 
time  and  clot  observation,  and  one-stage  prothrom- 
bin time  tests  are  carried  out  in  all  cases.  If  there 
is  a suggestive  history,  a partial  thromboplastin 
time  (“kaolin  clotting  time”)  and  thromboplastin 
generation  screen  are  done,  and  the  patient  is 
warned  that,  if  abnormal  results  are  obtained, 


further  attendance  at  the  laboratory  is  necessary 
for  a full  thromboplastin  generation  test  and  in- 
dividual clotting  factor  assays. 

This  system  of  investigation  has  proved  re- 
liable, and  while  it  must  be  admitted  that  a 
“bleeder”  can  record  values  within  the  normal 
range  and  still  suffer  troublesome  hemorrhage 
after  surgical  and  dental  trauma,  I have  not  en- 
countered such  an  instance. 

Women  of  menopausal  age  frequently  com- 
plain of  easy  bruising  and  show  ecchymoses  con- 
sistent with  a bleeding  diathesis.  Laboratory  re- 
ports on  bleeding  and  clotting  mechanisms  are 
usually  unhelpful,  and  the  most  probable  cause 
is  estrogen  imbalance  in  some  way  leading  to 
abnormal  vascular  fragility. 

A useful  and  simple  test  for  integrity  of  the 
clotting  system  is  the  observation  of  the  quality 
of  the  clot  formed  when  the  whole  blood  clotting 
time  is  carried  out.  After  recording  the  time  taken 
for  the  patient’s  blood  to  clot  at  37C,  the  tube 
is  allowed  to  remain  in  the  water  bath  for  an 
hour,  when  the  clot  is  examined  for  friability  by 
gentle  shaking. 

Staining  of  the  surrounding  serum  indicates 
lysis  of  the  clot.  The  tube  is  replaced  in  the  water 
bath  and  further  observations  are  made  at  two 
hours  and  even  three  hours  if  the  earlier  ap- 
pearances were  abnormal.  This  simple  procedure 
will  reveal  quantitative  and  qualitative  platelet 
disorders  and  lowered  plasma  fibrinogen  levels. 
In  the  presence  of  fibrinolysins,  clot  dissolution 
or  lysis  usually  occurs  within  one  to  two  hours. 


Table  1.  Questions  for  Patients  Referred  for  Possible  Bleeding  Diatheses* 


1.  (A)  Do  you  have  troublesome  bleeding  from  small  cuts  or  scratches?  Yes No 

(B)  If  so,  for  how  long  does  the  bleeding  go  on?  Minutes Hours Days 

(C)  Does  the  bleeding  stop  soon  but  then  begin  again  and  go  on  for  hours  or  days?  Yes  _ No 

2.  (A)  Have  you  had  teeth  extracted?  Yes No 

(B)  If  so,  how  long  did  you  bleed?  Minutes Hours Days_ 


3.  (A)  Have  you  had  any  deep  cuts  or  other  severe  wounds? 

(B)  If  so,  how  long  did  you  bleed? 


Yes No 

Minutes Hours  Days 


4.  Have  you  had  any  bruises  with  a hard  cr  painful  lump  in  them?  Yes No 

5.  Have  you  had  any  surgical  operations?  Yes No 

If  so,  did  you  need  a blood  transfusion?  Yes__  No 

6.  Have  you  noticed  any  rash  recently?  Yes No 

7.  Females:  How  long  do  your  periods  last?  days 

Has  there  been  any  bleeding  in  connection  with  pregnancies,  or  after  childbirth,  re- 
quiring transfusion?  Yes No 

8.  Did  your  mother’s  father,  or  any  of  his  brothers,  have  any  bleeding  trouble?  Yes. No 

9.  Are  any  of  your  brothers  troubled  by  bleeding?  Yes No 

10.  Are  any  of  your  female  blood  relations  troubled  by  bleeding?  Yes No 

11.  Do  you  have,  or  have  you  had  in  the  past,  any  liver  condition?  Yes No 


*Careful  laboratory  evaluation  is  called  for  if  the  answers  to  questions  IB,  1C,  2B.  3B.  4,  8,  and  9 are  indicative  of 
anything  unusual. 
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I he  color  of  the  expressed  serum  is  important; 
m acute  intravascular  hemolysis,  it  is  red  or  red- 
dish-brown, and  it  is  orange  in  overdosage  with 
anticoagulants  of  the  phenylindandione  group.  An 
icteric  tinge  accompanies  jaundice  of  obstructive 
origin.  Quick’s  one-stage  prothrombin  time  is  a 
simple  and  rapid  test  which  not  only  detects  a 
deficiency  of  prothrombin  but  also  measures  ef- 
fective levels  of  clotting  factors  V,  VII,  and  X, 
fibrinogen  depletion,  and  the  presence  of  coagu- 
lation inhibitors  including  heparin.  Increases  of  up 
to  three  seconds  above  the  normal  control  pro- 
thrombin clotting  time  can  usually  be  disregarded 
but  values  greater  than  three  seconds  indicate  the 
need  for  further  tests  to  pinpoint  the  cause. 

Tests  for  a possible  bleeding  or  coagulation 
disorder  are  usually  requested  prior  to  surgery 
or  dental  extractions.  In  children,  by  far  the  com- 
monest “elective”  surgical  procedure  is  the  re- 
moval of  tonsils  and  adenoids;  the  precipitation 
of  life-threatening  hemorrhage  by  “cold”  tonsil- 
lectomy without  prior  inquiry  into  the  possibility 
of  a bleeding  diathesis  is  inexcusable,  and  the 
adoption  of  a plan  similar  to  Table  1 is  recom- 
mended in  all  cases. 

The  Place  of  Blood  Transfusion 
in  General  Practice 

It  is  still  regrettably  common  to  find  practi- 
tioners treating  anemia  of  iron  deficiency,  and  of 
megaloblastic  origin,  with  blood  transfusion  as  an 
initial  measure.  In  iron  deficiency  states,  once 
the  primary  cause  has  been  found  and  corrected, 
the  administration  of  iron  in  appropriate  form 
and  dosage  will  usually  raise  the  hemoglobin  level 
to  normal  within  a short  time.  If  the  expected 
response  is  not  forthcoming,  a search  for  persisting 
blood  loss  or  infection  should  be  made,  and  treated. 
Delayed  or  inadequate  response  to  therapy  may 
also  be  due  to  the  particular  preparation  em- 
ployed; not  all  proprietary  iron  compounds  are 
efficient  and  a change  should  be  made  to  an 
alternative  if  therapeutic  efficiency  is  in  doubt. 
Where  the  clinical  situation  demands  prompt 
restoration  of  the  circulating  hemoglobin,  eg, 
where  severe  iron  deficiency  is  detected  initially 
in  advanced  pregnancy,  or  where  early  surgery 
is  indicated,  transfusion  of  packed  red  cells  is 
certainly  justifiable,  provided  close  supervision  of 
the  patient's  circulatory  state  can  be  given.  In  the 
elderly  and  enfeebled  at  rest  in  bed,  the  desir- 
ability of  rapidly  raising  the  hemoglobin  must  be 
carefully  weighed  against  the  risk  of  “circulatory 
overload.”  In  many  cases,  adaptation  to  chronic 
anoxemia  has  been  established,  and  it  is  much 
safer  to  restore  hemoglobin  levels  by  parenteral 
iron  therapy,  for  example,  than  by  blood  trans- 
fusion, provided  of  course  that  the  patient  is  rest- 


ing in  bed.  The  same  principles  apply  in  the  case 
of  megaloblastic  anemias,  with  the  additional  cau- 
tion that  precipitate  blood  transfusion  makes  lab- 
oratory substantiation  of  the  diagnosis  difficult. 

Emergency  transfusions  are  indicated  but 
rarely  in  the  work  of  the  general  practitioner, 
however,  those  active  in  rural  areas  with  widely 
separate  hospital  facilities  always  have  to  be  pre- 
pared to  deal  with  oligemic  shock.  In  such  situa- 
tions, the  prompt  infusion  of  large  volumes  of 
plasma  volume  expanders  is  both  simpler  and 
safer  than  the  use  of  uncrossmatched  blood.  Many 
hospitals  keep  supplies  of  “low'  titer”  Group  O 
rhesus  negative  whole  blood  in  the  emergency 
room  and  much  is  to  be  gained  from  its  use,  pro- 
vided the  attending  physician  remembers  to  take 
a pretransfusion  blood  sample  from  the  patient  for 
the  subsequent  provision  of  compatible  group  and 
type  specific  blood.15 

Acknowledgments:  I wish  to  thank  Dr.  J.  Muir  Jackson 
for  his  invaluable  help  and  constructive  criticism  in 
the  preparation  of  this  paper,  and  to  Mrs.  Cheryl 
Pieffer,  who  patiently  typed  the  manuscript,  I am 
especially  grateful. 


References 

1.  Hallberg  L,  et  al:  Occurrence,  causes  and  preven- 

tion of  nutritional  anemias.  Symposia  of  the 
Swedish  Nutritional  Foundation,  1:19,  1968. 

2.  Iron  deficiency  in  the  United  States.  Council  on 

Foods  and  Nutrition,  Committee  on  Iron  De- 
ficiency. JAMA  203:407-412,  1968. 

3.  Witts  LJ:  Anaemia  as  a world  health  problem. 

Proceedings  of  Eleventh  Congress  International 
Society  Haematology  1966. 

4.  Witts  LJ : Hypochromic  Anaemia.  Heineman  Medi- 

cal Books,  1969,  p.  54. 

5.  Norman  JG:  Stomatocytosis  in  migrants  of  Mediter- 

ranean origin.  Med  ] Aust  1:315,  1969. 

6.  Jackson  JM:  Mediterranean  stomatocytosis,  stoma- 

tocytosis, in  migrants  of  Mediterranean  origin. 
Med  J Aust  1:939-940,  1969. 

7.  Ducrou  W,  Kimber  RJ:  Stomatocytes,  haemolytic 

anaemia  and  abdominal  pain  in  Mediterranean 
migrants.  Some  examples  of  a new  syndrome. 
Med  J Aust  2:1087-1091,  1969. 

8.  Dacie  JV,  Lewis  SM:  Practical  Haematology,  ed  3, 

New  York,  Grune  & Stratton  Inc.  1963. 

9.  Carstairs  K,  et  al:  Methyldopa  and  haemolytic 

anaemia.  Lancet  1:201,  1966. 

10.  Petz  LD,  Fudenberg  HH:  Coombs-positive  hemolytic 

anemia  caused  by  penicillin  administration.  New 
Eng  J Med  274:171-178,  1966. 

11.  Beutler  E:  The  hemolytic  effect  of  primaquine  and 

related  compounds:  a review.  Blood  14:103-139, 
1959. 

12.  Wintrobe  MM:  Clinical  Hematology,  ed  6,  Phila- 

delphia, Lea  & Febiger,  1967. 

13.  Beverley  JKA,  Beattie  CP:  Glandular  toxoplasmosis. 

Lancet  2:379-383,  1958. 

14.  Gunz  FW,  et  al:  The  dangers  of  surgery  in  uncon- 

trolled haemorrhagic  thrombocythaemia.  Med  J 
Aust  1:704-708,  1970. 

15.  Norman  JG:  The  use  of  blood  components  in  plasma 

volume  replacement.  Ohio  State  Med  J 64:710- 
713,  1968. 


612  / The  Ohio  State  Medical  Journal 


CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement 


Exchange  Substitution  tot 
t Bread  and  'a  Fat 

Tomato 

Tomato.  Bisque  of 
Tomato  Rice,  Old  Fashioned 


Exchange  Substitution  (or 
1 Meat  and  I'/i  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
Vi  Bread  and  Vi  Fat 

Asparagus,  Cream  of 


Exchange  Substitution  for 
Vt  Meat  and  Vi  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  N J.  08 1 0 1 . 


heres  a soup 

for  almost  every  patient  and  diet 
.for  every  meal 
and,  it’s  made  by 


Ten  thousand  battered  child  ren- 
a growing  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
"battered  child"  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
"battered”  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
(all  reported  in  newspapers  within  a single  year] 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  serie 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influenc 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


Original  contributions 
to  the  science  of  contraception 


BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  • Demulen 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynocfiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®  and  Demulen®  -28  is  a placebo,  containing  no  active  ingredients 


Demulen . . .for  its  low  estrogen  and  Searle's  progestin -or  Ovulen . . .with  its  wide  physician 
and  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
ow  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
H Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


I Actions  - Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
)f  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
)ut  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
lormone(LH) 

Special  note- Oral  contraceptives  have  been  marketed  in  the  United  States 
unce  1 960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
iveness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
he  combination  products  Both  types  provide  almost  completely  effective  con- 
raception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
nonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
jressure.  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
tuantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
nate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
efuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
;eptives  must  be  continued 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  beinfluencedbythisfactor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 


Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
jers,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
iverfunction,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
sstrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 


I Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
hrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
>mbolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
he  drug  should  be  discontinued  immediately 
Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 
itudies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
issociation  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
bral thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
been  three  principal  studies  in  Britain' 1 leading  to  this  conclusion,  and  one4  in 
this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vesseyand  Doll3  wasabout  sevenfold, while  Sartwell  and  associates4  in  the  United 
Statesfound  a relative  risk  of  4 4,  meaning  that  the  users  are  several  times  as  likely 
i(j  ito  undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration 
The  American  study  was  not  designedtoevaluate  a difference  between  products 
Flowever,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
boembolic  disease  in  users  of  sequential  products.  This  risk  cannot  be  quanti- 
tated. and  further  studies  to  confirm  this  finding  are  desirable 


, Discontinue  medication  pending  examination  if  there  issudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated. it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
rjl  periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
men If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
If  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 


: 

T 


A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
fied inthe  milkof  mothers  receiving  thesedrugs  Thelong-rangeeffecttothe  nurs- 
ing infant  cannot  be  determined  at  this  time 


Precautions -The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
colaou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  - A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 
Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  laundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T3  uptake  values,  metyrapone  test  and  pregnanediol  determination 
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PRESENTING 


Officers  and  Councilors  Elected 
at  the  1971  Annual  Meeting 


THE  INCOMING  PRESIDENT  of  the  Ohio 
State  Medical  Association  was  installed  into 
office  at  the  final  session  of  the  House  of  Dele- 
gates on  May  13  during  the  1971  OSMA  Annual 
Meeting  in  Columbus.  The  House  of  Delegates 
at  this  same  session  named  a President-Elect, 
elected  two  new  Councilors,  and  re-elected  four 
Councilors.  Following  are  brief  biographical 
sketches  of  the  President-Elect,  the  Incoming 
President,  the  two  new  Councilors,  with  additional 
information  about  other  members  of  The  Council. 

Dr.  William  R.  Schultz,  of  Wooster,  was 
named  President-Elect  of  the  Association  and 
will  be  installed  as  President  at  the  1972  Annual 
Meeting  in  Cincinnati.  Dr.  Schultz  is  a practicing 
physician  in  Wooster,  specializing  in  otolaryngolo- 
gy, and  is  a diplomate  of  the  American  Board  of 
Otolaryngology.  He  is  a member  of  the  staff  of 
Wooster  Community  Hospital  and  former  chief  of 
staff  there. 


Dr.  Schultz 


Active  in  affairs  of  the  Wayne  County  Medi- 
cal Society,  he  has  been  a member  of  the  local 
organization  since  1942,  was  president  of  the  so- 
ciety in  1950-1951,  and  served  as  delegate  of  that 
society  to  the  OSMA  House  of  Delegates.  He  is 
a member  of  the  AMA. 

Dr.  Schultz  was  first  named  to  The  Council 
of  the  OSMA  as  Councilor  of  the  Eleventh  Dis- 
trict in  1965  and  was  re-elected  in  1967  and  1969. 
He  has  served  the  State  Association  in  several 
other  capacities  also,  as  a member  of  the  OSMA 
Redistricting  Committee,  as  chairman  of  the 


OSMA  Hospital  Relations  Committee,  as  chair- 
man of  the  OSMA  Planning  and  Membership 
Committee,  and  as  chairman  of  the  OSMA  Audit- 
ing and  Appropriations  Committee. 

He  has  been  active  also  in  the  organization 
work  of  his  specialty.  He  is  a member,  former 
secretary-treasurer,  and  past  president  of  the 
Cleveland  Otolaryngology  Club,  and  a member 
of  the  Akron  Academy  of  Ophthalmology  and 
Otolaryngology. 

He  is  a member  of  the  Board  of  Directors 
of  the  Wooster  Community  Hospital,  a member 
of  the  Advisory  Council,  Seven  County  Regional 
Health  Planning  Board,  member  of  the  Corpora- 
tion Boys  Village,  member  of  the  Board  of  Trust- 
ees of  Blue  Cross  of  Northeast  Ohio,  and  member 
of  the  Physicians  Advisory  Committee  of  the  same 
organization. 

In  civic  activities,  he  is  a member  and  past 
president  of  the  Wooster  Rotary  Club,  a member 
and  past  president  of  the  Wooster  City  Board  of 
Education,  and  a past  president  of  the  Wayne 
County  Mental  Hygiene  Association.  Also,  he  is  a 
former  director  and  vice-president  of  the  Wooster 
Chamber  of  Commerce,  and  former  crusade  chair- 
man of  the  Wayne  County  Chapter  of  the  Ameri- 
can Cancer  Society. 

Other  organizations  to  which  he  belongs  are 
the  Izaak  Walton  League,  the  American  Forestry 
Association,  Phi  Chi  Fraternity,  of  which  he  is  a 
chapter  past  president,  OMPAC,  and  the  Ohio 
Committee  for  Voluntary  Health  Planning,  of 
which  he  is  chairman. 

During  World  War  II,  Dr.  Schultz  was  in 
active  service  with  the  Army  Medical  Corps  from 
1942  to  1946.  Assignments  included  those  on  the 
otolaryngology  service  of  the  70th  General  Hos- 
pital, and  as  chief  of  surgery  for  the  5th  Medical 
Dispensary.  He  attained  the  rank  of  major  in  the 
AUS. 

Dr.  Schultz  w7as  born  in  Streator,  Illinois.  He 
received  an  A.B.  degree  from  the  College  of 
Wooster  in  1933,  and  his  M.D.  degree  from 
George  Washington  University  School  of  Medicine 
in  1939.  His  internship  was  at  the  Medical  Center 
of  the  University  of  Pittsburgh,  with  residency 
training  at  Barnes  Hospital,  St.  Louis. 

The  family  includes  his  wife,  Helen  (Speer), 
a son,  William  Richard,  and  a daughter,  Marga- 
ret. A second  son,  Harvey,  is  deceased. 
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Incoming  President 

Dr.  P.  John  Robechek,  of  Cleveland,  was  in- 
stalled as  President  of  the  Association  at  the  final 
session  of  the  House  of  Delegates  and  assumed 
oflice  at  that  time.  He  was  named  President-Elect 
at  the  1970  Annual  Meeting  after  serving  for  six 
years  as  Councilor  of  the  Fifth  District. 


Dr.  Robechek 


A practicing  surgeon  in  Cleveland,  Dr.  Robe- 
chek is  a diplomate  of  the  American  Board  of 
Surgery  and  a Fellow  of  the  American  College  of 
Surgeons. 

He  comes  to  the  high  office  in  the  Ohio  State 
Medical  Association  with  a rich  background  of 
medical  organization  work.  In  1960  he  was  in- 
stalled as  President  of  the  Academy  of  Medicine 
of  Cleveland,  after  serving  in  numerous  other 
capacities  in  the  local  organization.  He  has  served 
the  maximum  of  three  full  terms  as  Councilor  of 
the  Fifth  District.  On  the  state  level  also  he  has 
served  as  chairman  of  the  Auditing  and  Appro- 
priations Committee,  and  as  chairman  of  the 
Multidiscipline  Committee  of  the  OSMA  which 
drafted  the  nationally  recognized  document  “Es- 
sentials for  a Comprehensive  Home  Care  Pro- 
gram.” In  1961  he  was  named  an  Alternate  Dele- 
gate to  the  American  Medical  Association  and 
has  since  been  elected  a Delegate,  an  office  which 
he  now  holds. 

In  other  professional  organization  activities, 
he  was  President  of  the  Medical  Staff  of  St.  Luke’s 
Hospital,  was  head  of  the  Surgery  Department 
at  Marymount  Hospital,  a member  of  the  Ohio 
Cancer  Coordinating  Committee,  Liaison  Fellow 
for  the  Fifth  District,  Cancer  Commission  of 
America  - — - American  College  of  Surgeons.  He  is 
currently  Treasurer  of  the  Ohio  Chapter,  Ameri- 
can College  of  Surgeons,  and  is  a member  of  the 
Cancer  Committee,  Northeastern  Ohio  Regional 
Medical  Planning  Committee. 

A native  of  Cleveland,  Dr.  Robechek  re- 
ceived his  bachelor’s  degree  from  Adelbert  College, 
Case  Western  Reserve  University,  and  his  medical 


degree  from  Case  Western  Reserve  University 
School  of  Medicine  in  1940.  He  served  on  active 
duty  with  the  Navy  as  a medical  officer  from 
1944  to  1946.  He  is  a trustee  of  Blue  Cross  of 
Northeast  Ohio  and  a member  of  its  Medical 
Advisory  Committee.  He  is  a member  of  the 
Medical  Arts  Club,  the  Aesculapian  Society,  and 
the  Presbyterian  Church. 

He  is  married  to  Ruth  Driggs.  Their  three 
children  are  Mary  Dow  Ross,  of  Madison,  Wise.; 
Sara  K.  Robechek,  of  Cleveland,  and  John  D. 
Robechek. 

Second  District  Councilor 

Dr.  James  G.  Tye,  Dayton,  was  elected  Coun- 
cilor of  the  Second  District  to  succeed  Dr.  George 
J.  Schroer,  Ft.  Loramie,  who  was  not  a candidate 
for  re-election. 


Dr.  Tye 


A practicing  radiologist  in  Dayton,  Dr.  lye 
is  a Fellow  of  the  American  College  of  Radiology 
and  a diplomate  of  the  American  Board  of  Radi- 
ology. He  is  chief  of  the  Department  of  Radiology 
and  former  chief  of  staff  at  St.  Elizabeth’s  Medi- 
cal Center.  Also  he  is  on  the  courtesy  staff  of 
Good  Samaritan  Hospital,  the  consultant  staff  of 
Children’s  Medical  Center,  and  the  courtesy  staff 
of  Greene  Memorial  Hospital,  Xenia. 

Dr.  Tye  is  a past  president  of  the  Mont- 
gomery County  Medical  Society  and  has  served 
as  delegate  of  that  society  to  the  OSMA  for  a 
number  of  terms.  He  has  served  on  numerous 
committees  of  the  county  society  and  as  chairman 
of  the  Medical  Advisory  Committee  and  the  Past 
Presidents’  Committee.  He  is  a member  of  the 
AMA. 

In  his  specialty  field,  he  has  been  president 
of  the  Miami  Valley  Radiological  Society  and  the 
Ohio  State  Radiological  Society.  He  is  also  a 
member  of  the  Radiological  Society  of  North 
America.  He  is  a member  of  the  Board  of  Trustees 
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and  the  Executive  Committee  of  the  Montgomery 
County  Society  for  Cancer  Control. 

In  community  affairs,  he  has  been  active  in 
the  Boy  Scout  movement,  and  is  a member  ol  the 
Oakwood  Kiwanis  Club,  the  Dayton  Bicycle  Club, 
the  Sycamore  Creek  Country  Club,  and  the  Rod 
and  Reel  Club.  A member  of  Christ  Methodist 
Church,  he  has  served  as  chairman  of  the  official 
board  and  the  board  of  trustees,  and  was  chairman 
of  the  church  building  fund. 

Dr.  Tye  was  born  at  Barbourville,  Ky.,  re- 
ceived his  B.S.  degree  from  the  University  of  Ken- 
tucky in  1933,  and  his  M.D.  degree  from  the 
University  of  Louisville  School  of  Medicine  in 
1937.  Following  internship  at  McKeesport,  Pa., 
he  took  residency  training  in  radiology  at  New 
York  Hospital  and  the  Royal  Victoria  Hospital, 
Montreal,  Canada,  and  training  in  thoracic  dis- 
eases at  Roybrook  Sanatorium. 

Dr.  Tye  is  married  and  has  three  children, 
Judy,  Jan,  and  John.  His  office  is  in  the  IBM 
Building  in  Dayton  and  the  family  residence  at 
1335  Ridgeway  Road. 


Eleventh  District  Council 

The  House  of  Delegates  elected  Dr.  Robert 
G.  Thomas,  Elyria,  as  Councilor  of  the  Eleventh 
District,  to  fill  one  year  of  the  unexpired  term  of 
Dr.  Schultz.  Dr.  Thomas  is  a practicing  patholo- 
gist and  director  of  laboratories  for  the  Elyria 
Memorial  Hospital.  He  is  president  of  a profes- 
sional corporation  which  provides  services  for  a 
geographic  region  in  northern  Ohio;  is  a diplo- 
mate  of  the  American  Board  of  Pathology,  certi- 
fied in  pathologic  anatomy  and  clinical  pathology. 

Dr.  Thomas  is  a past  president  of  the  Lorain 
County  Medical  Society,  and  has  served  as  presi- 
dent and  secretary-treasurer  of  the  Ohio  Society 
of  Pathologists,  also  as  an  Ohio  delegate  to  the 
College  of  American  Pathologists.  As  a member  of 
the  College  of  American  Pathologists,  he  has 
served  on  the  Committee  on  Laboratory  Manage- 
ment and  Planning  and  the  Ad  Hoc  Committee 
on  Anatomic  Pathology. 

Other  professional  organizations  with  which 
he  is  associated  are  the  American  Medical  Asso- 
ciation, American  Society  of  Nuclear  Medicine, 
Association  of  Clinical  Scientists,  Cleveland  Soci- 


Dr.  Thomas 

ety  of  Pathologists,  International  Society  of  Clini- 
cal Pathologists,  and  the  Pan-American  Pathology 
Association. 

Dr.  Thomas  was  born  in  Wooster,  received 
his  B.A.  degree  from  Wooster  College  and  his 
M.D.  degree  from  Western  Reserve  University 
School  of  Medicine  in  1946.  He  took  both  his  in- 
ternship and  residency  training  with  the  Youngs- 
town Hospital  Association. 

He  is  president  of  the  United  Health  Founda- 
tion of  Greater  Elyria,  is  a licensed  pilot,  and  is  a 
member  of  the  First  Congregational  Church.  Dr. 
Thomas  is  married  and  has  six  children. 

Other  Members  of  The  Council 

Dr.  Richard  L.  Fulton,  as  Immediate  Past 
President,  will  continue  to  serve  on  The  Council 
for  another  year. 

Re-elected  as  Councilors  are  Dr.  George  N. 
Bates,  Toledo,  Fourth  District:  Dr.  Maurice  F. 
Lieber,  Canton,  Sixth  District;  Dr.  William  M. 
Wells,  Newark,  Eighth  District:  and  Dr.  James 
G.  McLarnan,  Mt.  Vernon,  Tenth  District. 

Councilors  in  the  midst  of  two-year  terms  are 
Dr.  Paul  N.  Ivins.  Hamilton,  First  District;  Dr. 
Dwight  L.  Becker,  Lima,  Third  District;  Dr. 
David  Fishman,  Cleveland,  Fifth  District;  Dr. 
Sanford  Press,  Steubenville,  Seventh  District;  and 
Dr.  Oscar  W.  Clarke,  Gallipolis,  Ninth  District. 
Dr.  James  L.  Henry,  Grove  City,  is  serving  his 
second  three-year  term  as  Secretary-Treasurer. 


620  J The  Ohio  State  Medical  Journal 


The  President’s  Address 

By  Richard  L.  Fui.ton,  M.  D.,  Columbus 
1970-1971  President,  Ohio  State  Medical  Association 


“Then  join  in  hand,  brave  Americans 
all!  By  uniting  we  stand,  by  dividing  we  fall.” 

JOHN  DICKINSON  wrote  that  in  1768.  The 
same  can  be  said  for  physicians  today.  Various 
factions  — some  within  the  profession;  some  out- 
side of  the  profession  - — ■ are  developing  and  are 
in  conflict  with  the  opinions  of  the  majority  of 
the  members  of  the  medical  profession.  Each 


faction  has  its  supporters  and  each  has  a logical 
right  to  exist.  All  of  us  should  be  able  to  express 
our  own  opinion,  but  we  should  also  respect  the 
opinion  of  others.  I am  not  saying  that  these 
factions  are  wrong.  I am  saying  that  they  should 
be  viewed  and  evaluated  in  the  light  of  what  is 
best  for  the  entire  medical  profession  — - for  the 
entire  population  of  the  United  States. 

Let’s  discuss  several  of  the  factions  that 
stem  from  within  our  profession. 

First  of  all.  there  are  a few  physicians  who 
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wish  to  practice  medicine  exactly  the  same  way 
they  did  many  years  ago.  They  resist  change. 
They  state  that  they  are  too  busy  to  cooperate 
in  our  preceptor  programs  to  train  medical  stu- 
dents and  yet  demand  that  we  “send  them  help.” 
They  refuse  to  serve  on  committees.  They  seldom 
attend  meetings.  They  contribute  nothing  and 
yet  they  yell  the  loudest. 

Then  there  is  another  small  group  of  phy- 
sicians who  do  not  wish  to  share  our  resources 
with  the  osteopaths.  Many  M.  D.  hospitals  can- 
not fill  their  quotas  of  residents  and  interns.  At 
the  same  time,  there  are  many  osteopaths  who 
are  capable,  but  have  no  place  to  obtain  additional 
intern  and  residency  training. 

It  seems  only  logical  to  me  that  these  same 
qualified  osteopathic  trainees  could  train  in  our 
hospitals,  become  better  physicians  by  this  addi- 
tional training,  be  of  value  to  the  hospitals  during 
their  training  years  and  end  up  being  better 
practitioners  than  they  would  have  been  without 
this  additional  help  and  training. 

This  would  then  give  our  communities  more 
well-trained  physicians  to  help  in  the  delivery 
of  medical  care  - — which  is  the  goal  that  all  of 
us  have,  whether  we  be  M.  D.s  or  1).  O.s. 

This  anti-attitude  persists  among  some  of 
our  contemporaries  in  spite  of  the  fact  that  the 
AMA,  the  OSMA  and  many  county  societies  have 
changed  their  constitutions  to  enable  osteopaths 
to  join  these  groups.  I should  mention  that  there 
are  35  hospitals  in  Ohio  that  have  combined 
M.  D.-D.  O.  staffs  and  they  all  seem  to  get  along 
pretty  well  together. 

Then  there’s  another  faction  — physicians 
who  are  quite  unhappy  about  the  American  Med- 
ical Association.  Frequently,  1 am  asked,  “Why 
do  we  need  an  AMA?”  Indeed  — - why  do  we 
need  an  AMA? 

Before  I answer  this  question,  I would  like 
to  ask  several  questions.  Why  is  there  water  in  the 
ocean  and  why  are  there  stars  in  the  sky?  Why 
do  babies  cry  and  why  do  cows  give  milk?  Why  do 
people  laugh  when  they  are  happy  and  cry  when 
they  are  sad?  Why?  Because  that’s  life?  That’s 
the  way  of  life.  It’s  the  way  things  have  been 
-the  way  things  are  — and  the  way  they  will 
continue  to  be. 

Why  an  AMA?  Because  it’s  a way  of  life 
too.  Actually  it’s  more  than  that.  It  is.  I believe, 
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the  only  united  force  that  we  have  that  can  help 
us  to  preserve  the  private  practice  of  medicine. 

There  are  327,000  physicians  in  the  United 
States  and  218,000  of  them  belong  to  the  AM  A. 
These  physicians  need  help  and  need  a cohesive 
force  to  foster  and  to  unite  their  ambitions,  their 
efforts,  their  hopes  — to  allay  their  fears  and  to 
speak  out  for  them  as  one  powerful  and  united 
body. 

The  AMA  is  frequently  criticized.  However, 
remember  this  — water  in  the  ocean  is  not  always 
calm  and  blue.  Stars  do  not  always  twinkle.  Some- 
times, babies  cry  too  much.  There  are  periods  of 
time  when  cows  don't  give  milk  and  there  are 
times  when  we  cry  when  we  are  happy  instead  of 
laugh.  So  all  things  don't  function  perfectly  all 
the  time  and  neither  does  the  AMA. 

It  is  to  be  noted,  in  my  opinion,  that  the 
AMA  is  trying  to  change  its  methods  and  is  mak- 
ing every  attempt  now  to  represent  us,  the  prac- 
ticing physicians  in  these  United  States.  President 
Nixon  has  said,  “The  central  race  in  the  world 
today  is  neither  an  arms  race  nor  a space  race. 
It  is  a race  between  man  and  change.” 

Does  the  AMA  do  anything  for  you  — 
and  for  me?  Of  course  it  does  and  it  could  do  a 
lot  more.  The  only  reason  it  doesn’t  is  our  fault. 
Few  of  us  realize  the  tremendous  potential  of 
assistance  that  we  could  receive  from  our  AMA. 
Have  you  asked  the  Judicial  Council  for  an  opin- 
ion lately?  How  much  patient  literature  have  you 
recently  requested  from  the  AMA?  Have  you 
sought  a speaker  from  the  AMA  Speakers’  Bureau? 

The  physician  has  two  publics.  One  — his 
individual  patients  — these  are  no  problem.  The 
other  is  society  per  se  — the  loud,  faceless  entity 
that  makes  tremendous  demands  on  all  of  us.  The 
AMA  attempts  to  pool  the  resources  of  all  the 
individual  physicians  so  that  society  might  be 
better  served.  We  have  to  acknowledge  the  fact 
that  there  is  strength  in  numbers  and  that  we,  as 
members  of  the  AMA,  can  do  a lot  more  together 
than  we  can  do  as  individual  physicians. 

What  does  the  AMA  do? 

1.  During  any  two-year  term,  Congress  re- 
ceives approximately  one-thousand  legislative  bills 
that  concern  medicine.  All  of  these  bills  are  an- 
alyzed by  the  AMA  staff  and  presented  to  us  in 
capsule  form,  usually  in  the  American  Medical 
News.  We  did  not  want  Medicare  to  begin  with, 
but  the  AMA  made  it  somewhat  more  acceptable 
by  producing  22  changes  prior  to  the  time  that  it 
became  law. 

Do  you  remember  when  our  Medicare  pa- 
tients had  to  have  a receipted  itemized  statement 
and  the  problems  that  this  caused?  The  AMA 
was  partly  responsible  for  the  change  in  the  law 
so  that  the  itemized  statement  did  not  have  to 
be  receipted. 


2.  The  AMA  established  an  American  Med- 
ical Association-Education  and  Research  Founda- 
tion about  nine  years  ago.  For  each  dollar  that 
we  give,  the  AMA  is  able  to  borrow  $12  and  it 
can  then  lend  this  money  to  deserving  medical 
students.  Up  to  the  present  time,  the  AMA  has 
made  43,631  loans  and  the  total  amount  of  money 
involved  is  $48.5  million.  Incidentally,  the  AMA- 
ERF  has  also  given  $12  million  to  medical  schools, 
and  without  any  strings  attached. 

3.  Anti-quackery  legislation. 

4.  Anti-drug  abuse. 

5.  The  AMA  has  been  instrumental  in 
helping  to  develop  new  medical  schools.  In  1967, 
we  had  89  medical  schools  and  were  graduating 
approximately  8,000  medical  students  per  year. 
Now  there  are  101  medical  schools  in  the  United 
States  and  we  are  graduating  more  than  10,000 
students  per  year. 

6.  The  AMA  has  encouraged  the  develop- 
ment of  physicians’  assistants  and  has  worked  in 
numerous  programs  to  encourage  high  school 
graduates  to  enter  the  health  career  field. 

7.  The  AMA  has  developed  hundreds  of 
films,  teaching  aids,  and  documentaries  that  are 
loaned  free-of-charge  to  its  members. 

8.  The  AMA  has  closely  studied  “peer  re- 
view.” It  is  currently  working  on  legislation  re- 
garding this  function. 

9.  The  AMA  sponsors  approximately  1,000 
meetings  per  year  in  addition  to  its  Annual  and 
Clinical  Meetings. 

10.  The  AMA  has  a very  active  Future  Plan- 
ning Committee  initiated  by  our  own  Dr.  Meiling. 

1 1 . The  AMA  assisted  in  the  establishment  of 
the  new  American  Board  of  Family  Practice. 

12.  The  AMA  is  expending  tremendous 
energies  and  money  in  fighting  air  and  water 
pollution. 

13.  The  AMA  has  an  active  Speakers’  Bu- 
reau. It  is  happy  to  provide  speakers  and  also 
will  provide  a full  weekend  symposium  of  in- 
struction on  how  to  prepare  and  deliver  a speech. 

14.  The  AMA  gathers  information  and  de- 
livers this  information  to  us  via  14  different  pub- 
lications. 

15.  As  AMA  members,  we  are  able  to  choose 
desirable  retirement  and  disability  insurance  pro- 
grams. 

16.  The  AMA  is  working  closely  with  the 
American  Bar  Association  trying  to  establish  some 
plan  so  that  we  can  sponsor  our  own  liability  in- 
surance program. 

Yes  — we  need  an  AMA.  I can’t  help  but 
think  of  Ben  Franklin’s  comment  at  the  signing 
of  the  Declaration  of  Independence  — “We  must 
all  hang  together,  or  assuredly  we  shall  all  hang 
separately.” 

Then  there  is  still  another  faction  within  out- 
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profession.  This  is  a group  of  physicians  who 
would  separate  their  contemporaries  into  practic- 
ing physicians  and  nonpracticing  physicians.  I 
think  such  a division  is  unnecessary  and  is  really 
unrealistic.  I think  that  most  physicians  continue 
to  have  the  treatment  of  the  American  public 
as  their  main  objective. 

Physicians  contribute  in  different  ways  to  the 
same  goal.  Some  treat  patients.  Some  work  in 
laboratories  and  develop  new  antibiotics  so  that 
private  practitioners  can  use  these  antibiotics  to 
treat  patients.  Some  instruct  medical  students  so 
that  these  students  can  learn  and  go  out  into  the 
community  and  treat  patients.  Some  become  hos- 
pital administrators  and  run  hospitals  in  an  ef- 
ficient way  so  that  the  medical  staff  can  properly 
treat  patients.  Some  work  in  health  departments 
and  emphasize  the  preventative  aspect  of  medi- 
cine— and  treat  patients. 

It  seems  to  me  that  all  of  these  various  types 
of  physicians  I have  just  mentioned  contribute  to 
“the  team  effort”  and  that  is  to  “treat  patients” 
in  whatever  way  they  are  best  qualified. 

Another  faction  is  composed  of  some  of  the 
young  physicians.  Some  of  these  new  students  and 
new  physicians  criticize  “The  Establishment.” 
They  state  in  loud  voices  that  their  goal  is  to 
serve  society  and  to  “deliver  medical  care”  to  the 
poor.  They  state  that  we  are  too  concerned  about 
earning  a living.  I believe  them  and  I believe  that 
they  believe  what  they  are  saying,  but  I have  a 
feeling  that  many  will  change  their  attitudes  upon 
graduation  or  upon  completion  of  their  special 
training  when  they  may  have  more  obligations 
to  a wife,  to  children,  to  a community7,  etc.,  than 
they  have  at  the  time  of  speaking. 

Our  group  recently  interviewed  three  young 
physicians  who  are  still  in  training  and  wish  to 
enter  private  practice.  All  three  students  asked 
four  main  questions  during  the  interviews : ( 1 ) 
How  much  money  will  I receive  during  my  first 
year?  (2)  How  much  money  will  I be  making  in 
five  years?  (3)  What  are  the  fringe  benefits?  (4) 
How  much  time  off  will  I get? 

Then  there  are  factions  outside  of  the  med- 
ical profession  that  produce  some  disruption  in 
our  lives. 

The  press  has  printed  numerous  articles  about 
about  how  much  money  doctors  make  and  how 
the  cost  of  medical  care  has  increased.  It  really 
hasn’t,  you  know.  Health  care  has  increased  quite 
a bit  — but  not  medical  care.  We  should  dif- 
ferentiate between  these  two  terms.  Medical  care 
is  that  care  given  by  physicians.  Health  care  in- 
cludes all  other  care,  such  as  the  cost  of  drugs, 
the  cost  of  hospitalization,  dental  care,  etc. 

First  of  all,  let’s  consider  medical  care  or 
physicians’  fees.  I would  like  to  refer  to  an  article 
from  U.S.  News  and  World  Report,  the  January 


19,  1970  issue.  It  compares  the  years  1964  to  1969. 
During  those  five  years,  the  price  of  having  a 
lawyer  draw  up  a will  increased  33.4  percent.  The 
physician’s  office  visit  went  up  37.8  percent.  Auto 
insurance  went  up  38.1  percent  and  the  cost  of 
replacing  a sink  went  up  40.2  percent.  The  laundry 
bill  went  up  42.3  percent.  To  repair  a furnace 
went  up  44.3  percent  and  to  repaint  a room  went 
up  50.4  percent.  Hospital  rooms  went  up  86.0 
percent.  It  seems  pretty  obvious  to  me  that  physi- 
cians’ charges  — medical  care  — has  not  increased 
a disproportionate  amount. 

Physicians  have  been  blamed  for  the  rise  in 
the  cost  of  the  Medicaid  Program.  This  is  untrue. 
Physicians  receive  only  7 percent  of  the  total 
Medicaid  dollar.  Any  increase  in  physicians’  fees 
w7ould  have  a very  small  effect  on  the  over-all 
cost  of  the  Medicaid  Program.  The  same  holds 
true  for  the  Medicare  Program.  Physicians  receive 
1 1 percent  of  the  Medicare  dollar  — w7hereas  hos- 
pitals receive  40  percent,  nursing  homes  30  per- 
cent, drugs  14  percent  and  5 percent  is  for  miscel- 
laneous items.  An  increase  in  physicians’  fees 
would  not  materially  affect  the  overall  cost  of 
this  program  either. 

Our  Academy  of  Medicine  of  Columbus  and 
Franklin  County7  recently  conducted  a survey  and 
sent  out  990  forms  to  its  members.  The  form  re- 
quested information  about  fees  and  expenses. 
More  than  50  percent  of  the  physicians  responded. 
The  consensus  was  that  fees  have  gone  up  1.39 
percent  during  the  past  year.  Expenses  have  gone 
up  10.9  percent. 

Health  care  has  risen  a lot  more  than  medical 
care.  A large  part  of  the  increase  of  the  cost  of 
health  care  can  be  attributed  to  hospital  expenses — 
but  I don’t  think  it’s  the  fault  of  the  hospitals. 
They  have  tried  to  provide  what  the  demanding 
public  has  demanded.  All  rooms  are  now  air- 
conditioned  and  have  television  and  adjustable 
beds.  Hospitals  provide  intensive  care  units  and 
coronary7  care  units.  They  provide  monitors  and 
renal  dialysis  rooms  and  computers.  All  this  special 
care  costs  money.  It  is  only  logical  that  health 
care  costs  would  have  to  rise. 

Another  big  item  that  contributes  to  the 
increase  in  hospital  costs  is  the  increase  in  the 
amount  of  the  payroll.  When  you  and  I were 
interns,  w7e  w7ere  paid  nothing  to  about  $300  per 
year.  Today,  interns  start  at  $7,500  per  year.  The 
best  service  that  I had  as  an  intern  was  working 
in  the  emergency  room.  However,  interns  ap- 
parently feel  differently  today.  They  will  work  in 
the  emergency  room  — if  they  are  paid  $50  per 
each  eight-hour  shift.  Such  is  the  arrangement  in 
many  hospitals. 

As  though  the  medical  profession  doesn’t  have 
enough  trouble,  there  is  another  faction  outside  of 
the  profession  that  is  producing  problems  and 
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that’s  the  government  itself.  More  and  more,  it 
is  elbowing  into  the  medical  program.  Numerous 
plans  of  National  Health  Insurance  have  been 
introduced  into  Congress  by  the  government  and 
other  agencies. 

The  worst  of  all  of  them  is  Senator  Kennedy's 
Health  Security  Act.  This  act  was  initially  pro- 
posed bv  Walter  Reuther  and  his  Committee  of 
100.  I don’t  think  there  is  any  secret  about  the 
fact  that  Senator  Kennedy  is  traveling  about  the 
country  having  hearings  on  this  act  and  that  he  is 
using  these  hearings  as  a means  to  contact  the 
public  to  further  his  aspirations  to  become  Presi- 
dent of  the  United  States.  In  fact,  close  sources 
state  that  he  will  run  in  1972  instead  of  waiting 
until  1976.  The  plan  he  is  proposing  will  cost 
$7  7-billion. 

The  American  Hospital  Association  has  a plan 
called  “Ameriplan.”  There  is  a Javits’  plan  which 
is  “Medicare  for  all.”  There  is  a plan  from  the 
Health  Insurance  Industry.  The  Administration 
has  its  own  plan  and  it  hopes  to  make  extensive 
use  of  Health  Maintenance  Organizations. 

The  AMA  is  proposing  its  own  plan,  which  is 
called  “Medicredit.”  I will  not  go  into  a discus- 
sion at  this  time  of  the  details  of  this  plan,  but  I 
think  it's  pretty  good.  It  is  based  on  tax  credits 
giving  free  medical  attention  to  those  who  really 
need  the  financial  assistance  and  giving  very  little 
to  those  who  do  not  need  it.  It  continues  to  sup- 
port the  private  enterprise  system. 

The  last  group  of  our  critics  that  I would 
like  to  mention  briefly  is  that  group  of  individuals 
who  severely  criticize  doctors  and  their  incomes — 
these  are  the  legislators.  Recently,  there  was  an 
article  in  the  Columbus  Dispatch  and  it  stated 
that  the  salary  of  $42,500.00  which  a legislator 
makes  is  a pittance  compared  to  what  else  he  gets. 
A representative  gets  $139,000.00  per  year  for  his 
office  expenses  in  Washington  and  at  home. 
Senators  get  $600,000.00  per  year  for  this  allot- 
ment. Each  also  gets  a rental  allowance,  $700  for 
air  mail,  $3,500  for  a “stationery  allowance”  and 
they  can  spend  this  or  keep  it  — and  no  one  asks 


questions. 

They  receive  $3,000  tax-free  money  for  living 
expenses  and  they  do  not  need  to  account  for  it. 
They  are  awarded  300  hours  of  free  telephone 
time.  Premiums  are  paid  for  them  on  $43,000 
worth  of  insurance  and,  if  they  become  ill,  they 
can  go  to  one  of  two  government  hospitals  for 
care  and  all  they  have  to  pay  is  the  room  rent. 
These  are  men  who  criticize  the  incomes  of 
physicians. 

I am  sick  and  tired  of  hearing  about  what 
“crummy  guys”  we  are.  I am  sick  and  tired  of  the 
press  elaborating  on  every  item  that  makes  doctors 
look  bad.  I am  sick  and  tired  of  the  legislators 
and  the  governmental  forces  who  are  trying  to 
steal  the  control  of  the  practice  of  medicine.  I am 
sick  and  tired  of  plaintiff  attorneys  who  try  to 
make  a buck  by  encouraging  patients  to  sue  doc- 
tors — so  that  they  can  collect  that  almighty 
contingency  fee. 

I am  tired  of  some  patients  who  are  so  de- 
manding that  it’s  beyond  human  capabilities  to 
satisfy  them.  I am  tired  of  the  self-centered  doc- 
tors who  see  only  their  own  reflections  in  the 
mirror.  I would  like  them  “on  the  team”  also. 
I am  tired  of  some  medical  students  who  only 
demand  and  criticize  our  profession,  but  never 
give  of  themselves. 

If  ever  there  were  a time  in  the  history  of 
our  profession  when  we  needed  one  powerful, 
united  voice  — the  time  is  most  certainly  now. 
It  is  for  this  reason  that  I have  particularly  men- 
tioned the  various,  separate  factions  within  our 
profession.  None  of  these  are  bad.  All  have  a 
right  to  exist.  I just  hope  that  our  contemporaries 
who  support  some  of  these  groups  can  talk  as 
brothers  and  work  together  within  the  boundaries 
of  organized  medicine  to  settle  their  differences — 
and  then,  in  fact,  join  in  hand  and  stand  united 
for  the  good  of  mankind. 

Leon  Uris  said  it  in  his  book  Q B VII,  “After 
all,  the  only  thing  that  is  going  to  save  mankind 
is  if  enough  people  live  their  lives  for  something 
or  someone  other  than  themselves.” 
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Inaugural  Address 

By  P.  John  Robechek,  M.  IT,  Cleveland 
Incoming  President,  Ohio  State  Medical  Association 


T AST  YEAR,  those  of  you  who  were  here, 
' heard  me  state  my  motto:  “Illegitimi  non 

carborundum,”  an  appropriate  translation  of 
which  is  “Don’t  let  the  bastards  grind  you  down.” 
During  this  past  year,  the  news  media  — news- 
papers, television  and  radio  — have  all  had  their 
part  in  trying  to  “grind  us  down.” 


The  Social  Security  Administration,  and 
especially  its  Medicare  subdivision,  have  and  are 
continuing  to  attempt  to  “grind  us  down.”  But  - — 
we’re  not  ground  down!  After  all,  we,  a small 
minority  of  250,000  physicians  weak  or  strong 
(however  you  might  consider  it)  are  the  ONLY 
people  qualified  to  take  care  of  the  sick  and  the 
injured.  As  such,  we  are  — even  though  many  of 
our  fellows  don’t  believe  it  - — a potent  force, 
morally,  ethically,  legally  and  practically. 

There  are  those  among  us  who  are  defeatists 
— who  talk  of  “what  can  a small  minority  like 
us  do?” 

Each  of  us  is  a member  of  many  minority 
groups. 


Presented  before  the  Ohio  State  Medical  Association 
House  of  Delegates,  May  10,  1971  during  the 
OSMA  Annual  Meeting  in  Columbus. 


For  instance,  I am  a surgeon,  a minority  of 
the  total  medical  population. 

I am  a physician,  a minority  of  the  total 
population. 

I belong  to  the  Presbyterian  Church,  a mi- 
nority of  the  population. 

I belong  to  a specific  club,  a minority  group 
again. 

I have  — in  my  past  — been  a lifeguard,  a 
minority  group. 

Also,  in  my  past,  I have  been  an  open  hearth 
worker,  a minority,  even  of  steelworkers,  and  a 
dispensary  attendant,  an  even  smaller  minority  of 
steelworkers. 

I am  a Fellow  of  the  American  College  of 
Surgeons,  a minority  of  all  those  who  perform 
surgery  in  this  country. 

I am  a Diplomate  of  the  American  Board  of 
Surgery,  an  even  smaller  minority  of  those  who 
perform  surgery  in  this  country. 

I’m  sure  there  are,  among  you,  those  who 
could  represent  themselves  truthfully  as  members 
of  an  even  greater  number  of  minority  groups. 

No  group,  and  I repeat,  no  group,  has  done 
as  much  as  the  medical  profession  to  improve 
the  longevity  of  the  American  people  and  the 
world’s  people,  and  with  the  fact  that  this  lon- 
gevity is  coupled  with  good  health  through  most 
of  the  added  years.  This  is  most  meaningful,  since 
we  all  believe  the  adage  that  “Health  is  more 
precious  than  wealth.” 

Admittedly,  not  all  have  provided  the  actual 
health  care,  but  we  have  had  among  us  those  who 
developed  modes  of  providing  better  health  care, 
Salk,  Sabin,  Smith-Peterson,  Billroth,  Polya, 
Walter  Reed,  Banting  and  Best,  Alexander  Flem- 
ing, to  mention  only  a few. 

Not  all  have  been  pure  research  individuals, 
but  many  have.  They,  too,  have  made  great  con- 
tributions to  the  well-being  of  mankind,  especially 
when  their  contributions  have  been  implemented 
by  that  segment  of  our  physician  population 
which  makes  available  to  the  general  population 
these  great  developments. 

We  have  all  heard  of  the  marked  increase 
in  the  cost  of  health  care  which  is  only  one 
parameter  of  the  many  benefits  which  improved 
health  care  has  provided  to  the  population  of  the 
U.  S.  A.  I like  that  word  “parameter,”  and  per- 
haps may  have  used  it  in  this  connotation  for  the 
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first  time.  But  cost  is  only  one  of  a multitude  of 
such  parameters. 

I can  remember  when  we  treated  pneumonia 
with  three  weeks  (as  a minimum)  of  hospitaliza- 
tion, and  with  $500  to  $1,000  worth  of  anti- 
pneumococcus serum.  Even  though  hospital  costs 
were  much  less  in  that  day,  the  cost  of  treatment 
for  pneumonia  was  extremely  high,  not  to  men- 
tion the  deaths.  That  type  of  lobar  pneumonia  is 
now  routinely  treated  in  an  ambulatory  fashion 
with  antibiotics  and,  while  patients  complain  about 
the  cost  of  “those  pills,”  the  cost  of  an  episode  of 
lobar  pneumonia  is  extremely  small  by  comparison 
with  that  earlier  day. 

In  the  same  manner,  we  no  longer  must  have 
the  tremendously  expensive  facilities  for  the  care 
of  poliomyelitis  patients,  facilities  which  - — - while 
not  always  included  in  the  costs  of  hospital  care 
— did  add  spectacularly  to  the  costs  of  health 
care  in  that  day. 

Open  heart  surgery  was  unknown  in  that 
day;  now  it  is  common  (in  perhaps  too  many 
places)  but,  nevertheless,  available  to  almost 
everyone. 

I could  go  on  with  many  specifics  but  trust 
that  I have  made  the  point  that  — for  dollars 
spent  - — - the  people  of  the  United  States  now 
receive  a high  level  of  care  which  was  not  even 
dreamed  about  - — much  less  available  — in  the 
period  to  which  the  “Cost  of  Living  Index”  is 
referred,  compared  and  with  which  it  is  “pegged.” 

I am  unaware  of  any  field  in  which  progress 
of  similar  nature  has  been  made,  with  the  excep- 
tion of  development  of  instrumentation  and 
engineering  accomplishments  which  have  allowed 
us  to  put  Americans  on  the  moon.  The  benefits 
provided  by  the  medical  profession  have  enormous- 
ly greater  impact  on  the  well-being  of  mankind, 
than  did  our  lunar  landings,  and  medicine’s  posi- 
tive impact  in  the  last  40  years  has  exceeded  all 
previous  history. 

To  go  on  to  other  facts  of  the  day  - — the 
car  which  costs  $5,000  today  is  not  really  “superb” 
by  comparison  with  the  same  car  which  cost  $600 
in  1940.  It  does  only  the  same  thing:  takes  you 
there  and  brings  you  back,  in  more  comfort  as- 
suredly — but  with  an  ever  increasing  toll  of 
death,  dismemberment  and  crippling  side  effects. 

The  appliances  of  today  do,  in  fact,  provide 
more  leisure  hours  so  that  people  may  have  more 
time  to  get  into  their  new  cars  and  subject  them- 
selves, for  longer  and  longer  periods,  to  the 
possibility  of  death,  dismemberment  and  crippling 
accidents. 

I think  we  have  adequately  pointed  out  that 
luxury,  in  the  sense  of  faster,  more  comfortable 
cars,  and  fancy  appliances,  has  in  fact  — not 
contributed  significantly  to  that  greatest  asset 
of  all  — good  health. 


If  there  are  those  among  you  who  disagree 
with  this  point  of  view,  there  will  be  a reference 
committee  which  addresses  itself  only  to  an  eval- 
uation of  the  speeches  of  the  President  and  Pres- 
ident-Elect, and  you  are  free  to  attend  the  meet- 
ing or  meetings  of  that  committee  and  express 
yourselves. 

So  much  for  the  past  and  present;  what  of 
the  future?  I emphatically  do  not  believe  the 
members  of  this  organization,  or  physicians  over 
this  entire  country  for  that  matter,  should  con- 
tinue to  feel  that  their  minority  status  is  an 
unanswerable  difficulty  and  one  which  cannot 
be  overcome. 

As  a matter  of  fact,  it  is  our  very  minority 
status  (when  we  constitute  the  only  minority 
which  can  really  provide  services  so  much  in 
demand)  that  should  be  our  greatest  strength. 
We  have  seen  the  production  of  too  many  teachers 
and  too  many  engineers,  too  many  Ph.D.’s  and 
too  many  Masters  of  various  arts  and  sciences 
with  the  resultant  economically  crippling  effects 
of  dislocations  of  such  personnel  brought  about 
by  a slowed  general  economy.  In  sharp  contrast, 
even’  practicing  physician  I know  is  as  busy  as 
— - or  busier  than  — he  would  like  to  be  and 
can  possibly  be,  in  spite  of  the  slowed  economy. 
This,  therefore,  should  not  cause  us  to  exhibit 
exaggerated  concern. 

The  production  of  more  physicians  rapidly 
possibly  may  result  in: 

( 1 ) Demand  for  more  money  that  the 
people  of  this  Union  are  willing  to  spend  to 
provide  appropriate,  which  I equate  with 
good,  facilities  for  their  training,  or 

(2)  Training  of  large  numbers  of  inferior 
physicians  — so  that  one  is  available  even- 
place  — of  such  quality  that  the  people  of 
this  Union  will  have,  in  fact,  a grade  of  phy- 
sician inferior  to  those  of  us  here  present 
and  representative  of  our  profession. 

The  alternative,  the  development  of  nu- 
merous “physicians  assistants,”  may  result  in  a 
double  standard  of  medical  care,  something  never 
previously  accepted  by  the  physicians  or  the  people 
of  these  United  States. 

If  we  make  haste  too  rapidly,  as  is  urged 
upon  us  by  those  who  believe  in  policies  of 
expediency  and  the  advocates  of  “Let’s  show 
them  we’re  doing  something  about  the  present 
situation,”  we  will  only  adversely  and  negatively 
affect  the  health  care  of  the  people  of  these 
United  States. 

We  must  not  fail  to  avoid  the  trap  of  em- 
bracing the  new  and  untried  with  too  much 
enthusiasm,  only  later  to  be  blamed  for  inadequate 
foresight  and  again  be  held  to  blame  as  “culprits” 
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because  we  cooperated  with  those  who  were  and 
are  truly  the  only  “culprits.” 

Furthermore,  we  must  not  fail  similarly  to 
avoid  the  entreaties  of  those  among  us  who  grasp 
“causes”  to  their  breasts  and  may  be  quoted 
as  authorities  on  the  delivery  of  health  care  from 
the  vantage  point  of  never  having  provided  health 
care  directly  or  indirectly,  but  mouth  opinions 
about: 

a)  “Methods  of  entry  into  the  health  care 
system,” 

b)  “Inadequacies  of  delivery  of  health 
care,” 

c)  “New  systems  of  delivery  of  medical 
services.” 

From  their  vantage  point  of  being  considered 
“experts”  in  a field  in  which  they  have  not  en- 
gaged, they  seek  to  dictate  the  methodology  and 
deliverance  of  health  care.  They  would  willingly 
sacrifice  quality  for  control. 

My  last  statement  applies  equally  well  to 
those  who  possess  the  M.  D.  degree  and  those 
who  do  not,  but  to  all  of  those  who  set  them- 
selves up  as  “experts”  in  the  care  of  aging, 
indigent,  children,  middle-aged,  rich,  employed, 
unemployed,  migratory,  or  other  of  the  many 
minority  groups  which  exist  in  the  United  States. 

Here  I should  like  to  quote  one  of  the  “ex- 
perts” whom  I find  most  dangerous  to  our  belief 
in  the  place  of  medical  care,  the  epitome  of  which 
is  the  care  of  a patient  by  a physician.  Dr.  Edward 
D.  Martin,  now  an  intern  at  Montefiore  Hospital 
in  New  York,  a former  SAMA  President  and  a 
member  of  the  Student  Health  Organization, 
stated  for  the  benefit  of  World  Medical  News  that 
“It  is  really  unrealistic  to  treat  lobar  pneumonia 
in  a community,  for  example,  that  allows  sub- 
standard housing.”  He  believes  that  physicians 
“have  a unique  contribution  to  make  in  resolving 
these  problems,  which  are,  in  fact,  problems  of 
medicine.”  So,  too,  were  the  problems  of  draining 
swamps  to  decrease  the  incidence  of  Yellow 
Fever,  but  inoculation  and  treatment  of  potential 
victims  and  actual  victims  of  Yellow  Fever  are 
not  withheld  just  because  there  are  still  some 
swamps.  The  medical  profession  alone  cannot 
answer  all  the  ills  of  society,  such  as,  inadequate 
food,  housing,  and  education,  without  many  more 
people  (equally  as  dedicated  as  the  medical  pro- 
fession) assuming  interest  in,  and  partial  re- 
sponsibility for,  the  correction  of  these  deficits. 

I am  afraid  I have  painted  a bleak  picture 
— and  the  picture  is  bleak  — unless  we,  as  a 
profession,  act  cohesively  and  demand  our  de- 
served position  as  the  experts  in  health  care  and 
its  delivery.  I have  heard  no  similar  concerns 
about  the  fact  that  building  skyscrapers  and 


bridges  is  “too  important  to  be  left  to  profes- 
sionals.” 

I have  heard  no  statements  about  building 
automobiles  as  being  “too  important  to  be  left 
to  the  professionals  in  the  automobile  industry.” 
If  these  are  not  true,  why  should  government, 
insurance  companies,  Boards  of  Trustees  of  hos- 
pitals without  medical  representation,  consumer 
boards  of  health  maintenance  organizations,  Blue 
Cross,  labor  leaders,  foundations,  prepaid  con- 
sumer-directed health  plans,  and  the  like,  be  ex- 
pected to  do  well  in  developing  methodology  of 
health  care  and  its  delivery? 

At  this  point,  I should  state  that,  in  1964, 

I indicated  to  an  Ohio  Congressman  that  the 
place  of  government  should  be  that  of  establishing 
the  “standards”  for  minimal  hospital  and  profes- 
sional care  of  patients,  that  any  insurance  carrier 
could  sell  such  minimal  coverage  and  that  the 
government  act  as: 

1)  A co-insurer  for  those  plans  which  had 
a poor  experience,  and 

2)  As  an  examiner  of  performance,  as  does 
the  Federal  Deposit  Insurance  Corporation 
for  banks  - — a situation  in  which  banks  (and 
not  taxpayers)  pay  for  audit  and  review  and 
which  has  not  really  cost  the  taxpayers  any 
significant  amount. 

This  is  now  a part  of  the  Administration’s 
proposed  health  plan. 

I should  also  point  out  that,  in  1958,  I sug- 
gested to  a Blue  Cross  Plan,  with  which  those  of 
you  from  the  Fifth  Councilor  District  are  extreme- 
ly familiar,  that  there  should  be  a “floor”  under 
reimbursements  to  hospitals  as  well  as  the  “ceil- 
ings” with  which  Blue  Cross  Plans  have  chosen 
to  operate. 

These  “ceilings”  merely  prevented  admini- 
strators from  exercising  economies  of  operation 
because,  in  the  absence  of  a “floor,”  the  admini- 
strator could  lose  the  full  amount  saved  while 
knowing  that  it  might  take  him  a number  of 
auditing  periods  in  which  to  regain  his  present 
position,  in  the  case  he  did  effect  economies,  be- 
cause of  the  “ceiling”  on  the  reimbursement  for- 
mula. 

Those  of  you  who  are  from  the  5th  Councilor 
District  and  that  portion  of  the  state  served  by 
Blue  Cross  of  Northeast  Ohio  know  that,  in  1969, 

I I years  after  my  suggestion,  there  was  the  first 
indication  of  recognition  of  such  suggestion  by  the 
development  of  “Incentive  payments,”  so  that  the 
hospital  would  receive  more  than  its  audited  costs, 
as  affected  by  the  “ceilings,”  if  true  economy  of 
operation  was  effected. 

With  these  points  in  mind,  I should  like 
to  suggest  the  following  to  each  of  you. 

I would  encourage  each  of  you  to  volunteer 
and  to  demand  to  represent  the  medical  profes- 
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sional  point  of  view  in  the  conception  and  develop- 
ment of  any  such  health  care  entities  — gov- 
ernment, insurance  companies,  Boards  of  Trus- 
tees of  hospitals  without  medical  representation, 
consumer  boards  of  health  maintenance  organiza- 
tions, Blue  Cross,  foundations,  prepaid  consumer 
directed  health  plans,  and  the  like  — in  your 
community,  and  to  make  yourself  heard! 

Rest  assured  that  the  OSMA  will  provide 
all  that  it  can  in  furthering  your  participation  in 
such  conception  and  development  and  — if  you 


let  us  know  that  the  contrary  view  is  in  the 
ascendant  position  — will  help  you  in  any  way 
it  can. 

It  must  be  obvious  to  each  of  you  that  it  is 
my  anticipation  the  next  year  and  years  will  be 
filled  with  contention  for  the  medical  profession. 
In  such  contention,  it  behooves  each  of  us  and 
all  of  us  to  continue  a firm  belief  in  “Illegitimi 
non  carborundum,”  “Don’t  let  the  bastards  grind 
you  down.” 


Outstanding  Exhibits  Recognized 
at  1971  Annual  Meeting 


INE  EXHIBITS  at  the  1971  OSMA  Annual 
Meeting  in  Columbus  were  given  special  rec- 
ognition as  outstanding  after  a judging  committee 
reviewed  some  52  Scientific  and  Health  Education 
displays.  The  nine  were  part  of  the  overall  exhibit 
on  the  ground  floor  of  the  Veterans  Memorial 
Building  where  physicians  and  visitors  also  viewed 
some  72  technical  exhibits  sponsored  by  leading 
pharmaceutical  manufacturers  and  other  suppliers 
of  services  and  equipment  for  physicians. 

Sponsors  of  the  outstanding  exhibits  were 
presented  plaques  to  be  displayed  in  their  booths 
and  kept  as  permanent  mementos  with  certificates 
indicating  the  various  categories  of  awards  author- 
ized by  planners  of  the  Annual  Meeting. 

Following  are  brief  summaries  of  the  out- 
standing exhibits  and  awards  presented.  More 
detailed  information  will  be  published  in  coming 
issues  of  The  journal. 

Gold  Award  in  Original  Investigation:  The 

exhibit  entitled  “Normal  and  Abnormal  Mor- 
phology of  Microorganisms  — A Scanning-Beam 
Electron  Microscope  Study,”  sponsored  by  Albert 
S.  Klainer,  M.  D.,  and  Robert  L.  Perkins,  XI.  D., 
of  Ohio  State  University  College  of  Medicine. 

Gold  Award  in  Teaching:  The  exhibit, 
“Closed  Nailing  of  Femoral  Shaft  Fractures 
(Kuntscher  Method),”  sponsored  by  the  following 
team  from  St.  Luke’s  Hospital,  Cleveland:  Stan- 
ley H.  Nahigian,  M.  D.,  James  J.  Rascher,  M.  D., 
and  Joseph  R.  Macys,  M.  D. 

Silver  Award  in  Original  Investigation:  The 

exhibit,  “Total  Hip  Joint  Replacement,”  spon- 
sored by  Thomas  PL  Mallory,  M.  I).,  Ohio  State 
University  College  of  Medicine. 


Silver  Award  in  Teaching:  The  exhibit,  “Clin- 
ical Microbiology,”  sponsored  by  James  W.  Funk- 
houser,  M.  D.,  and  Rudolph  Krafka,  B.  S.,  of 
Miami  Valley  Hospital,  Dayton. 

Bronze  Award  in  Original  Investigation:  The 

exhibit,  “Paraostial  Atherosclerosis,”  sponsored  by 
Abdul  F.  Naji,  M.  D.,  St.  Alexis  Hospital,  Cleve- 
land. 

Bronze  Award  in  Teaching:  The  exhibit. 
“Carpal  Tunnel  Syndrome,”  sponsored  by  the 
following  team  from  Ohio  State  University  College 
of  Medicine:  Ernest  W.  Johnson,  M.  D.,  Robert 
J.  Duran,  M.  D.,  and  John  A.  Schuhman,  Med. 
IV. 

A Special  Award  went  to  the  health  educa- 
tion exhibit,  “Medical  Care  Foundations  Physi- 
cian Manpower  Distribution  in  Ohio,  sponsored 
by  the  Ohio  State  Medical  Association’s  Com- 
mittee on  Health  Care  Delivery  Systems. 

Honorable  Mention  was  given  the  health  ed- 
ucation exhibit,  “Peer  Review  in  Ohio,”  sponsored 
by  the  Ohio  Society  of  Internal  Medicine  and 
the  Ohio  State  Medical  Association. 

* * -38- 

In  addition  to  the  awards  presented  by  the 
Ohio  State  Medical  Association,  a Cancer  Award 
w-as  presented  by  the  Ohio  Chapter  of  the  Ameri- 
can Cancer  Society  for  an  outstanding  exhibit  in 
the  cancer  field.  This  award  was  presented  to 
the  exhibit  entitled  “Malignant  Melanoma  of  the 
Extremities,”  sponsored  by  William  G.  Pace,  M. 
1).,  and  Lois  Breidenbach,  M.  D.,  of  the  Depart- 
ment of  Surgery  at  Ohio  State  University  College 
of  Medicine. 
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The  Ohio  State  Medical  Association 

DISTINGUISHED  SERVICE  AWARD 

Is  Hereby  Conferred  upon 

RICHARD  EDWARD  BULLOCK,  DOCTOR  OF  MEDICINE 


A NATIVE  OF  TOLEDO,  OHIO,  Richard 
Edward  Bullock  graduated  from  the  Uni- 
versity of  Cincinnati  College  of  Medicine  in  1943, 
interned  at  St.  Vincent’s  Hospital  in  Toledo, 
served  as  a U.S.  Army  Captain  in  World  War  II, 
took  specialized  training  in  surgery,  and  entered 
the  general  practice  of  medicine  in  Vinton  Coun- 
ty, Ohio,  in  1948. 

Dr.  Bullock  was  humbly  apologetic  when  he 
appeared  at  the  Ohio  State  Medical  Association 
offices  one  morning  last  February. 


Dr.  Bullock  was  apologetic  because  he  was 
leaving  Vinton  County  and  leaving  Ohio. 

He  was  apologetic,  even  after  22  punishing 
years  of : 

A schedule  of  20  hours  a day  caring  for  his 
patients  . . . driving  36,000  miles  each  year  — 792 
thousand  miles  in  22  years  — to  provide  medical 
care  for  the  entire  Vinton  County  population  of 
9,500  residents  . . . 

Routinely  having  a waiting  room  full  of 
patients  at  two  o’clock  in  the  morning  . . . 

Knowing  the  nearest  hospital  was  26  twisting 
miles  away  in  another  county  . . . 

Stating,  “If  I go  away,  there’s  nobody 
there.”  . . . 

Somehow  finding  the  time  to  serve  as  his 


“one-man  county  medical  society’s”  delegate  to 
this  House  of  Delegates  . . . 

Honoring  his  father’s  advice:  “If  you’ve  a 
job  to  do,  do  it  and  shut  up.” 

Yet,  this  tremendous  person  was  apologetic 
because  he  was  leaving  Vinton  County,  despite 
the  fact  that,  after  22  gruelling  years,  he  was 
physically,  mentally  and  emotionally  exhausted. 
He  knew  that  leaving  was  the  only  way  he  could 
Survive.  Leaving  also  meant  getting  reacquainted 
with  his  wife  and  six  children. 

And  still,  Richard  Bullock  was  apologetic. 

Dr.  Bullock  now  is  on  the  student  health 
service  medical  staff  at  an  outstanding  educa- 
tional center  in  another  state.  When  informed 
that  he  was  to  receive  the  award,  he  was  asked 
to  be  present  at  this  session  of  the  House  of  Dele- 
gates. 

In  typical  Dick  Bullock  manner,  he  imme- 
diately replied  that  he  deemed  the  award  a very 
great  honor  but  wanted  to  emphasize  that  he 
had  left  Ohio  and  felt  he  was  not  eligible.  He 
said  he  would  most  certainly  understand  if  this 
award  were,  instead,  given  to  a physician  cur- 
rently residing  in  Ohio. 

Medicine  is  not  based  on  geographic  boun- 
daries. Medicine  is  universal,  and  nearly  a quarter- 
century  of  great  humanitarian  service  is  not  can- 
celled out  by  a geographic  relocation. 

Therefore,  with  tremendous  pride  and  ap- 
preciation for  having  him  as  a member  of  this 
Association,  and  with  a deep  sense  of  loss  but 
unreserved  understanding  of  his  departure  to  an- 
other state  and  another  type  of  practice,  there  is 
hereby  conferred  upon  Richard  Edward  Bullock, 
Doctor  of  Medicine, 

The  Ohio  State  Medical  Association  Distin- 
guished Service  Award. 

In  the  House  of  Delegates,  Columbus,  Ohio. 
May  10,  1971. 


Richard  L.  Fulton,  M.D.,  President 
Ohio  State  Medical  Association 
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Proceedings  of  the  House  of  Delegates 
1971  Annual  Meeting 


MINUTES  OF  FIRST  SESSION 

HE  FIRST  SESSION  of  the  House  of  Dele- 
gates of  the  Ohio  State  Medical  Association 
was  convened  at  7 p.m.,  Monday,  May  10,  1971 
at  the  Sheraton-Columbus  Motor  Hotel,  Colum- 
bus, with  President  Richard  L.  Fulton,  presiding. 

As  the  invocation,  Dr.  Wendall  W.  Adams, 
Cleveland,  sang  the  “Lord’s  Prayer.” 

Dr.  Keith  DeVoe,  Jr.,  Columbus,  President- 
Elect  of  the  Columbus  Academy  of  Medicine, 
welcomed  the  delegates  to  Columbus. 

The  Honorable  M.  E.  Sensenbrenner,  Mayor 
of  Columbus,  addressed  the  delegates  and  wel- 
comed them  to  the  city. 

1970  Minutes  Approved 

The  minutes  of  the  1970  sessions  of  the 
House  of  Delegates,  as  published  in  the  July,  1970, 
issue  of  The  Ohio  State  Medical  Journal,  were 
approved  by  official  action. 

Report  on  Delegates  Present 

Dr.  Chester  J.  Brian,  Preble  County,  Chair- 
man of  the  Credentials  Committee,  reported  157 
delegates  seated  and  eligible  to  vote.  A number  of 
alternate-delegates,  guests,  officers  of  county  medi- 
cal societies  and  executive  secretaries  were  in 
attendance. 

Introduction  of  Guests 

Dr.  Fulton  introduced  the  following  honored 
guests : 

Dr.  Henry  E.  Kelly,  Cleveland,  President, 
Ohio  Dental  Association;  Mr.  Howard  R.  Taylor, 
Canton,  President,  Ohio  Hospital  Association; 
Mrs.  Jeanette  A.  Wooding,  Akron,  President,  Ohio 
Nurses  Association;  Dr.  Allyn  W.  Conway,  Day- 
ton,  President,  Ohio  Osteopathic  Association  of 
Physicians  and  Surgeons;  Dr.  Rupert  W.  Salis- 
bury, Columbus,  Treasurer,  Ohio  State  Pharma- 
ceutical Association;  Dr.  M.  L.  Willen,  Canton, 
President,  Ohio  Veterinary  Medical  Association ; 
Dr.  Robert  S.  Young,  Johnstown,  President,  Ohio 
Academy  of  General  Practice;  Mrs.  Camilla 
McCuiston,  Dayton,  President,  Ohio  State  Society 
of  Medical  Assistants;  Mrs.  Carl  F.  Goll,  Steuben- 
ville, President,  Woman’s  Auxiliary  to  the  Ohio 


State  Medical  Association;  Mrs.  Russell  L.  Wies- 
singer,  Lima,  President-Elect,  Woman’s  Auxiliary 
to  the  Ohio  State  Medical  Association;  Dr.  Fran- 
ces K.  Harding,  Columbus,  President-Elect,  Ameri- 
can Medical  Women’s  Association;  Dr.  Robert  E. 
Zipf,  Dayton,  Chairman,  OSMA  Committee  on 
Scientific  Work;  Mr.  James  Imboden,  Columbus, 
AMA  Field  Representative;  Mr.  Charles  S.  Nelson 
and  Mr.  George  H.  Saville,  Columbus,  retired 
Executive  Secretaries  of  the  Ohio  State  Medical 
Association. 

OSMA  Past  Presidents  Introduced 

The  following  Past  Presidents  of  the  Asso- 
ciation were  introduced:  Dr.  Edwin  H.  Artman, 
Chillicothe;  Dr.  Henry  A.  Crawford,  Cleveland; 
Dr.  Theodore  L.  Light,  Dayton;  Dr.  Carl  A. 
Lincke,  Carrollton;  Dr.  Robert  S.  Martin,  Zanes- 
ville; Dr.  Richard  L.  Meiling,  Columbus;  Dr. 
Lawrence  C.  Meredith,  Oberlin;  Dr.  Horatio  T. 
Pease,  Wadsworth;  Dr.  George  W.  Petznick, 
Cleveland;  Dr.  Robert  N.  Smith,  Toledo,  and  Dr. 
Robert  E.  Tschantz,  Canton. 

Also  introduced  were  former  members  of  The 
Council:  Dr.  Philip  B.  Hardymon,  Columbus;  Dr. 
George  T.  Harding,  Columbus;  Dr.  John  H. 
Mitchell,  Columbus,  and  Dr.  Paul  F.  Orr,  Perrys- 
burg. 

Report  of  Woman’s  Auxiliary  President 

Mrs.  Carl  F.  Goll,  Steubenville,  President  of 
the  Woman’s  Auxiliary  to  the  Ohio  State  Medical 
Association,  was  presented.  Mrs.  Goll  reported  on 
Auxiliary  activities  during  her  administration.  (See 
text  of  report,  page  663.) 

Distinguished  Service  Commendation 

Dr.  Nicholas  J.  Pisacano,  Lexington,  Ken- 
tucky, Secretary  of  the  American  Board  of  Family 
Practice,  was  introduced.  Dr.  Pisacano  addressed 
the  House  and  presented  the  distinguished  service 
commendation  by  the  American  Board  of  Family 
Practice,  Inc.,  to  Dr.  Thomas  E.  Rardin,  Colum- 
bus, Ohio.  In  accepting  the  award,  Dr.  Rardin 
addressed  the  House  and  stated  that  it  is  fitting 
and  proper  that  this  award  be  presented  at  Colum- 
bus, Ohio  and  at  sessions  of  this  House  of  Dele- 
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gates  because  the  Ohio  State  Medical  Association 
House  of  Delegates  and  the  Council  made  possible 
“whatever  work  I was  able  to  accomplish.”  He 
continued,  “the  Ohio  State  Medical  Association 
and  the  Ohio  Academy  of  General  Practice  never 
hesitated  to  support  these  efforts.” 

AMA-ERF  Checks  Presented 

The  following  representatives  of  Ohio’s  medi- 
cal schools  received  American  Medical  Association 
Education  and  Research  Foundation  checks  from 
Dr.  Philip  B.  Hardymon,  Chairman  of  the  Ohio 
Committee  for  the  American  Medical  Association’s 
Education  and  Research  Foundation:  Dr.  Robert 
T.  Binhammer,  Assistant  Dean,  University  of  Cin- 
cinnati College  of  Medicine;  Dr.  John  A.  Prior, 
Dean,  Ohio  State  University  College  of  Medicine; 
Dr.  David  Fishman,  for  Case  Western  Reserve 
University  School  of  Medicine;  Dr.  Glidden  L. 
Brooks,  President,  the  Medical  College  of  Ohio  at 
Toledo. 

Award  for  Volunteer  Service  in  Vietnam 

Under  the  project  Vietnam  Volunteer  Pro- 
gram, sponsored  by  the  American  Medical  Asso- 
ciation, Dr.  Ladislao  K.  Wallerstein,  Toledo,  was 
awarded  a certificate  in  recognition  of  meritorious 
service  performed  for  the  medical  profession,  the 
United  States  Government  and  the  people  of 
South  Vietnam. 

Distinguished  Service  Citation 

Dr.  Richard  E.  Bullock,  of  Blacksburg,  Vir- 
ginia, formerly  of  McArthur,  Ohio,  received  from 
Dr.  Fulton  the  distinguished  service  citation  in 
recognition  of  his  outstanding  contribution  to  Ohio 
Medicine.  Dr.  Bullock  addressed  the  House  of 
Delegates  stating  that  it  is  very  gratifying  to  be 
thanked  by  one’s  peers  for  doing  his  job  as  he  saw 
it.  (The  text  of  the  citation  to  Dr.  Bullock  appears 
on  page  629.) 

Award  for  Rubella  Immunization  Program 

Dr.  Fulton  transmitted  to  Dr.  John  J. 
Gaughan,  President  of  the  Academy  of  Medicine 
of  Cleveland,  an  award  from  the  Ohio  Association 
of  Retarded  Children  honoring  the  Academy  of 
Medicine  of  Cleveland  for  its  rubella  immuniza- 
tion program. 

Certificates  of  Appreciation 

The  following  received  certificates  of  appre- 
ciation for  their  service  to  the  Association:  Dr. 
Robert  N.  Smith,  Toledo,  a retiring  member  of 
the  Council;  Dr.  John  H.  Budd,  Cleveland,  for- 


merly Chairman  of  the  Ohio  Delegation  to  the 
AMA;  Drs.  Robert  E.  Howard,  Cincinnati,  Theo- 
dore L.  Light,  Dayton,  Carl  A.  Lincke,  Carrollton, 
Robert  S.  Martin,  Zanesville,  Frank  H.  Mayfield, 
Cincinnati  (not  present),  George  W.  Petznick, 
Cleveland,  retiring  member  of  Ohio’s  AMA  dele- 
gation; Dr.  Nicholas  J.  Giannestras,  Cincinnati, 
as  a member  of  the  Committee  on  Scientific  Work ; 
and  Dr.  H.  B.  Davidson,  Columbus  (not  present), 
member  of  Committee  on  Public  Relations. 

The  following  retiring  chairmen  of  special 
committees  were  presented  with  certificates  of  ap- 
preciation: Dr.  Robert  A.  Bruce,  Dayton,  Com- 
mittee on  Eye  Care;  Dr.  Oscar  W.  Clarke,  Galli- 
polis,  Woman’s  Auxiliary  Advisory  Committee;  Dr. 
William  J.  Lewis,  Dayton,  Committee  on  Legisla- 
tion; Dr.  Maurice  F.  Lieber,  Canton,  Committee 
on  Nursing;  Dr.  Melvin  Oosting,  Dayton,  Com- 
mittee on  Laboratory  Medicine;  Dr.  William  R. 
Schultz,  Wooster,  Committee  on  Auditing  and 
Appropriations;  Dr.  Robert  N.  Smith,  Toledo. 
Ohio  Medical  Indemnity  Liaison  Committee. 

Reference  Committees  Appointed 

The  following  Flouse  of  Delegates  Reference 
Committees  were  appointed  by  the  President: 

Credentials  of  Delegates — Chester  J.  Brian, 
Preble  County,  Chairman;  Stephen  P.  Hogg, 
Hamilton  County;  Frederick  T.  Suppes,  Cuya- 
hoga County;  Alton  W.  Behm,  Geauga  County: 
Emil  J.  Meckstroth,  Erie  County. 

President’s  Address  and  President-Elect’s  Ad- 
dress— James  H.  Williams.  Franklin  County, 
Chairman;  Charles  A.  Sebastian,  Hamilton  Coun- 
ty; John  H.  Budd,  Cuyahoga  County;  Charles  H. 
McMullen.  Ashland  County. 

Resolutions  Committee  No.  1 — John  C. 

Smithson,  Hancock  County,  Chairman;  Thomas 
E.  Fox,  Warren  County;  William  G.  Cassel,  Mont- 
gomery County;  R.  A.  Gandy,  Lucas  County; 
Carl  G.  Madsen,  Jr.,  Lake  County;  Joseph  V. 
Newsome,  Mahoning  County;  Robert  R.  Johnson, 
Coshocton  County;  W.  B.  Devine,  Muskingum 
County;  Plarry  Nenni,  Lawrence  County;  Tenny- 
son Williams,  Delaware  County;  Harold  E.  Mills, 
Richland  County. 

Resolutions  Committee  No.  2 — Clarence  L. 
Huggins,  Jr.,  Cuyahoga  County,  Chairman;  Frank 
P.  Cleveland,  Hamilton  County;  Ernest  H.  V in- 
terhoff,  Clark  County;  Paul  E.  Lyon,  Marion 
County;  Harry  C.  Mack,  Lucas  County;  Rocco 
M.  Antenucci,  Summit  County;  Paul  N.  Mastros, 
Jefferson  County;  Robert  A.  Ringer,  Guernsey 
County;  Roger  P.  Daniels,  Meigs  County;  Ben  E. 
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Jacoby,  Franklin  County;  Janies  T.  Stephens, 
Lorain  County. 

Resolutions  Committee  No.  3 — Jasper  M. 
Hedges,  Pickaway  County,  Chairman;  Robert  P. 
Johnson,  Butler  County;  Isador  Miller,  Cham- 
paign County;  T.  L.  Edwards,  Allen  County; 
T.  F.  Moriarity,  Henry  County';  William  V.  Trow- 
bridge, Cuyahoga  County;  W.  B.  Epps,  Stark 
County;  Robert  E.  Rinderknecht,  Tuscarawas 
County;  J.  R.  Wells,  Licking  County;  John  W. 
Zimmerly,  Jackson  County;  A.  Burney  Huff, 
Wayne  County. 

Tellers  and  Judges  of  Election — Vincent  T. 
LaMaida,  Cuyahoga  County,  Chairman;  P.  A. 
Overstreet,  Lucas  County;  E.  Gates  Morgan, 
Summit  County;  Francis  A.  Sunseri,  Jefferson 
County7;  Philip  H.  Taylor,  Franklin  County; 
Charles  H.  McMullen,  Ashland  County. 

Nominating  Committee  Elected 

The  House  of  Delegates  nominated  and 
elected  the  following  persons,  one  from  each  dis- 
trict, for  the  Committee  on  Nominations: 

First  District — Charles  D.  Feuss,  Jr.,  Hamil- 
ton County. 

Second  District — Jerry  L.  Hammon,  Miami 
County. 

Third  District — Walter  A.  Daniel.  Seneca 
County. 

Fourth  District — C.  Douglass  Ford,  Lucas 
County7. 

Fifth  District — Joseph  L.  Bilton,  Cuyahoga 
County. 

Sixth  District — Marshall  R.  Werner,  Summit 
County. 

Seventh  District — Carl  A.  Lincke,  Carroll 
County. 

Eighth  District — R.  E.  Hartle,  Fairfield 
County. 

Ninth  District — Thomas  W.  Morgan,  Gallia 
County. 

Tenth  District — Joseph  A.  Bonta,  Franklin 
County. 

Eleventh  District — William  R.  Graham,  Hu- 
ron County. 

Dr.  Fulton  then  announced  that  under  the 
system  of  rotation  approved  by  the  House  of  Dele- 
gates in  1963,  the  chairman  of  the  committee  this 
year  would  be  the  delegate  from  the  Ninth  Dis- 
trict, Dr.  Thomas  W.  Morgan,  Gallia  County. 


President’s  Address 

Mr.  Page  then  introduced  President  Richard 
L.  Fulton,  Columbus,  who  delivered  his  Presi- 
dential Address.  (Text  of  the  address  appears  on 
page  621.) 

State  Presidents  Introduced 

Dr.  Fulton  introduced  the  following  out-of- 
state  presidents,  each  of  whom  addressed  the 
House  of  Delegates:  Dr.  Malcolm  O.  Scamahorn, 
President,  Indiana  State  Medical  Association;  Dr. 
William  A.  Limberger,  President,  Pennsylvania 
Medical  Society;  Dr.  George  R.  Callender,  Jr., 
President,  West  Virginia  State  Medical  Associa- 
tion; Dr.  Lowell  FI.  Steen,  Immediate  Past  Presi- 
dent, Indiana  State  Medical  Association. 

Also  introduced  was:  Dr.  James  S.  Klumpp, 
Huntington,  West  Virginia,  a guest  from  the  West 
Virginia  State  Medical  Association. 

President-Elect’s  Address 

Dr.  Fulton  introduced  President-Elect  P. 
John  Robechek,  Cleveland,  who  delivered  his 
Inaugural  Address.  (The  address  appears  on 
page  625.) 

Introduction  of  Resolutions 

Dr.  Fulton  then  called  for  the  introduction 
of  resolutions.  He  ruled  that  resolutions  which  had 
been  presented  within  the  60-day  time  limit  and 
had  been  distributed  to  the  delegates  in  advance 
of  the  meeting  could  be  introduced  by  a mere 
reading  of  the  title  only.  Twenty-one  resolutions 
were  so  introduced  and  were  referred  to  the 
resolutions  committees. 

Emergency  Resolutions  Presented 

Dr.  Fulton  then  called  for  the  presentation  of 
emergency  resolutions.  A resolution  entitled  “Peer 
Review”  failed  to  receive  the  required  votes  to  be 
considered  by  the  House.  The  following  resolu- 
tions, by  consent  of  two-thirds  of  the  delegates 
present,  were  accepted  for  consideration  by  the 
House: 

RESOLUTION  NO.  22-71 

Hospital  Based  Physicians 
(By  the  Delegation  from  the  Sixth  District) 

WHEREAS,  The  council  of  the  American  College  of 
Radiology  passed  a resolution  on  April  1,  1971  relative 
to  restriction  of  Blue  Cross  coverage  of  radiology 
professional  services ; and 

WHEREAS.  This  date  was  after  the  60-day  deadline 
for  submission  of  resolutions;  and 

WHEREAS,  Previous  resolutions,  namely,  Resolution  19. 
1965;  Substitute  Resolution  16,  1966;  Amended  Reso- 
lution 16,  1968;  and  Resolution  19,  1970,  have  es- 
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pouscd  the  principle  of  direct  billing  of  the  patient 
by  hospital-based  physicians  and  disapproved  of  the 
inclusion  of  fees  for  professional  services  as  a part  of 
hospital  service  charges;  and 

WHEREAS,  It  is  established  policy  of  Ohio  Medical 
Indemnity,  Inc.,  to  advise  Blue  Cross  that  Blue  Cross 
policies  should  be  restricted  to  the  coverage  of  hospital 
services  and  Blue  Shield  policies  should  cover  physi- 
cians’ professional  services;  THEREFORE,  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
advise  Ohio  Medical  Indemnity,  Inc.  to  specifically 
request  from  Blue  Cross  that  all  Blue  Cross-Blue  Shield 
contracts  exclude  any  coverage  of  any  services  of  any 
hospital-based  physician  or  any  other  physician  (ex- 
cept residents  and  interns)  by  Blue  Cross  and  that  any 
and  all  physician  services  shall  be  underwritten  and 
administered  as  Blue  Shield  coverages  whether  they 
are  in  group  contracts  or  individual  contracts;  and 
BE  IT  FURTHER 

RESOLVED,  That  the  Ohio  Medical  Indemnity,  Inc., 
be  requested  to  strictly  adhere  to  this  policy;  and  BE 
IT  FURTHER 

RESOLVED,  That  without  exception  Ohio  Medical 
Indemnity,  Inc.,  inform  the  Council  of  the  Ohio  State 
Medical  Association  of  the  manner  in  which  such 
coverages  are  written  in  any  future  Blue  Shield-Blue 
Cross  contracts;  and  BE  IT  FLTRTHER 

RESOLVED,  That  the  Ohio  Delegation  to  the  Ameri- 
can Medical  Association  be  instructed  to  carry  the 
principles  embodied  in  this  resolution  to  the  American 
Medical  Association  for  national  action. 

Dr.  Fulton  referred  this  resolution  to  Resolu- 
tions Committee  No.  1. 


RESOLUTION  NO.  23-71 
Malpractice  Crisis 

(By  the  Auglaize  County  Medical  Society) 

WHEREAS,  The  structure  and  function  of  the  practice 
of  medicine  are  being  seriously  damaged  by  the  in- 
crease in  the  number  of  malpractice  suits;  and 

WHEREAS,  Recently,  there  has  been  an  increased  num- 
ber of  cases  of  insurance  protection  being  summarily 
withdrawn  without  provision  for  coverage  from  any 
other  source;  and 

WHEREAS,  The  most  recent  case  coming  to  our  at- 
tention being  that  of  a physician  of  proven  compe- 
tence attending  a full  practice  of  general  medicine, 
previously  insured  by  the  St.  Paul  Fire  and  Marine 
Group  Plan  sponsored  by  the  American  Academy  of 
General  Practice;  THEREFORE,  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
House  of  Delegates  request  that  the  OSMA  Council, 
without  delay,  appear  before  the  proper  body  of  the 
Ohio  General  Assembly  and  request  the  formation  of 
a commission  to  study  immediately  this  problem  and 
open  avenues  for  its  early  solution  and  the  provision 
for  immediate  coverage. 

Dr.  Fulton  referred  this  resolution  to  Resolu- 
tions Committee  No.  3. 


RESOLUTION  NO.  24-71 

Restoration  of  Medical  Research  Funds  to 
State  Universities 

(By  the  Delegation  from  the  Tenth  District) 

Dr.  Fulton  referred  this  resolution  to  Resolu- 
tions Committee  No.  1.  (See  resolution  as  amend- 
ed at  the  second  session,  page  642.) 


RESOLUTION  NO.  25-71 
Medicredit 

(By  the  Academy  of  Medicine  of  Toledo 
and  Lucas  County) 

Dr.  Fulton  referred  this  resolution  to  Resolu- 
tions Committee  No.  2.  (See  resolution  as  amend- 
ed at  the  second  session,  page  651.) 

RESOLUTION  NO.  26-71 

Medical  Student  Financial  Assistance 

(By  Mr.  William  Lukeman,  SAMA  Delegate) 

WHEREAS,  Additional  physicians  are  needed  in  the 
United  States  today;  and 

WHEREAS,  American  medical  schools  are  currently 
making  significant  efforts  to  increase  their  enroll- 
ments; and 

WHEREAS,  Additional  efforts  to  significantly  increase 
the  number  of  minority  and  economically  disadvan- 
taged students  entering  medical  school  are  beginning 
to  show  favorable  results;  and 

WHEREAS,  The  cost  of  medical  education  has  steadily 
risen  and  places  a serious  burden  on  most  families, 
even  those  who  are  well  to  do;  and 

WHEREAS,  One  of  the  strengths  on  which  our  country 
has  traditionally  rested  is  the  cooperation  of  govern- 
ment and  private  citizens  in  seeking  solutions  to  soci- 
ety’s problems;  and 

WHEREAS,  Present  programs  of  financial  assistance  to 
students  of  medicine  exist  in  both  the  private  and  the 
public  sectors  of  our  nation;  THEREFORE,  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
reaffirm  its  support  for  such  cooperative  endeavors 
between  public  and  private  sectors  to  ensure  the 
existence  of  adequate  financial  assistance  to  medical 
students;  and  BE  IT  FURTHER 

RESOLVED,  That  the  Ohio  State  Medical  Association 
join  with  the  Student  American  Medical  Association 
in  vigorously  supporting  continued  efforts  toward  this 
end,  including  the  Health  Professions  Student  Loan 
and  Scholarship  Programs  which  are  financed  by  the 
Federal  Government  and  operated  by  the  medical 
schools  themselves;  and  BE  IT  FURTHER 

RESOLVED.  That  all  such  programs  should  take  cog- 
nizance of  the  specific  situation  and  need  of  the 
individual  student  recipient  in  making  determinations 
of  the  assistance  to  be  provided;  and  BE  IT  FUR- 
THER 

RESOLVED,  That  the  Ohio  State  Medical  Association 
urge  the  United  States  Senators  and  Representatives 
from  Ohio  to  support  maintaining  (or  perhaps  in- 
creasing) federal  aid  to  medical  students;  and  BE  IT 
FURTHER 

RESOLVED,  That  the  Ohio  State  Medical  Association 
House  of  Delegates  direct  OSMA’s  delegation  to  the 
American  Medical  Association  convention  to  intro- 
duce a resolution  for  the  implementation  of  the  intent 
of  this  statement  on  a national  scale. 

Dr.  Fulton  referred  this  resolution  to  Resolu- 
tions Committee  No.  1 . 

A resolution  presented  by  Dr.  Robert  N. 
Smith,  Toledo,  regarding  American  graduates  of 
foreign  medical  schools,  was  not  accepted  as  an 
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emergency  resolution.  Later,  the  House  recon- 
sidered the  vote  by  which  the  resolution  was  not 
accepted  and  then  accepted  it  for  consideration  as 
Resolution  No.  27-71. 

RESOLUTION  NO.  27-71 

American  Graduates  of  Foreign  Schools 
(By  the  Academy  of  Medicine  of  Toledo 
and  Lucas  County) 

Dr.  Fulton  referred  this  resolution  to  Resolu- 
tions Committee  No.  1.  (See  resolution  as  amend- 
ed at  the  second  session,  page  648.) 

RESOLUTION  NO.  15-71 

Conferring  Honorary  Membership 

(By  the  Council  of  the  Ohio  State  Medical  Association) 

The  House  of  Delegates  then  voted  to  suspend 
the  rules  and  act  immediately  on  Resolution  No. 
15-71  without  referral  to  a resolutions  committee. 
Resolution  No.  15-71  was  unanimously  adopted 
as  follows: 

Honorary  Membership 

WHEREAS,  The  Constitution  and  Bylaws  of  the  Ohio 
State  Medical  Association  were  revised  in  1970  to 
include  the  classification  of  Honorary  Membership; 
and 

WHEREAS,  The  House  of  Delegates  may  elect  as  an 
Honorary  Member  any  person  distinguished  for  his 
services  or  attainments  in  medicine  or  the  allied  sci- 
ences or  who  has  rendered  other  services  of  unusual 
value  to  medicine;  and 

WHEREAS,  Mr.  Charles  S.  Nelson,  Mr.  George  H. 
Saville,  Mr.  Wayne  Stichter  and  Mr.  Clair  Fultz  have 
given  untiringly  and  meritoriously  in  behalf  of  the 
Association  and  have  been  an  inspiration  to  the 
members  of  the  Association;  THEREFORE,  BE  IT 

RESOLVED,  That  the  1971  House  of  Delegates  of  the 
Ohio  State  Medical  Association  confer  Honorary 
Membership  upon  Mr.  Charles  S.  Nelson,  Mr.  George 
H.  Saville,  Mr.  Wayne  Stichter  and  Mr.  Clair  Fultz. 

Mr.  and  Mrs.  Charles  S.  Nelson,  Mr.  and 
Mrs.  George  H.  Saville,  Mr.  and  Mrs.  Wayne 
Stichter,  and  Mr.  and  Mrs.  Clair  Fultz  were 
escorted  to  the  rostrum  in  that  order,  where  Dr. 
Fulton  presented  Honorary  Memberships  numbers 
One,  Two,  Three  and  Four,  in  the  Ohio  State 
Medical  Association  to  Messrs.  Nelson,  Saville, 
Stichter,  and  Fultz  respectively  for  their  services 
to  Ohio  medicine. 


25- Year  Award  to  Mr.  Page 

Mr.  and  Mrs.  Hart  F.  Page  were  escorted 
to  the  rostrum  where  Mr.  Page  was  honored  for 
his  25  years  of  service  to  the  Ohio  State  Medical 
Association.  Each  received  a watch  as  a gift  from 
the  Association  and  Mr.  Page  received  a plaque 
bearing  the  following  inscription: 

“Presented  to  Hart  F.  Page,  Executive 
Director,  in  recognition  of  a quarter  century 


of  devoted  service  to  the  physicians  of  Ohio 
for  the  betterment  of  the  medical  profession. 
1946-1971,  The  Ohio  State  Medical  Associa- 
tion.” (See  page  662.) 

House  Recessed 

The  Flouse  then  recessed  until  the  final  ses- 
sion, Thursday  evening,  May  13. 


MINUTES  OF  THE  FINAL  SESSION 

The  final  business  session  of  the  House  of 
Delegates  convened  at  7 p.m.,  Thurday,  May  13, 
at  the  Sheraton-Columbus  Motor  Hotel.  A buffet 
dinner  preceded  the  business  session. 

The  following  guests  were  introduced  by 
President  Fulton:  Dr.  Maynard  P.  Pride,  Morgan- 
town, Immediate  Past  President  of  the  West 
Virginia  State  Medical  Association,  and  Dr. 
Charles  L.  Hudson,  Cleveland,  a past  president  of 
the  Ohio  State  Medical  Association  and  the 
American  Medical  Association. 

Report  of  Credentials  Committee 

Dr.  Chester  J.  Brian,  Preble  County,  Chair- 
man of  the  Committee  on  Credentials,  reported 
152  delegates  were  seated  and  eligible  to  vote. 

Election  of  President-Elect 

Dr.  Fulton  called  for  nominations  for  the 
office  of  President-Elect.  Dr.  Lawrence  C.  Mere- 
dith, Lorain  County,  placed  in  nomination  Dr. 
William  R.  Schultz,  Wooster,  Wayne  County, 
Councilor  of  the  Eleventh  District.  The  nomina- 
tion was  duly  seconded  by  Dr.  James  C.  McLar- 
nan,  Mt.  Vernon,  Councilor  of  the  Tenth  Dis- 
trict. There  were  no  other  nominations  and  Dr. 
Schultz  was  elected  by  acclamation.  Dr.  Schultz 
then  addressed  the  House  of  Delegates. 

Election  of  Councilors 

Dr.  Thomas  W.  Morgan,  Gallia  County,  as 
chairman,  presented  the  report  of  the  Nominating 
Committee.  The  report  follows: 

Second  District 

As  Councilor  of  the  Second  District  to  suc- 
ceed Dr.  George  J.  Schroer,  Sidney,  the  commit- 
tee placed  in  nomination  Dr.  James  G.  Tye, 
Dayton.  The  nomination  being  duly  seconded  and 
there  being  no  further  nominations  from  the  floor, 
by  official  action  the  nominations  were  closed  and 
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Dr.  Tye  was  declared  elected  Councilor  of  the 
Second  District  for  a term  of  two  years,  197 1 - 
1973. 

Fourth  District 

As  Councilor  of  the  Fourth  District  to  suc- 
ceed himself,  the  committee  placed  in  nomination 
Dr.  George  N.  Bates,  Toledo.  The  nomination 
being  duly  seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official  action  the 
nominations  were  closed  and  Dr.  Bates  was  de- 
clared reelected  Councilor  of  the  Fourth  District 
for  a term  of  two  years,  1971-1973. 

Sixth  District 

As  Councilor  of  the  Sixth  District  to  succeed 
himself,  the  committee  placed  in  nomination  Dr. 
Maurice  F.  Lieber,  Canton.  The  nomination  being 
duly  seconded  and  there  being  no  further  nom- 
inations from  the  floor,  by  official  action  the 
nominations  were  closed  and  Dr.  Lieber  was  de- 
clared reelected  Councilor  of  the  Sixth  District 
for  a term  of  two  years,  1971-1973. 

Eighth  District 

As  Councilor  of  the  Eighth  District  to  suc- 
ceed himself,  the  committee  placed  in  nomination 
Dr.  William  M.  Wells,  Newark.  The  nomination 
being  duly  seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official  action  the 
nominations  were  closed  and  Dr.  Wells  was  de- 
clared reelected  Councilor  of  the  Eighth  District 
for  a term  of  two  years,  1971-1973. 

Tenth  District 

As  Councilor  of  the  Tenth  District  to  succeed 
himself,  the  committee  placed  in  nomination  Dr. 
James  C.  McLarnan,  Mt.  Vernon.  The  nomina- 
tion being  duly  seconded  and  there  being  no 
further  nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr.  Mc- 
Laraan  was  declared  reelected  Councilor  of  the 
Tenth  District  for  a term  of  two  years,  1971-1973. 

Eleventh  District 

As  Councilor  of  the  Eleventh  District  to  serve 
the  unexpired  term  of  Dr.  William  R.  Schultz, 
Wooster,  who  was  elected  President-Elect,  the 
committee  placed  in  nomination  the  name  of  Dr. 
Robert  G.  Thomas,  Elyria.  The  nomination  was 
duly  seconded  by  Dr.  A.  Burney  Huff,  of  Wooster. 
There  being  no  further  nominations  from  the 
floor,  by  official  action  the  nominations  were 
closed  and  Dr.  Thomas  was  declared  elected 
Councilor  of  the  Eleventh  District  for  a term  of 
one  year,  1971-1972. 


Supplemental  Report  of  Nominating  Committee 

A supplemental  report  of  the  Nominating 
Committee  was  presented  by  Dr.  Morgan,  as 
follows: 

Recommended  Procedures  and  Policy 
“Councilors 

“The  first  order  of  business  ordinarily  con- 
sidered is  nomination  of  Councilors.  This  usually 
proceeds  rapidly  since  each  district  considers  in 
depth  its  nomination  and  rarely  will  more  than 
one  name  be  submitted. 

“Delegates  and  Alternates 

“During  recent  years,  Ohio’s  Delegation  to 
the  AMA  has  come  to  be  highly  regarded  and 
respected  as  an  effective  and  knowledgeable 
group.  To  a great  extent,  this  reputation  has  re- 
sulted from  experience  and  development  of  a 
team  effort.  Alternate  Delegates,  for  example, 
are  known  to  work  just  as  hard  and  long  as 
Delegates,  as  they  acquire  experience  vital  to 
assumption  of  future  responsibility  as  Delegates. 

“That  this  experience  is  important  in  the 
maturation  process  of  Delegates  is  borne  out  by 
the  statement  often  made  by  Delegates  in  Nom- 
inating Committee  sessions,  that  two  to  three 
years  of  attendance  and  participation  are  required 
in  meetings  of  the  AMA  House  of  Delegates  just 
to  learn  the  system,  to  say  nothing  of  becoming 
an  effective  Delegate. 

“Certainly,  the  Committee  considers  relative 
physician  population  in  its  selection  of  nominees, 
but  the  most  important  considerations  remains 
the  previous  record  of  service  and  dedication, 
along  with  the  general  philosophy  of  the  candi- 
date. The  heavy  responsibilty  which  Delegates  and 
Alternates  must  bear  assures  that  an  outstanding 
candidate  will  always  receive  consideration  from 
this  Committee. 

“The  Nominating  Committee,  in  recent  years, 
has  dierefore  assumed  the  philosophy  that,  in 
general,  no  member  should  be  elected  as  a Dele- 
gate without  prior  service  as  an  Alternate,  thus 
assuring  adequate  preparation  for  becoming  an 
effective  Delegate. 

“The  manner  of  performance  of  the  various 
Alternate  Delegates  is  always  a matter  of  record, 
which  should  materially  assist  the  OSMA  House 
of  Delegates  in  deciding  which  Alternate  should 
advance  to  Delegate  status  during  the  election 
process. 

“This  Committee  considers  the  position  of 
Alternate  Delegate  to  be  of  such  importance  that 
candidates  for  nomination  to  this  position  should 
submit  background  sketches  and  present  them- 
selves for  personal  interview  to  the  Nominating 
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Committee,  unless  the  candidate’s  prior  record  of 
service  in  the  OSMA  is  universally  known.  This 
practice  was  followed  this  year. 

“Final  choices  of  the  Committee  on  Nomina- 
tions are  made  in  Executive  Session.  Prior  to  the 
closed  session,  attendance  and  participation  in 
discussion  by  members  of  the  Association  should 
be  encouraged. 

“In  general,  more  nominees  should  be  pre- 
sented to  the  House  of  Delegates  than  would  be 
required  to  fill  the  number  of  positions  available, 
so  that  a choice  is  offered.  The  Nominating  Com- 
mittee recommends  a continuation  of  the  policy 
of  agreeing  on  contingency  nominations.  Under 
this  procedure,  nominees  of  this  Committee  who 
have  been  defeated  for  the  post  of  Delegate 
should  be  immediately  nominated  as  Alternate 
Delegate,  in  order  to  guarantee  that  candidates 
whose  qualifications  have  been  carefully  con- 
sidered for  these  positions  will  be  nominated,  and 
to  reduce  the  necessity  for  hastily  considered 
nominations  from  the  floor. 

“The  Nominating  Committee  has  greatly  ap- 
preciated the  compilation  of  background  data 
concerning  all  incumbent  councilors,  delegates 
and  alternates.  The  Committee  recommends  that 
this  procedure  be  continued. 

* * * 

“The  Nominating  Committee  unanimously 
rejects  the  policy  of  voting  for  fewer  than  the 
number  of  offices  to  be  filled.  The  Committee 
feels  this  policy  could  lead  to  ‘single-shot  voting,’ 
which  would  subvert  the  present  procedure  of  at- 
large  voting  and  the  concept  of  a broadly  repre- 
sentative, well  qualified  team  of  Delegates.  Such 
a practice  would,  in  the  Committee’s  opinion,  be 
contrary  to  the  best  interests  of  the  OSMA  with 
respect  to  quality  of  representation  to  the  AMA. 

“The  previous  records  of  this  Committee’s 
nominees  have  been  evaluated  in  depth  by  the 
Nominating  Committee,  assuring  a choice  among 
properly  qualified  candidates. 

“The  privilege  of  nominations  from  the  floor 
assures  that  no  voting  member  of  the  House  can 
be  denied  the  opportunity  to  vote  for  a particular 
member  if  he  should  be  so  motivated.” 

The  Supplemental  Report  of  the  Nominating 
Committee  was  read  to  the  delegates  and  no 
action  was  taken  with  regard  to  its  recommenda- 
tions. 

Dr.  Morgan  then  presented  the  following 
motion  which  was  duly  seconded: 

“I  move  that  the  proposed  amendment  to 
Section  6 of  Chapter  5 of  the  Bylaws  be  amended 
and  supplemented  by  adding  at  the  end  of  the 
third  and  last  paragraph  the  following: 


“ ‘Whenever  there  is  more  than  one  position 
to  be  filled,  a ballot  to  be  valid  and  entitled  to 
be  counted  must  be  cast  for  such  number  of 
nominees  as  corresponds  exactly  to  the  number 
of  positions  to  be  filled  on  such  ballot.  (For  ex- 
ample: If  upon  any  ballot  the  number  of  positions 
to  be  filled  is  four  (4),  then  each  delegate  voting 
must  vote  for  four  (4)  of  the  nominees  for  such 
positions.)’  ” 

Subsequent  to  debate  on  the  motion,  a vote 
was  taken  and  the  motion  failed. 

AMA  Delegates 

Dr.  Morgan  then  presented  the  nominees  for 
the  office  of  delegate  to  the  American  Medical 
Association  for  a term  of  two  years  beginning 
January  1,  1972:  Drs.  Harry  K.  Hines,  Cincin- 
nati; Frederick  P.  Osgood,  Toledo;  P.  John  Robe- 
chek,  Cleveland;  Henry  A.  Crawford,  Cleveland; 
Oscar  W.  Clarke,  Gallipolis;  Jack  Schreiber,  Can- 
field,  and  William  J.  Lewis,  Jr.,  Dayton. 

Dr.  Fulton  called  for  nominations  from  the 
floor  and  there  were  none.  A secret  ballot  was 
taken  and  the  following  were  elected  delegates 
to  the  American  Medical  Association  for  a term 
of  two  years,  beginning  January  1,  1972:  Drs. 
Hines,  Osgood,  Robechek,  Crawford  and  Clarke. 

AMA  Alternate  Delegates 

For  alternate  delegates  to  the  American  Med- 
ical Association  for  a term  of  twro  years  beginning 
January  1,  1972,  the  Nominating  Committee 
placed  in  nomination  the  names  of  Drs.  George 
N.  Bates,  Toledo;  Jerry  L.  Hammon,  West  Mil- 
ton;  William  J.  Lewis,  Jr.,  Dayton;  Jack  Schrei- 
ber, Canfield;  Richard  L.  Fulton,  Columbus; 
David  Fishman,  Cleveland,  and  Robert  P.  John- 
son, Middletown. 

Dr.  Fulton  called  for  nominations  from  the 
floor  and  there  were  none.  A secret  ballot  was 
taken  and  the  following  were  elected  alternate 
delegates  to  the  American  Medical  Association 
for  a term  of  two  years  beginning  January  1, 
1972:  Drs.  Bates,  Hammon,  Lewis,  Schreiber  and 
Fulton. 

Nominations  wrere  then  declared  in  order  to 
fill  two  vacancies  among  the  alternate  delegates  to 
the  American  Medical  Association  for  a term  be- 
ginning January  1,  1972  and  ending  December  31, 
1972.  The  following  were  nominated  for  these  va- 
cancies: Dr.  David  Fishman,  Cleveland  and  Dr. 
Robert  P.  Johnson,  Middletown.  There  being  no 
further  nominations  from  the  floor,  by  official 
action  Drs.  Fishman  and  Johnson  were  elected 
alternate  delegates  to  the  American  Medical  Asso- 
ciation for  a term  of  one  year  beginning  January 
1,  1972  and  ending  December  31,  1972. 
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Committee  on  President’s  Address 

Dr.  Fulton  then  called  for  the  report  of  the 
Reference  Committee  on  President’s  Address, 
which  was  presented  by  Dr.  James  H.  Williams, 
Franklin  County,  chairman  of  the  committee.  The 
report  read  as  follows: 

“The  President’s  Address  was  another  exam- 
ple of  the  sensitive  and  perceptive  leadership  with 
which  Dr.  Richard  L.  Fulton  has  directed  our 
Association  this  year.  Fie  has  followed  his  visual 
picture,  painted  a year  ago  in  his  Address  as 
President-Elect,  with  a tapestry  woven  from  many 
threads  into  a meaningful  whole. 

“Dr.  Fulton  has  identified  within  our  profes- 
sion a number  of  dissident  voices.  These  include 
those  who  continuously  resist  change;  those  who 
are  reluctant  to  share  our  facilities  and  educa- 
tional opportunities  with  osteopaths;  those  who 
are  unhappy  with  the  AMA;  those  who  would 
separate  us  into  academicians  versus  practitioners, 
and  those  of  young  physicians  to  be,  who  are 
critical  of  The  Establishment  in  the  extreme. 

“Our  President  has  also  clearly  identified 
significant  disruptive  voices  outside  our  profession 
today.  These  include  those  of  the  press  who  would 
criticize  us  unfairly,  government  agencies  whose 
attitudes  towards  our  problems  are  more  vindic- 
tive than  constructive  and  that  group  which 
criticizes  the  economic  position  of  physicians. 
Among  the  latter,  are  those  legislators  who  are 
themselves  exceedingly  vulnerable  when  the  facts 
are  known. 

“Dr.  Fulton  focused  upon  our  great  need  for 
leadership  and  solidarity.  The  AMA,  despite  any 
shortcomings,  assures  us  of  the  most  effective 
and  respected  voice  for  the  individual  physician. 
He  pointed  out  the  numerous  and  frequently 
overlooked  contributions  which  have  been  made 
by  that  organization,  in  pursuit  of  its  constitutional 
objectives  of  promoting  the  art  and  science  of 
medicine  and  improving  the  public  health. 

“As  he  said,  in  ‘uniting  our  forces  for  the 
good  of  mankind,’  there  is  need  for  each  of  us 
to  maintain  an  open  ear  to  what  may  seem  a 
dissident  voice  from  within  our  group.  Only  by 
listening,  can  we  hear,  and  through  unbiased 
evaluation,  understand,  in  order  to  find  effective 
solutions. 

“Dr.  Fulton  pointed  to  the  criticisms  outside 
the  profession  relating  to  the  cost  of  health  care 
and  underscored  the  necessity  of  distinguishing 
health  care  costs  from  medical  care  costs.  The 
individual  physician  must  assume  the  responsi- 
bility for  familiarizing  himself  with  factual  data 
in  order  that  he  may  make  realistic  comparisons 
of  medical  care  costs,  health  care  costs  and  other 
components  of  the  cost  of  living. 


“He  called  attention  to  the  several  health 
care  plans  under  present  consideration  and  en- 
dorsed the  AMA  Medicredit  Plan  as  the  most  fair 
and  equitable  for  all. 

“We  agree  with  our  President  in  the  recogni- 
tion of  the  necessity  to  face  and  attempt  to  solve 
the  controversial  issues  that  press  upon  us,  lest 
others  attempt  to  solve  them  for  us,  to  our  detri- 
ment. 

“Change,  we  must  have,  but  meaningful 
change  should  be  our  goal.  A united  team  effort 
will  most  effectively  further  this  end. 

“The  committee  was  deeply  impressed  and 
heartily  endorses  Dr.  Fulton’s  position. 

“I  wish  to  express  my  thanks  to  the  members 
of  this  committee  for  their  appraisal  of  the 
address. 

“Mr.  President,  I move  the  adoption  of  this 
report. 

“This  report  respectfully  submitted  by  the 
following  members  of  the  Committee  on  Presi- 
dent’s Address:  John  H.  Budd,  Cuyahoga  Coun- 
ty; Charles  H.  McMullen,  Ashland  County; 
Charles  A.  Sebastian,  Hamilton  County;  James 
H.  Williams,  Franklin  County,  Chairman.” 

On  a motion  made  and  seconded,  the  House 
of  Delegates,  by  official  action,  approved  the  re- 
port of  the  Reference  Committee  on  President’s 
Address. 

Committee  on  President-Elect’s 
Inaugural  Address 

Dr.  Fulton  then  called  for  the  report  of  the 
Reference  Committee  on  President-Elect’s  Inau- 
gural Address.  The  text  of  the  report  read  as 
follows: 

“In  continuation  of  the  procedural  change 
adopted  two  years  ago,  the  President-Elect’s  Ad- 
dress followed  the  President’s  Address  at  the 
First  Session  of  the  House  of  Delegates. 

“It  was  a fitting  juxtaposition.  It  captured 
many  of  the  same  pertinent  issues.  It  sought  for 
additional  positive  solutions.  It  prepared  for  us 
an  ongoing  plan  for  the  coming  year. 

“Our  President-Elect  also  recognized  that 
the  medical  profession  is  being  criticized  for  social 
ills  which  are  not  altogether  within  its  sphere  of 
influence.  He  identified  our  role  of  positive  lead- 
ership and  underscored  the  particular  contribu- 
tions which  our  talents  may  add  to  the  solution 
of  these  problems. 

“Dr.  Robechek  noted  that  during  the  past 
year,  we  have  been  maligned  by  some  in  the 
news  media,  the  Social  Security  Administration 
and  those  among  us  who  would  be  defeatists. 
There  are  those  who  too  quickly  grasp  ‘causes' 
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and  some  self-styled  experts,  including  those  out- 
side die  profession  who  are  eager  to  solve  prob- 
lems for  us.  This  picture  is  bleak,  unless  we  act 
together.  We  must  rightfully  assume  our  responsi- 
bility to  provide  positive  leadership  remembering 
that,  although  as  physicians  we  are  a minority, 
our  constructive  influence  exceeds  the  size  of  our 
group. 

“Cost  of  therapy  for  major  disorders  of  a 
former  day  are  in  many  instances  now  minuscule. 
Today,  new  and  sophisticated  surgery  and  thera- 
peutic methods  for  dealing  with  problems  beyond 
our  prior  horizons  are  at  least  as  costly  as  those 
former  major  disorders  which  have  now  been 
bridled. 

“ ‘For  dollars  spent — the  people  of  die  United 
States  now  receive  a high  level  of  care  which 
was  not  even  dreamed  about — much  less  avail- 
able. . .previously.’ 

“Dr.  Robechek  cautions  us  against  overpro- 
duction of  physicians,  as  has  occurred  in  other 
fields.  This  is  not  because  physicians  will  be  eco- 
nomically affected,  but  because  hasty  production 
with  inadequate  quality  control  can  be  costly  in 
terms  of  physician  qualifications  and  patient  care. 

“In  the  same  sense,  the  development  of  the 
physician’s  assistant  must  be  carefully  evaluated 
and  the  role  of  the  physician’s  assistant  appropri- 
ately defined.  Our  President-Elect  has  wisely  cau- 
tioned against  a potential  pitfall:  undue  haste  in 
responding  to  manpower  needs.  ‘Primam  non  no- 
cere — First  of  all.  do  no  harm,’  is  the  physician’s 
motto. 

“Finally,  we  are  reminded  that  we  must  be- 
come involved  and  to  make  ourselves  heard.  Dr. 
Robechek  has  charged  each  of  us  ‘to  volunteer 
and  to  demand  to  represent  the  medical  profession 
point  of  view  in  the  conception  and  development 
of  . . . health  care  entities.’  He  reminds  us  of  all 
that  the  OSMA  has  done  and  will  continue  to 
do  in  providing  source  material  and  backup  help 
in  these  endeavors. 

“The  Committee  endorses  the  positive  stand 
of  the  President-Elect. 

“I  wish  to  thank  the  members  of  this  com- 
mittee for  their  appraisal  and  their  help. 

“Mr.  President,  I move  the  adoption  of  this 
report. 

“This  report  respectfully  submitted  by  the 
following  members  of  the  Committee  on  Presi- 
dent-Elect’s Address:  John  H.  Budd,  Cuyahoga 
County;  Charles  H.  McMullen,  Ashland  County; 
Charles  A.  Sebastian,  Hamilton  County;  James 
H.  Williams,  Franklin  County,  Chairman.” 

On  a motion  made  and  seconded,  the  House 
of  Delegates,  by  official  action,  approved  the  re- 


port on  the  Inaugural  Address  of  the  President- 
Elect. 

(See  pages  621  and  625  for  the  addresses 
of  President  Fulton  and  President-Elect  Robe- 
chek.) 

Report  of  Resolutions  Committee  No.  1 

Dr.  John  C.  Smithson,  Hancock  County,  re- 
ported for  Resolutions  Committee  No.  1,  of  which 
he  was  chairman.  The  report  read  as  follows: 
“Resolutions  Committee  No.  1 was  directed 
to  study  twelve  resolutions.  The  participation  at 
the  Committee  meeting  was  good  and  adequate 
discussion  was  held  on  all  resolutions.” 

RESOLUTION  NO.  3-71 

Continuing  Medical  Education  as  a Requirement  for 
Membership  in  OSMA 

“The  Committee  felt  that  the  aims  of  this 
resolution  are  laudable  and  that  further  study  by 
a committee  of  the  Ohio  State  Medical  Associa- 
tion Council  should  be  carried  out  as  suggested 
in  the  resolution.  Therefore,  we  recommend  the 
adoption  of  Resolution  No.  3 as  submitted  and 
Mr.  President,  I so  move.” 

By  official  action,  a motion  to  accept  the 
recommendation  of  the  Committee,  namely,  that 
Resolution  No.  3-71  be  adopted,  was  carried. 

RESOLUTION  NO.  3-'7l 

Continuing  Medical  Education  as  a Requirement  for 
Membership  in  OSMA 

(By  Jerry  L.  Hammon,  M.D.,  Delegate,  Miami  County 
Medical  Society) 

WHEREAS,  Delivery  of  quality  medical  care  is  the 
avowed  purpose  of  all  Medical  Societies;  and 

WHEREAS,  The  only  way  to  assure  continuation  of 
high  quality  medical  care  is  by  continuing  to  educate 
practitioners  of  medicine;  THEREFORE,  BE  IT 

RESOLVED,  That  this  House  direct  The  Council  of 
the  Ohio  State  Medical  Association  to  conduct  a 
study  of  methods  of  implementing  Continuing  Medical 
Education  Programs  as  a requirement  for  continuing 
membership  in  the  OSMA  and  that  these  findings 
be  presented  to  the  1972  session  of  the  House  of 
Delegates  for  definitive  action  then. 

RESOLUTION  NO.  7-71 
Resident  Training  Programs 

“The  intent  of  this  resolution  is  to  reinstate 
and  preserve  resident  training  programs  in  com- 
munity hospitals.  The  Committee  felt  that  the 
resolution  should  be  adopted  as  presented,  and 
Mr.  President,  I so  move.” 

By  official  action,  a motion  to  accept  the 
recommendation  of  the  Committee,  namely,  that 
Resolution  No.  7-71  be  adopted,  was  carried. 
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RESOLUTION  NO.  7-71 

Resident  Training  Programs 

(By  the  Stark  County  Medical  Society) 

WHEREAS,  There  has  been  a constant  reduction  in 
the  number  of  approved  resident  training  programs 
in  the  past  several  years,  the  majority  of  such  dis- 
approved programs  being  in  community  hospitals; 
and 

WHEREAS,  Some  of  the  now  disapproved  programs 
had  excellent  records  as  evidenced  by  results  of  spe- 
cialty board  examinations;  and 

WHEREAS,  These  programs  are  being  disapproved  by 
a single  powerful  committee  of  the  American  Medical 
Association  . . . with  resultant  misinterpretation  by  the 
public  that  the  qualiy  of  care  given  by  the  community 
hospital  and  the  physicians  associated  with  it  must 
therefore  be  inferior;  and 

WHEREAS,  Officers  of  the  AMA  have  repeatedly  ex- 
pressed the  belief  that  preserving  and  increasing  com- 
munity-based medical  care,  such  as  is  given  in  a 
community  hospital,  acts  as  a strong  bulwark  against 
those  who  would  destroy  the  private  practice  of 
medicine;  THEREFORE,  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
go  on  record  as  being  strongly  opposed  to  the  present 
trend  of  disapproving  resident  training  programs  in 
community  hospitals;  and  BE  IT  FURTHER 

RESOLVED,  That  the  OSMA  instruct  its  delegates  to 
the  AMA  to  introduce  (at  the  next  session  of  the 
House  of  Delegates  of  the  AMA)  a resolution  em- 
bodying the  following  provisions: 

( 1 ) That  the  Committee  on  Private  Practice  of  the 
AMA  review  all  community  hospital  resident  training 
programs  disapproved  since  January  1,  1968. 

(2)  That  there  be  a reinstatement  for  those  resident 
training  programs  in  which  the  Committee  on  Private 
Practice  of  the  AMA  disagrees  with  the  Residency 
Review  Committee  of  the  AMA  as  to  the  advisability 
of  discontinuance  of  the  program. 

(3)  That  following  adoption  of  this  resolution  no 
presently  approved  community  hospital  resident  train- 
ing program  be  disapproved  unless  the  Residency 
Review  Committee  of  the  AMA  and  the  Committee 
on  Private  Practice  of  the  AMA  agree  that  such  pro- 
gram should  be  discontinued. 


RESOLUTIONS  NO.  8,  and  11-71 
Proposed  Changes  in  Ohio’s  Abortion  Laws 

“These  two  resolutions  both  deal  with  Ohio’s 
abortion  laws  and  the  Committee  considered 
them  together.  It  was  pointed  out  that  the  posi- 
tion of  the  AMA  with  regard  to  abortion  is  more 
liberal  than  that  of  the  present  Ohio  law.  The 
wish  of  the  Committee  was  to  bring  about  liberal- 
ization of  the  Ohio  statute.  Therefore,  a substitute 
resolution  is  presented  in  place  of  Resolution 
No.  8.” 


SUBSTITUTE  RESOLUTION  NO.  8-71 
Proposed  Changes  in  Ohio’s  Abortion  Laws 

WHEREAS,  Proposed  legislation  has  been  introduced 
in  the  109th  General  Assembly  of  the  State  of  Ohio 
which  would  permit  abortion  to  be  carried  out  solely 
upon  the  request  of,  or  for  the  convenience  of,  the 


mother  provided  that  it  be  carried  out  by  a licensed 
physician;  and 

W HEREAS,  Abortion  is  held  to  be  a serious  medical 
and/or  surgical  procedure  by  all  physicians,  and  as 
such  should  only  be  carried  out  for  serious,  proper, 
and  adequate  medical  indications  in  conformity  with 
policies  established  by  the  American  Medical  Associa- 
tion House  of  Delegates;  THEREFORE  BE  IT 

RESOLVED,  That  this  Ohio  State  Medical  Association 
be  placed  on  record  as  being  opposed  to  legislation 
which  would  permit  abortion  on  demand  with  all  of 
its  deleterious  effects  both  for  patients  and  physicians; 
AND  BE  IT  FURTHER 

RESOLVED,  That  OSMA  work  with  the  Ohio  legisla- 
tors in  the  formulation  of  legislation  more  nearly 
approximating  the  policy  expressed  by  the  American 
Medical  Association  House  of  Delegates,  AND  BE  IT 

FURTHER 

RESOLVED,  That  abortion  is  a medical  procedure 
and  should  be  performed  only  by  a duly  licensed 
physician  and  surgeon  in  an  accredited  hospital  acting 
only  after  consultation  with  [twe-]  ONE  other  [physi- 
cians] PHYSICIAN  chosen  because  of  [their]  HIS 
professional  competency  and  in  conformance  with 
standards  of  good  medical  practice  and  the  Medical 
Practice  Act  of  his  State;  and  be  it  further 

RESOLVED,  That  no  physician  or  other  professional 
personnel  shall  be  compelled  to  perform  any  act  which 
violates  his  good  medical  judgment.  Neither  physician, 
hospital,  nor  hospital  personnel  shall  be  required  to 
perform  any  act  violative  of  personally-held  moral 
principles.  In  these  circumstances  good  medical  prac- 
tice requires  only  that  the  physician  or  other  profes- 
sional personnel  withdraw  from  the  case  so  long  as 
the  withdrawal  is  consistent  with  good  medical  prac- 
tice. 

“Mr.  President,  I move  the  adoption  of  Sub- 
stitute Resolution  No.  8.” 

By  official  action,  Substitute  Resolution  No. 
8-71  was  adopted  as  amended.  Deletions  by 
House  action  are  indicated  by  a strike-out  line 
and  additions  by  the  House  are  indicated  by  all 
capital  letters. 

RESOLUTIONS  NO.  14,  16,  19  and  20-71 
Ohio  Medical  Indemnity 

“The  Committee  considered  together  these 
four  resolutions  having  to  do  with  Ohio  Medical 
Indemnity.  The  Committee  felt  all  four  resolu- 
tions had  merit  and  elected  to  combine  and 
present  them  as  Substitute  Resolution  No.  14-71." 

SUBSTITUTE  RESOLUTION  NO.  14-71 
Ohio  Medical  Indemnity 

WHEREAS,  Ohio  Medical  Indemnity  is  owned  by  the 
Ohio  State  Medical  Association;  and 

WHEREAS,  Ohio  Medical  Indemnity  has  reflected  the 
basic  policy  of  the  Ohio  State  Medical  Association 
with  regard  to  health  insurance;  and 

WHEREAS,  Ohio  State  Medical  Association  policy  has 
been  strongly  in  favor  of  private  practice,  fee-for- 
service  medical  care  in  Ohio;  and 

WHEREAS,  Explorations  are  being  undertaken  by  Ohio 
Medical  Indemnity  to  consider  insuring  consumer-con- 
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trolled,  prepaid,  comprehensive,  closed  panel,  group 
practice  organizations  in  Ohio;  and 

WHEREAS,  The  insuring  of  consumer-controlled,  pre- 
paid, comprehensive,  closed  panel,  group  practice 
organizations  in  Ohio  by  Ohio  Medical  Indemnity 
would  be  in  conflict  with  the  existing  policy  of  the 
Ohio  State  Medical  Association;  THEREFORE,  BF, 
IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
recommend  to  Ohio  Medical  Indemnity  that  it 
continue  as  an  indemnity  insurance  company  and  that 
it  refrain  from  entering  into  any  insuring  contract 
with  any  consumer-controlled,  closed  panelfr)  OR 
prepaid,  group  practice  organization;  AND  BE  IT 
FURTHER 

RESOLVED,  That  the  Ohio  State  Medical  Association 
recommend  to  Ohio  Medical  Indemnity  to  study  and 
implement  insurance  coverage  of  other  forms  of 
delivery  of  medical  care  which  are  consistent  with 
Ohio  State  Medical  Association  policy. 

“Mr.  President,  I move  the  adoption  of  Sub- 
stitute Resolution  No.  14-71.” 

By  official  action,  Substitute  Resolution  No. 
14-71  was  adopted  as  amended.  Deletions  by 
House  action  are  indicated  by  a strike-out  line 
and  additions  by  the  House  are  indicated  by  all 
capital  letters. 

EMERGENCY  RESOLUTION  NO.  22-71 
Hospital  Based  Physicians 

“The  Committee  felt  that  the  resolution  did 
not  materially  change  the  present  position  of  the 
OSMA  and  therefore  we  urge  that  Emergency 
Resolution  No.  22  not  be  adopted. 

“Mr.  President,  I so  move.” 

By  official  action,  Resolution  No.  22-71  was 
NOT  adopted.  This  action  was  in  accordance 
with  the  recommendation  of  the  Resolutions  Com- 
mittee. 

(See  page  632  for  text  of  Resolution  No. 
22-71). 

EMERGENCY  RESOLUTION  NO.  24-71 

Restoration  of  Medical  Research  Funds  to 
State  Universities 

“The  Committee  was  sympathetic  to  the  in- 
tent of  the  resolution  and  only  makes  a few  minor 
amendments  to  improve  the  structure  of  Emer- 
gency Resolution  No.  24-71.  Therefore,  we  submit 

AMENDED  EMERGENCY 
RESOLUTION  NO.  24-71 

Restoration  of  Medical  Research  Funds 
to  State  Universities 

WHEREAS,  The  State  of  Ohio  in  an  enlightened  atti- 
tude for  more  than  twenty  years,  has  supported  the 
intertwining  relationship  between  medical  teaching, 
patient  care,  medical  research  and  community  medical 
sendees  in  teaching  hospitals:  and 

WHEREAS,  A State  subsidy  for  education  and  research 
has  previously  been  directed  to  The  Ohio  State  Uni- 
versity, its  College  of  Medicine,  and  the  University 


Hospitals  with  additional  funds  for  the  support  of 
psychiatric,  tuberculosis,  and  rehabilitation  patients 
admitted  to  University  Hospitals  and  for  whom  the 
State  has  legal  responsibility;  and 

WHEREAS,  The  Executive  budget  for  the  biennium 
1971-73  “discontinues  State  support  of  medical  re- 
search in  teaching  hospitals,”  effective  July  1,  1971, 
thus  impairing  not  only  the  current  medical  research 
program  of  The  Ohio  State  University  Hospitals,  but 
impairing,  as  well,  the  generation  of  possible  research 
support  funds  from  Federal  and  philanthropic  organi- 
zations: r«*ll  BE  IT  THEREFORE 

[WHFjRF.AS.  Should  this  destructive  action  prevail,  the 
results  over  the  next  several  decades  will  be  that  the 
medical — educational  institutions  ■ of  Ohio- will  be 
tempting — to  teach  medicine  of  yesteryear  to  practi 
-tioners  of  tomorrow,  BE  IT  THEREFORE] 

RESOLVED,  That  the  Ohio  State  Medical  Association 
request  the  executive  and  legislative  branches  of  Ohio 
Government  to  take  action  to  restore  “State  support 
of  medical  research  in  teaching  hospitals”  as  an  action 
of  highest  priority  in  medical  education,  and  to  con- 
tinue the  medical  research  support  of  programs  in 
The  Ohio  State  University  Hospitals. 

“Mr.  President,  I move  that  Amended  Emer- 
gency Resolution  No.  24-71  be  adopted.” 

By  official  action,  Emergency  Resolution  No. 
24-71  was  amended  as  indicated  by  the  strike-out 
deletions  then  adopted  as  amended: 


EMERGENCY  RESOLUTION  NO.  26-71 
Medical  Student  Financial  Assistance 

“The  Committee  considered  Resolution  No. 
26  favorably  and  urges  the  adoption  of  this  reso- 
lution and,  Mr.  President,  I so  move.” 

By  official  action  of  the  House,  the  motion  to 
adopt  Emergency  Resolution  No.  26-71  was  de- 
feated. 

Subsequent  to  the  transaction  of  other  busi- 
ness, Mr.  William  Lukeman,  Student  AMA  Dele- 
gate, moved  that  Emergency  Resolution  No.  26-71 
be  reconsidered  by  the  House.  The  motion  passed 
and  debate  on  the  resolution  was  then  in  order. 

Subsequent  to  the  debate,  Mr.  Lukeman 
moved  that  Emergency  Resolution  No.  26-71  be 
adopted.  The  motion  was  duly  seconded  and,  by 
official  action,  the  House  adopted  Emergency 
Resolution  No.  26-71. 

(See  Page  635  for  text  of  Resolution  No. 
26-71.) 


EMERGENCY  RESOLUTION  NO.  27-71 
American  Graduates  of  Foreign  Schools 

“The  Committee  agreed  with  the  proposal 
put  forth  in  Emergency  Resolution  No.  27  and 
made  one  minor  amendment  to  this  deleting,  ‘of 
some  duration’  in  Paragraph  1 under  the  first  re- 
solved and  inserting  ‘as  approved  by  the  Council 
on  Medical  Education  of  the  American  Medical 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
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colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
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glycopyrrolate  with  16.2  mg.  phenobarbital 
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[INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
Wicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
JLte  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
Jiilable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
nded  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm. 
gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chiomc 
tcreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
tdrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
y be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
rte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
ucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  i ,009  patients  receiving 
o 32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
jrred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
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ient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
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Association'  causing  it  to  read  *1.  Prior  to  intern- 
ing, a clerkship  approved  by  the  Council  on  Medi- 
cal Education  of  the  American  Medical  Associa- 
tion.’ The  committee  presents  the  entire  resolution 
as  so  amended: 

AMENDED  EMERGENCY  RESOLUTION  NO.  27-71 

.American  Graduates  of  Foreign  Schools 

WHEREAS,  There  is  an  admitted  shortage  of  physicians 
in  the  United  States;  and 

WHEREAS,  Yearly  there  are  about  7,000  qualified 
pre-med  students  who  are  unable  to  obtain  an  ap- 
pointment to  a United  States  medical  school;  and 

WHEREAS,  Many  of  these  students  have  the  personal 
dedication  and  energy  to  seek  a medical  education  in 
an  approved  medical  school  in  a foreign  country;  and 

WHEREAS,  It  is  desirable  to  return  these  students  to 
the  medical  care  or  medical  education  system  of  the 
U.S.A.  at  an  appropriate  time  in  their  career  and 
as  expeditiously  as  possible;  and 

WHEREAS,  The  present  procedure  for  processing 
American  graduates  of  foreign  medical  schools  into 
our  health  care  system  most  often  results  in  the  wast- 
ing of  one  or  two  years  in  appropriate  training, 
THEREFORE,  BE  IT 

RESOLVED,  That  the  House  of  Delegates  of  the  Ohio 
State  Medical  Association  endorse  the  position  of  the 
Council  of  the  Ohio  State  Medical  Association  with 
regard  to  American  graduates  of  foreign  medical 
schools  stated  as  follows: 

The  Council  of  the  Ohio  State  Medical  Association 
approves  in  principle  efforts  to  formulate  a plan  to  per- 
mit American  graduates  of  approved  foreign  medical 
schools  to  take  postgraduate  medical  education  in  the 
United  States  immediately  following  the  completion  of 
their  academic  medical  school  curriculum,  that  is,  to 
enter  a program  of  internship  within  the  United  States 
at  a time  when  such  internship  is  the  natural  step  in  the 
process  of  the  physician’s  education,  and  in  accordance 
with  the  following  broad  requirements: 

Students  who  do  their  premedical  or  undergraduate 
work  in  the  United  States  and  who  attend  and  graduate 
from  approved  foreign  medical  schools  may  intern  in 
affiliated  hospitals  in  the  United  States  if  they  meet  the 
following  conditions: 

1.  Prior  to  interning,  a clerkship  [approved  by 
the  Council  on  Medical  Education  of  the  American 
Medical — Association^  must  be  completed,  [tn — an 
affiliated  hospital.] 

2.  A screening  examination  must  be  success- 
fully completed. 

3.  At  least  a one  year  internship  must  be  com- 
pleted before  license  to  practice  is  granted  after 
examination. 

BE  IT  FURTHER  RESOLVED,  (1)  That  this  resolu- 
tion be  transmitted  to  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association.  (2)  That 
this  resolution  be  transmitted  by  the  Ohio  Dele- 
gation to  the  House  of  Delegates  of  the  American 
Medical  Association  for  their  concurrence  and  direc- 
tion to  the  Council  on  Medical  Education. 

‘‘Mr.  President,  I move  the  adoption  of 
Amended  Emergency  Resolution  No.  27.” 

By  official  action,  Amended  Emergency  Res- 
olution No.  27-71  was  amended  as  indicated  by 
the  strike-out  deletions  and  adopted. 


“Mr.  President,  1 move  the  adoption  of  the 
entire  report  of  Resolutions  Committee  No.  1.  1 
wish  to  express  my  sincere  appreciation  to  all 
members  of  my  Committee  as  well  as  to  all  dele- 
gates and  members  of  OSMA  who  gave  testimony. 
The  discussion  generally  was  thorough  and  perti- 
nent to  the  resolution  under  discussion. 

“I  also  wish  to  express  appreciation  to  the 
legal  counsel  and  executive  staff  of  the  Ohio  Stale 
Medical  Association. 

“The  members  of  Resolutions  Committee  No. 
1 included:  Thomas  E.  Fox,  Warren  County; 
William  G.  Cassel,  Montgomery  County;  R.  A. 
Gandy,  Lucas  County;  Carl  G.  Madsen,  Jr.,  Lake 
County;  Joseph  V.  Newsome,  Mahoning  County; 
Robert  R.  Johnson,  Coshocton  County;  W.  B. 
Devine,  Muskingum  County;  Harry  Nenni,  Law- 
rence County;  Tennyson  Williams,  Delaware 
County;  Harold  E.  Mills,  Richland  County;  John 
C.  Smithson,  Hancock  County  Chairman.” 

By  official  action,  the  report  of  Resolutions 
Committee  No.  1 as  a whole,  as  amended,  was 
approved  by  the  House  of  Delegates. 


Report  of  Resolutions  Committee  No.  2 

Dr.  Clarence  L.  Huggins,  Jr.,  Cuyahoga 
County,  reported  for  Resolutions  Committee  No. 
2,  of  which  he  was  chairman.  The  report  read  as 
follows ; 

“Resolutions  Committee  No.  2 had  for  its 
consideration  seven  resolutions,  one  of  which  was 
Emergency  Resolution  No.  25-71,  which  was  ac- 
cepted for  consideration  by  the  House  of  Dele- 
gates. The  committee  is  appreciative  of  efforts  of 
those  people  who  so  graciously  gave  of  their  time 
and  energy  to  lend  their  collective  wisdom  to  the 
deliberation  of  the  committee.  A conscientious 
effort  has  been  made  to  maintain  the  spirit  and 
intent  of  all  resolutions  where  possible  recognizing 
that  diversity  of  opinions  is  the  essence  of  intellec- 
tual exchange.  The  resolutions  will  be  presented 
in  numerical  order. 

RESOLUTION  NO.  6-71 
Peer  Review 

“This  resolution  was  submitted  by  the  dele- 
gation from  Mahoning  County  and  evoked  the 
greatest  amount  of  spirited  discussion.  Inherent  in 
our  deliberation  was  the  announced  intent  of  the 
framers  of  the  resolution  to  be  negative  in  their 
approach,  and  the  expressed  desire  of  the  majority 
of  those  in  attendance  that  a positive  posture  be 
shown.  The  Mahoning  County  Delegation  volun- 
teered the  opinion  that  it  is  in  favor  of  Peer 
Review  on  both  the  local  and  state  level,  but 
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is  rigidly  opposed  to  contractual  arrangements  by 
the  state  organization.  The  majority  of  those  testi- 
fying were  opposed  to  binding  arbitrary  power  on 
the  part  of  the  state  organization,  but  recognized 
the  vulnerability  of  local  autonomous  units  and 
wished  an  umbrella  type  of  representation  which 
expressed  faith  in  our  leaders,  but  veto  power  for 
non-anticipated  abuses  of  faith.  It  was  obvious 
that  nothing  this  committee  would  do  could  satisfy 
all,  so  the  following  is  our  attempt  at  a compro- 
mise solution  offering  the  greatest  good  for  the 
greatest  number  in  an  organization  of  men  of 
good  will.” 

SUBSTITUTE  RESOLUTION  NO.  6-71 
Peer  Review 

WHEREAS,  Peer  Review  historically  has  been  an  in- 
creasingly effective  mechanism  for  self  regulation  and 
self  improvement;  and 

WHEREAS,  True  Peer  Review  can  only  be  performed 
by  practicing  physicians  and  is  especially  effective 
when  carried  out  by  county  medical  societies,  and 
local  hospital  medical  staffs;  and 

WHEREAS,  Peer  Review  conducted  for  or  with  any 
third  party  could  result  in  third  party  control  of 
medical  services;  THEREFORE  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
encourage  county  medical  societies  and  hospital  staffs 
to  continue  to  strengthen  their  mechanisms  of  Peer 
Review,  and  that  the  Ohio  State  Medical  Association 
act  as  a coordinating  agency  for  the  efforts  of  the 
component  societies  and  provide  assistance  where 
requested;  and  BE  IT  FL'RTHER 

[RESOLVED,  That  the -Ohio- State  Medical  Association 
may  enter  into  contract  or  agreement  with  any  third 
party,  by  the  requisite  mechanism,  subject,  however, 
to — the — disapproval — attd — termination — thereof — by — the 
House  of  Delegates-  of  the  Ohio  State  Medical  Asso- 
ciation at-  the-next-  -ensuing  meeting.] 

RESOLVED,  THAT  THE  OHIO  STATE  MEDICAL 
ASSOCIATION  MAY  ENTER  INTO  CONTRACT 
OR  AGREEMENT  WITH  ANY  THIRD  PARTY 
ONLY  WITH  THE  APPROVAL  OF  THE  HOUSE 
OF  DELEGATES  MEETING  IN  ANNUAL  OR 
SPECIAL  SESSION  PROVIDED  BY  ARTICLE  V 
OF  THE  CONSTITUTION  AND  BYLAWS. 

“Mr.  President,  we  recommend  the  adoption 
of  Substitute  Resolution  No.  6-71,  and  I so  move. 

Substitute  Resolution  No.  6-71  was  amended 
as  indicated  by  the  strike-out  deletions,  and  by 
the  additions  set  forth  in  capital  letters.  By  official 
action,  Substitute  Resolution  No.  6-71  as  amended 
was  adopted. 

RESOLUTION  NO.  9-71 
Clarification  of  Third  Party  Responsibility 

"Next  we  considered  Resolution  No.  9-71.  sub- 
mitted by  a delegate  from  the  Lake  County  Medi- 
cal Society.  For  purposes  of  clarification  of  some 
points  of  contention  brought  out  in  the  discussion, 
the  committee  made  a few  minor  changes  and 
presents  the  following  amended  resolution: 


AMENDED  RESOLUTION  NO.  9-71 
Clarification  ol  Third  Party  Responsibility 

WHEREAS,  Some  third  party  insurers  are  issuing  con- 
tracts or  policies  containing  language  which  actually 
states,  or  is  apparently  contrived  to  create  the  illusory 
impression,  that  the  insurance  company  provides  ac- 
tual medical  services  for  patients  rather  than  indem- 
nity for  medical  costs  incurred  by  the  patient;  and 

WHEREAS,  Such  contracts  or  policies  are  not  in  the 
best  interest  of  either  the  patient  or  of  the  medical 
profession;  NOW  THEREFORE  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
looks  with  disfavor  upon  contracts  or  policies  of  third 
party  insurers  which  promise,  or  create  the  illusion  of 
promising,  that  insurers  will  provide  to  the  patient 
medical  services  rather  than  indemnity  against  medi- 
cal costs;  and  BE  IT  FURTHER 

RESOLVED,  That  the  Ohio  State  Medical  Association 
reaffirm  its  position  that  medical  insurance  contracts 
state  clearly  and  concisely  and  in  simple  terms  only 
what  that  particular  policy  does  provide;  and  BE  IT 
FURTHER 

RESOLVED,  That  this  resolution  guiding  the  formula- 
tion of  medical  insurance  policies  be  proposed  to  the 
Ohio  Department  of  Insurance  and  to  the  committees 
of  the  United  States  Congress  now  considering  all 
bills  on  national  health  insurance  programs;  and  BE 
IT  FURTHER 

RESOLVED,  That  the  Ohio  Delegation  to  the  Ameri- 
can Medical  Association  be  requested  to  introduce  a 
similar  resolution  to  the  House  of  Delegates  of  that 
organization. 

“Mr.  President,  we  recommend  the  adoption 

of  Amended  Resolution  No.  9-71,  and  I so  move.” 

By  official  action  Amended  Resolution  No. 
9-71  was  adopted. 


RESOLUTION  NO.  10-71 
Medical  Visits  to  Nursing  Homes 

“The  next  resolution  for  consideration  was 
submitted  by  the  Muskingum  County  Academy  of 
Medicine  and  is  Resolution  No.  10-71.  The  reso- 
lution contained  several  points  of  equivocal  inter- 
pretation and  required  amending  to  provide  for 
new  information  brought  out  in  the  deliberation. 
The  amended  resolution  is  thus  submitted  for  your 
consideration. 


Amended  Resolution  No.  10-71 
Medical  Visits  to  Nursing  Homes 

WHEREAS,  The  Ohio  Department  of  Health's  Field 
Representatives  are  interpreting  the  department  Nurs- 
ing and  Rest  Home  Law  and  Regulations,  Section 
HE  17-13  Medical  Supervision,  Item  A,  No.  4.  Sub 
Group  (b)  to  mean  that  each  patient  in  such  facilities 
is  to  be  visited  not  less  than  once  each  month;  and 

WHEREAS.  A recent  letter  from  the  Chief  of  the  Nurs- 
ing Home  Program  for  the  state  indicated  that  the 
“home”  and  not  “each  individual  patient,”  should  be 
visited  not  less  than  once  each  month;  and 

WHEREAS.  The  patients  in  these  homes  are  under  the 
constant  observation  of  appropriately  trained  health 
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personnel  and  the  condition  of  some  of  these  patients 
does  not  change  over  a period  of  years;  and 

WHEREAS,  Medicare’s  requirement  that  there  be  a 
minimum  of  one  monthly  visit  to  each  patient,  is 
based  upon  a presumption  of  medical  necessity,  and 
results  in  the  overtreatment  of  some  patients,  and  an 
undue  burden  on  the  physician  to  justify  some  epi- 
sodes of  more  frequent  treatment,  which  his  unique 
qualifications  indicate  to  be  warranted;  THEREFORE 
BE  IT 

RESOLVED,  That  the  appropriate  arm  of  this  organi- 
zation be  authorized  to  request  that  the  Chief  of  the 
Nursing  Home  Program  of  Ohio  send  forthwith  to 
his  field  representatives  a communication  conveying 
the  contents  of  his  letter  to  this  organization;  and  BE 
IT  FURTHER 

RESOLVED,  That  the  Ohio  State  Medical  Association 
through  the  appropriate  committees,  take  the  neces- 
sary steps  to  influence  a change  in  the  Medicaid 
(Title  XIX)  requirements  of  visits  to  patients  in  nurs- 
ing homes  on  a monthly  basis,  since  said  requirement 
originates  at  the  state  level  and  ignores  the  judgment 
of  the  only  qualified  appraiser  (the  physician)  and 
results  in  forced  overtreatment  of  some  patients  and 
an  impediment  to  the  treatment  of  others. 

“Mr.  President,  we  recommend  the  adoption 
of  Amended  Resolution  No.  10-71,  and  I so 
move.” 

By  official  action  Amended  Resolution  No. 
10-71  was  adopted. 


RESOLUTION  NO.  13-71 

Social  Security  Administration  Regulations 

“We  next  considered  Resolution  No.  13-71, 
which  was  submitted  by  the  Academy  of  Medicine 
of  Cincinnati  and  which  was  to  a large  extent 
similar  to  the  preceding  resolution  but  dealt  with 
the  problem  at  the  national  level.  Again,  changes 
were  required  to  reflect  as  near  as  possible  the  pre- 
vailing opinion  of  the  testimony  that  the  resolution 
engendered. 

AMENDED  RESOLUTION  NO.  13-71 

Social  Security  Administration  Regulations 

WHEREAS,  The  Social  Security  Administration  is 
adopting  restrictive  and  arbitrary  regulations,  includ- 
ing Part  B,  Intermediary  letter  No.  70-32  and  similar 
regulations  which  refer  to  patient  care  under  Medi- 
care (Title  XVIII)  and  Medicaid  (Title  XIX);  and 

WHEREAS,  The  actions  taken  to  control  medical  care 
both  as  to  the  number  of  visits  and  care  for  acute  pa- 
tients in  conjunction  with  the  application  of  unusual 
fee  determination  all  of  which  affect  the  quality  of 
medical  care  rendered  to  both  medicare  and  medicaid 
patients;  THEREFORE  BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association 
inform  all  of  the  Congressmen  and  Senators  elected 
and  serving  from  the  State  of  Ohio  of  the  effects  of 
Part  B,  Intermediary  Letter  No.  70-32  and  similar 
regulations  that  have  been  approved  by  the  Social 
Security  Administration  which  appear  to  be  in  viola- 
tion of  the  spirit  and  legislative  intent  of  statutory  law 
which  was  intended  to  provide  a high  quality  of 
patient  care  under  the  Medicare  and  Medicaid  Pro- 
grams with  little  or  no  interference  with  the  normal 


doctor-patient  relationship  and  all  that  such  relation- 
ship implies;  and  BE  IT  FURTHER 

RESOLVED,  That  these  people  be  apprised  of  the 
wisdom  of  returning  to  the  doctor  that  responsibility 
which  is  uniquely  his,  to  determine  the  necessity  and 
frequency  of  visits  to  his  patients  subject  to  “Proper 
and  Recognized  Review  by  his  Peers”:  and  BE  IT 
FURTHER 

RESOLVED,  That  the  Ohio  State  Medical  Association’s 
Delegation  be  requested  to  submit  to  the  House  of 
Delegates  of  the  American  Medical  Association  a re- 
quest that  a mechanism  be  structured  for  the  render- 
ing of  complaints  of  aggrieved  physicians  directly  to 
the  Social  Security  Administration  to  correct  the 
present  situation  where  no  one  in  the  Social  Security 
Administration  is  willing  to  accept  final  responsibility. 

“Mr.  President,  we  recommend  the  adoption 
of  Amended  Resolution  No.  13-71,  and  I so 
move.” 

By  official  action  Amended  Resolution  No. 
13-71  was  adopted. 

AMENDED  RESOLUTION  NO.  17-71 
The  Emergency  Health  Personnel  Act  of  1970 

“Resolution  No.  17-71  caused  considerable 
animated  discussion  and  the  committee  was  moved 
to  approve  the  resolution  not  so  much  on  its 
merits  as  on  the  apparent  sincerity  of  its  sponsors. 
The  act  provides  for  the  Public  Health  Service  to 
send  one  of  its  doctors  to  an  area  of  certified  phy- 
sician need.  It  was  proposed  to  be  a pilot  project 
to  evaluate  its  worth  and  we  felt  that  it  at  least 
deserved  a chance.  Changes  were  made  for  brevity 
without  changing  the  principle  of  the  resolution. 
It  was  submitted  by  the  Delegation  of  Ohio  State 
University-SAMA  Chapter. 

“Mr.  President,  we  recommend  the  adoption 
of  Amended  Resolution  No.  17-71  and  I so  move.” 

After  Amended  Resolution  No.  17-71  was 
twice  amended  by  the  House,  a motion  to  lay  the 
Amended  Resolution  on  the  table  was  adopted. 

RESOLUTION  NO.  21-71 
Medicare  Betrayal  of  Senior  Citizens 

“Resolution  No.  21-71  was  submitted  by  the 
Madison  County  Medical  Society.  This  resolution 
had  the  wholehearted  endorsement  of  the  entire 
audience  assembled  and  the  committee.  Its  spon- 
sors went  to  great  lengths  to  substantiate  their 
allegations.  We  all  gave  a visceral  response;  how- 
ever, the  contents  of  the  resolution  contained 
elements  of  consideration  foreign  to  medical  prac- 
titioners, per  se,  and  for  that  reason  we  sought 
legal  advice.  On  the  advice  of  the  legal  counsel 
of  the  Ohio  State  Medical  Association  who  con- 
tacted the  Chief  Legal  Counsel  for  the  American 
Medical  Association  on  the  afternoon  of  May  12, 
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1971,  Resolution  No.  21-71  is  not  recommended 
for  adoption  for  the  following  reasons : 

1.  The  gut  issue  in  the  resolution  was  that 
the  Social  Security  Administration  violated  the 
Medicare  Act  by  its  amending  directives  and  posi- 
tion papers.  Legal  counsel  stated  that  the  Ameri- 
can Medical  Association  had  made  an  in-depth 
study  of  the  qualifying  actions  of  the  Social  Se- 
curity Administration  regarding  Title  XVIII  and 
XIX  and  could  find  no  violations  of  Law,  of  the 
spirit  perhaps,  but  S.S.A.  had  followed  procedures 
in  the  act. 

“2.  The  resolution  accused  the  S.S.A.  of 
reducing  indemnity  to  patients  while  alleging  that 
there  exists  a fee  schedule  for  physicians.  Fact: 
1 he  concept  of  usual,  customary  and  reasonable 
was  accepted  by  organized  medicine.  Thus  the 
S.S.A.  took  the  customary  fees  and  established  a 
75  percentile  to  determine  the  reasonable  charge 
to  be  paid.  They  were  then  able  to  come  up  with 
concrete  figures  as  reasonable  charges  and  thus  if 
the  fee  actually  charged  was  higher  than  the  75 
percentile  a reduction  was  made.  The  year  arbi- 
trarily chosen  to  determine  the  75  percentile  is 
abhorrent  to  us  all  but  legal. 

“3.  The  resolution  requested  that  a class  ac- 
tion be  taken  on  behalf  of  ‘beneficiaries’  and 
‘physicians.’  To  initiate  a ‘Class  Action’  an  injury 
must  be  incurred.  The  S.S.A.  has  done  no  harm  to 
the  physician.  Section  1801  of  Title  XVIII  of 
Public  Law  89-97  states  that  ‘Nothing  in  this  Title 
shall  be  construed  to  authorize  any  Federal  officer 
or  employee  to  exercise  any  supervision  or  control 
over  the  practice  of  medicine  or  the  manner  in 
which  medical  services  are  provided  . . .’  They 
have  not  interfered  in  any  manner,  they  have 
merely  said  which  services  will  not  be  indemnified. 
In  the  matter  of  fee  reductions,  they  have  not  set 
fees  but  have  stipulated  what  indemnity  they  will 
pay  to  the  patient.  If  the  physician  accepts  assign- 
ment he  has  in  fact  agreed  to  this  reduction;  thus 
no  injury  to  an  agreeing  party. 

“3a.  For  physicians  to  initiate  a class  action 
for  the  beneficiaries  who  have  the  ability  and 
where-with-all  to  initiate  such  an  action  for  them- 
selves could  do  no  good  for  the  physician  and  the 
potential  for  harm  is  tremendous. 

“4.  The  American  Medical  Association  has 
made  exhaustive  surveys  to  arrive  at  the  above 
positions  thus  a survey  by  the  Ohio  State  Medical 
Association  seems  unnecessary. 

“The  committee  reluctantly  recommends  that 
this  resolution  NOT  be  adopted  and  I so  move.” 

Thereupon,  a Substitute  Resolution  No.  21- 
71  was  presented  from  the  floor  by  Dr.  George 
W.  Petznick,  Cleveland.  A motion  to  adopt  the 
substitute  resolution  was  duly  seconded  and  car- 
ried. The  substitute  resolution  reads  as  follows: 


SUBSTITUTE  RESOLUTION  NO.  21-71 
Medicare  Betrayal  of  Senior  Citizens 

RESOIA  ED,  That  the  Ohio  State  Medical  Association 
collect  data  regarding  violations  of  the  Medicare  Act 
and  report  its  findings  back  to  this  House  for  further 
action  if  indicated. 


RESOLUTION  NO.  25-71 
Medicredit 

"Finally,  we  consider  Emergency  Resolution 
No.  25-71  which  was  submitted  by  the  Academy 
of  Medicine  of  Toledo  and  Lucas  County.  The 
intent  of  this  resolution  was  to  endorse  the  Ameri- 
can Medical  Association  sponsored  National 
Health  Insurance  Program.  It  was  amended  with- 
out major  change,  the  intent  being  to  lend  conti- 
nuity to  its  ideas  and  cohesiveness  to  its  approach. 

AMENDED  RESOLUTION  NO.  25-71 
Medicredit 

WHEREAS,  Every  American  should  have  access  to  ade- 
quate medical  services;  and 

WHEREAS,  Past  experience  has  shown  that  private 
voluntary  health  insurance  plans  can  be  successful  in 
providing  the  financial  base  for  medical  care  which 
can  be  satisfactory  to  both  patients  and  physicians; 
and 

WHEREAS,  The  poor,  and  near  poor,  have  been  unable 
to  obtain  coverage  under  the  better  plans  due  to  a 
lack  of  personal  or  governmental  financial  support; 
and 

WHEREAS,  Several  national  health  insurance  bills  to 
meet  this  need  have  been  introduced  in  Congress  with- 
out consideration  of  the  patient’s  ability  to  pay;  and 

WHEREAS,  The  Medicredit  Bill  of  the  American  Medi- 
cal Association  will  provide  adequate  benefits  for 
medical  services  to  all  people  which  will  be  financed 
personally,  and/or  federally,  according  to  the  patient’s 
ability  to  pay;  THEREFORE  BE  IT 

RESOLVED  That  the  House  of  Delegates  of  the  Ohio 
State  Medical  Association  support  in  principle  the 
Medicredit  Plan  of  the  American  Medical  Association 
which  has  been  introduced  in  Congress;  and,  BE  IT 
FURTHER 

RESOLVED,  That  a copy  of  this  resolution  be  sent  to 
all  members  of  Congress  elected  from  the  state  of 
Ohio. 

“Mr.  President,  we  recommend  adoption  of 
Amended  Resolution  No.  25-71  and  I so  move.” 

By  official  action,  Amended  Resolution  No. 
25-71  was  adopted. 

“It  is  the  recommendation  of  this  Committee 
to  the  Council  of  the  Ohio  State  Medical  Associa- 
tion, that  in  future  years  background  information 
on  resolutions,  which  has  been  given  in  advance 
of  the  meeting  to  the  resolutions  committee  chair- 
men, be  made  available  to  the  members  of  eacli 
resolutions  committee  as  well. 

"The  committee  wished  to  express  its  indebt- 
edness to  Mr.  Wayne  Stichter,  OSMA  Legal 
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Counsel,  and  now  honorary  member  of  die  Ohio 
State  Medical  Association,  for  his  invaluable  as- 
sistance in  our  deliberations. 

"We  also  wish  to  express  a debt  of  gratitude 
to  Dr.  Paul  Metzger  for  his  invaluable  advice  and 
assistance. 

“Again,  the  committee  thanks  each  of  you 
for  your  individual  assistance.  Personally,  and 
finally,  1 wish  to  thank  the  committee  members 
for  their  sacrificial  efforts  and  you,  the  members 
of  the  august  body  for  your  tolerance,  and  last, 
but  by  no  means  least,  the  staff,  professional  and 
secretarial,  without  whose  assistance  this  task 
would  have  been  impossible. 

Frank  P.  Cleveland,  Hamilton  County;  Er- 
nest II.  Winterhoff,  Clark  County;  Paul  E.  Lyons, 
Marion  County;  H.  C.  Mack,  Lucas  County; 
Rocco  M.  Antenucci,  Summit  County;  Paul  Mas- 
tros,  Jefferson  County;  Robert  A.  Ringer,  Guern- 
sey County;  Roger  Daniels,  Meigs  County;  Ben 
E.  Jacoby,  Franklin  County;  James  T.  Stephens, 
Lorain  County;  Clarence  L.  Huggins,  Jr.,  Cuya- 
hoga County,  Chairman. 

By  official  action,  the  report  of  Resolutions 
Committee  No.  2,  as  a whole,  as  amended,  was 
approved  by  the  House  of  Delegates. 

Report  of  Resolutions  Committee  No.  3 

Dr.  Jasper  M.  Hedges,  Pickaway  County, 
reported  for  Resolutions  Committee  No.  3,  of 
which  he  was  chairman.  The  report  read  as  fol- 
lows : 

“Resolutions  Committee  No.  3 held  hearings 
on  six  resolutions,  plus  one  emergency  resolution 
introduced  on  the  floor  of  the  House  by  consent 
of  two-thirds  of  the  delegates  present  at  the  first 
session  of  the  House  of  Delegates. 

“Discussion  at  the  committee  meeting  was 
thorough  and  informative.  The  tenor  of  the  re- 
marks of  all  persons  who  appeared  before  the 
Committee  was  that  their  primary  concern  was 
with  the  continuation  of  good  patient  care.  The 
Committee  gave  thoughtful  consideration  to  all 
testimony  brought  before  it. 

RESOLUTION  NO.  1-71 
Request  for  Dues  Increase 

“The  first  resolution  considered  by  the  Com- 
mittee was  submitted  by  the  Council  of  the  Ohio 
State  Medical  Association  and  concerned  a re- 
quest for  a dues  increase.  The  reasons  for  the 
adoption  of  this  resolution  were  most  eloquently 
explained  by  the  Association’s  Secretary-Treasurer, 
Dr.  James  Henry.  There  was  no  testimony  against 
the  resolution. 


"’File  Committee  unanimously  recommends 
the  adoption  of  Resolution  No.  1-71  as  introduced 
and,  Mr.  President,  I so  move.” 

By  official  action,  Resolution  No.  1-71  was 
adopted.  1 he  resolution  reads  as  follows: 

RESOLUTION  NO.  1-71 

Request  for  Dues  Increase 

WHEREAS,  The  Ohio  State  Medical  Association  has 
operated  at  a deficit  in  1970  and  will  do  so  again  in 
1971;  and 

WHEREAS,  The  Cost  of  providing  services  increased 
from  1969  to  1970  by  5J/2  percent;  and 

WHEREAS,  Income  decreased  from  1969  to  1970  by 
approximately  2 percent,  because  of  decreased  ex- 
hibit revenue  and  Journal  advertising,  and  less  dues 
income  because  of  an  increasing  number  of  exemp- 
tions from  dues  payment  for  retired  members  and 
dues  adjustments  for  hardship  while  total  number 
of  members  remained  static;  and 

WHEREAS,  Ohio  is  tied  for  47th  lowest  in  amount  of 
state  dues;  and 

WHEREAS,  Ohio  ranks  46th  in  ratio  of  state  association 
staff  members  to  Association  members;  and 

WHEREAS,  The  Association  is  being  asked  by  the 
House  of  Delegates  and  by  the  exigencies  of  the  times 
to  undertake  more  activities  and  to  expand  existing 
activities  and  services;  and 

WHEREAS,  The  Ohio  legislature  has  changed  from 
biennial  to  annual  sessions  making  additional  staff 
necessary;  THEREFORE,  BE  IT 

RESOLVED,  That  the  annual  Ohio  State  Medical  As- 
sociation dues  be  increased  to  $65,  a $15  increase, 
effective  January  1,  1972. 

RESOLUTION  NO.  2-71 
Waiver  of  OSMA  Dues  at  Age  75 

“This  resolution,  submitted  by  the  Mahoning 
County  Medical  Society,  engendered  active  dis- 
cussion, the  consensus  of  which  indicated  that  the 
majority  of  the  delegates  speaking  about  it  felt 
that  it  should  not  be  adopted. 

“The  Committee,  therefore,  recommends  that 
Resolution  No.  2-71  be  not  adopted  and,  Mr. 
President,  I so  move.” 

By  official  action,  Resolution  No.  2-71  was 
defeated.  This  action  was  in  accordance  with 
the  recommendation  of  the  Resolutions  Commit- 
tee No.  3. 

RESOLUTION  NO.  4-71 

Election  of  AMA  Delegates 

“Resolution  No.  4-71,  submitted  by  the  Coun- 
cil of  the  Ohio  State  Medical  Association,  pre- 
sented some  rather  lively  discussion  and  included 
extensive  explanatory  remarks  by  Mr.  Wayne 
Stichter,  legal  counsel,  and  Dr.  Robert  Smith, 
immediate  past  president  of  the  Association. 

“Members  of  the  Committee  felt  that  this 
resolution  was  the  best  solution,  so  far  proposed, 
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as  an  answer  to  the  problem  of  electing  AMA 
Delegates.  I herefore,  the  Committee  recommends 
that  Resolution  No.  4-71  be  adopted  without 
modification  and,  Mr.  President,  I so  move.” 

By  official  action,  Resolution  No.  4-71  was 
adopted.  The  resolution  reads  as  follows: 


RESOLUTION  NO.  4-71 
Election  of  AMA  Delegates 

BE  1 1’  RESOLVED,  That  Section  6 of  Chapter  5 of 
the  Bylaws  of  Ohio  State  Medical  Association  be,  and 
the  same  hereby  is,  amended  to  read  as  follows: 

Section  6.  Election  of  Officers  and  of  Delegates  and 
Alternate  Delegates  to  the  American  Medical  Associa- 
tion. 

The  election  of  officers  of  this  association  and  of 
delegates  and  alternate  delegates  to  the  American 
Medical  Association  shall  be  by  ballot.  The  election 
of  delegates  to  the  American  Medical  Association  shall 
be  conducted  by  means  of  a single  ballot  sheet  and 
the  election  of  alternate  delegates  shall  likewise  be 
conducted  by  means  of  a separate  single  ballot  sheet. 

In  the  event  there  is  only  one  position  to  be 
filled,  the  nominee  receiving  the  majority  of  all  votes 
cast  shall  be  declared  elected.  In  case  no  nominee 
receives  a majority  on  the  first  ballot,  the  nominee 
receiving  the  lowest  number  of  votes  shall  be  dropped 
and  a new  ballot  taken;  this  procedure  shall  be  con- 
tinued until  one  of  the  nominees  receives  a majority 
of  all  votes  cast  whereupon  he  shall  be  declared 
elected. 

In  the  event  there  is  more  than  one  position  to 
be  filled  from  among  any  number  of  nominees,  a 
nominee,  in  order  to  be  declared  elected,  must  re- 
ceive the  votes  of  a majority  of  those  voting,  provided, 
however,  that  if  upon  any  ballot  the  number  of 
nominees  receiving  a majority  vote  is  greater  than 
the  number  of  positions  to  be  filled  on  such  ballot, 
those  nominees  (not  to  exceed  the  number  of  positions 
to  be  filled  on  such  ballot)  receiving  the  greatest 
number  of  votes  shall  be  declared  elected.  If  upon 
any  ballot  some  but  not  all  of  such  positions  are  filled, 
a new  ballot  shall  be  taken  from  among  all  of  the 
remaining  nominees;  and  on  such  new  ballot  a nomi- 
nee, in  order  to  be  declared  elected,  must  receive  the 
votes  of  a majority  of  those  voting,  provided,  however, 
that  if  upon  such  new  ballot  the  number  of  nominees 
receiving  a majority  vote  is  greater  than  the  number 
of  positions  to  be  filled  on  such  ballot,  those  nominees 
(not  to  exceed  the  number  of  positions  to  be  filled 
on  such  ballot)  receiving  the  greatest  number  of  votes 
cast  shall  be  declared  elected.  If  upon  any  ballot  no 
nominee  receives  the  votes  of  a majority  of  those  vot- 
ing, the  nominee  receiving  the  lowest  number  of  votes 
shall  be  dropped  and  a new  ballot  taken;  this  pro- 
cedure shall  be  continued  until  all  of  such  positions 
have  been  filled. 

The  existing  Section  6 of  Chapter  5 is  herewith  re- 
pealed. 


RESOLUTION  NO.  5-71 
Drug  Abuse 

‘‘Resolution  No.  5-71  was  submitted  by  the 
Mahoning  County  Medical  Society. 

“After  extensive  discussion  by  various  mem- 
bers of  the  House  of  Delegates  and  by  others 
attending  the  meeting  of  the  Resolutions  Com- 
mittee, it  was  felt  by  the  Committee  that  this 
resolution  was  impractical  and  did  not  actually 


offer  a solution  to  the  problem  of  stolen,  forged 
and/or  illegal  prescriptions. 

“In  considering  this  resolution  the  Committee 
recommended  that  the  Council  of  the  Ohio  State 
Medical  Association  work  with  the  State  Medical 
Board  and  the  State  Board  of  Pharmacy  in  study- 
ing this  problem  and  take  appropriate  action.  The 
Committee  also  recommended  that  the  Council 
report  back  to  the  House  of  Delegates  in  1972 
regarding  the  progress  that  has  been  made  on 
this  particular  problem. 

“Mr.  President,  the  Committee  recommends 
that  Resolution  No.  5-71  be  NOT  adopted,  and  I 
so  move.” 

By  official  action,  Resolution  No.  5-71  was 
defeated.  This  action  was  in  accordance  with 
the  recommendation  of  the  Resolutions  Commit- 
tee No.  3. 

RESOLUTION  NO.  12-71  AND 
EMERGENCY  RESOLUTION  NO.  23-71 

Malpractice  Claims 

“Resolution  No.  12-71,  entitled  ‘Malpractice 
Claims,’  submitted  by  the  Academy  of  Medicine 
of  Cincinnati,  was  considered  along  with  Emer- 
gency Resolution  No.  23-71,  entitled  ‘Malpractice 
Crisis,’  submitted  by  the  Auglaize  County  Medi- 
cal Society. 

“In  regard  to  Resolution  No.  23-71,  sub- 
mitted by  the  Auglaize  County  Medical  Society, 
it  was  felt  that  the  specific  problem  of  their  local 
physician  could  best  be  handled  by  the  OSMA 
Committee  on  Insurance.  Present  at  the  testimony 
on  this  resolution  was  Dr.  Walter  A.  Daniel, 
Tiffin,  chairman  of  the  Committee  on  Insurance 
of  the  Ohio  State  Medical  Association,  who  pro- 
posed the  idea  that  this  could  best  be  solved  by 
liis  committee.  At  the  same  time  he  indicated  the 
willingness  of  his  committee  to  consider  the  prob- 
lem of  the  physician  in  question.  Since  this  course 
of  action  was  highly  satisfactory  to  the  delegate 
from  Auglaize  County,  it  was  felt  that  the  re- 
mainder of  this  resolution  could  be  considered 
along  with  Resolution  No.  12-71. 

“In  considering  Resolution  No.  12-71,  with 
the  remaining  Whereases  contained  in  Emergen- 
cy Resolution  No.  23-71,  the  Committee  felt  that 
a substitute  resolution  could  best  present  the  de- 
sired intent  of  the  two  resolutions. 

Amended  Substitute  Resolution  No.  12-71 
reads  as  follows: 

SUBSTITUTE  RESOLUTION  NO.  12-71 

Professional  Liability  Insurance 

WHEREAS,  The  practice  of  medicine  in  the  State  of 
Ohio  as  well  as  in  other  states  is  being  jeopardized  by 
the  threat  of  increasing  malpractice  claims  and  law 
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suits,  thereby  becoming  a deterrent  factor  in  the 
medical  judgment  of  the  physician  in  caring  for  his 
patients,  and 

WHEREAS,  The  cost  of  professional  liability  insurance 
is  continually  rising  and  that  it  is,  in  effect,  now 
becoming  such  an  unreasonable  burden  on  the  physi- 
cian that  it  is  causing  many  physicians  to  divert  their 
efforts  from  the  practice  of  medicine  into  either 
private  business,  some  branch  of  government,  or  to  re- 
tire from  the  practice  of  medicine,  and 

WHEREAS,  The  professional  liability  problem  has  many 
facets  and  should  be  attacked  in  a multifaceted  ap- 
proach; THEREFORE  BE  IT 

[RESOLVED-; — That — the — President — erf — the — Ohio — State 
Medical  Assneiatiorr  he — requested  to  appoint  a com- 
mittee— to  study  the  problems  concerned  svith  profes- 
sional liability,  this  commit tee-to  be  constituted  by  at 
feast  five  subcommittees,  eaeh  directed  tosvard--?t -spe- 
cific area,  namely:  ( 1 ) Subcommittee  on  Legislation, 
to  propose  ami  aid- in  the  introduction  of  appropriate 
legislation; — (-3-) — Sttlwommittce — for — Liaison — with — the 
Ohio — State — Bar — Association; — (-3-) — Subcommittee — for 
Liaison — with — the — Insurance  Carriers  and — the — Ohio 
State — Insurance — Commission; — f-M — Subcommittee — for 
Education,  to  gather  and  disseminate  information  con- 
cerning malpractice;  and  (5)  Subcommittee  on  Mal- 
practice Review  Panels.] 

RESOLVED.  THAT  THE  OHIO  STATE  MEDICAL 
ASSOCIATION  COMMITTEE  ON  INSURANCE 
BE  INSTRUCTED  TO  STUDY  AND  TO  REPORT 
BACK  TO  THE  HOUSE  OF  DELEGATES  AT 
THE  1972  ANNUAL  MEETING  THE  COMMIT- 
TEE’S FINDINGS,  ACTIONS  AND  RECOMMEN- 
DATIONS REGARDING  THE  FOLLOWING: 

1.  THE  FEASIBILITY  AND  PRACTICALI- 
TY OF  HAVING  INTRODUCED  IN  THE 
OHIO  GENERAL  ASSEMBLY  LEGISLATION 
APPROPRIATE  TO  THE  PROFESSIONAL  LI- 
ABILITY INSURANCE  PROBLEM. 

2.  THE  ESTABLISHMENT  OF  AN  EFFEC- 
TIVE AND  PRODUCTIVE  LIAISON  COM- 
MITTEE WITH  THE  OHIO  STATE  BAR 
ASSOCIATION. 

3.  THE  FEASIBILITY  AND  EFFECTIVE- 
NESS OF  AN  OSMA-OHIO  DEPARTMENT  OF 
INSURANCE  LIAISON  COMMITTEE. 

4.  AN  OSMA-SPONSORED  PROFESSION- 
AL LIABILITY  EDUCATION  PROGRAM 
OPERATED  ON  A CONTINUING  BASIS. 


5.  THE  PRACTICALITY  AND  POTEN- 
TIAL OF  ESTABLISHING  MALPRACTICE 

REVIEW  PANELS. 

“Mr.  President,  the  Committee  recommends 
the  adoption  of  Substitute  Resolution  No.  12-71, 
and  I so  move.” 

By  official  action  Substitute  Resolution  No. 
12-71  was  amended  as  indicated  by  the  strike-out 
deletions,  and  by  the  additions  set  forth  in  capital 
letters,  and  as  so  amended  Substitute  Resolution 
No.  12-71  was  adopted. 

RESOLUTION  NO.  18-71 

Voting  Delegates  from  Ohio  Chapters 
Student  American  Medical  Association 

“The  next  and  last  resolution  considered  by 
the  Committee  wras  Resolution  No.  18-71,  sub- 


mitted by  William  Lukeman,  Delegate  from  the 
SAMA  Chapter  at  Ohio  State  University. 

“This  resolution  was  very  thoroughly  con- 
sidered from  all  aspects.  Discussion  of  the  resolu- 
tion took  a considerable  portion  of  the  Commit- 
tee’s time.  The  discussion  was  lively,  rational,  and 
we  hope  mutually  beneficial. 

“The  student  participation  by  the  SAMA 
Delegate  and  his  Alternate  was  eloquent  and  in- 
formative. The  SAMA  Delegate  and  his  Alternate 
had  to  leave  the  morning  session  of  the  Resolu- 
tions Committee  before  discussion  on  the  resolu- 
tion was  completed.  However,  they  were  asked  to 
return  at  1 p.m.  for  further  opportunity  to  pre- 
sent their  cause,  which  again  was  done  most 
eloquently. 

“The  Committee  wishes  to  compliment  the 
representatives  of  the  Student  AMA  on  their  ac- 
tive participation  in  the  activities  of  the  House 
of  Delegates,  participation  in  all  of  the  discussions 
of  Resolutions  Committee  No.  3,  and  we  encour- 
age their  continued  activity  in  the  affairs  of  the 
Association. 

“There  were  many  members  of  the  House 
of  Delegates  and  members  of  the  Ohio  State 
Medical  Association  who  spoke  to  the  Committee 
concerning  this  resolution.  All  of  this  information 
was  carefully  considered  by  the  Resolutions  Com- 
mittee and  it  was  moved  and  seconded,  and 
approved  without  dissent  by  the  members  of  the 
Committee,  that  Resolution  No.  18-71  be  NOT 
adopted  and,  Mr.  President,  I so  move.” 

Thereupon,  at  the  request  of  the  sponsors,  a 
motion  was  made,  seconded,  and  carried  that 
Resolution  No.  18-71  be  withdrawn  from  con- 
sideration by  the  House  of  Delegates. 

“Mr.  President,  I move  the  adoption  of  the 
Report  of  Resolutions  Committee  No.  3 as  a 
whole. 

“I  wish  to  express  my  personal  appreciation 
to  the  members  of  the  Committee  for  their  pa- 
tience, intelligence  and  for  their  thoughtful  con- 
sideration of  the  matters  presented  for  their 
deliberation. 

“I  wish  also  to  acknowledge  the  helpful  ser- 
vices of  the  legal  counsel  of  the  Association  and 
to  express  my  thanks  to  the  executive  staff  and 
the  secretarial  staff  of  the  Association  for  their 
invaluable  help. 

“This  report  respectfully  submitted  by  the 
following  members  of  Resolutions  Committee  No. 
3:  Robert  Johnson,  Butler  County;  Isador  Miller, 
Champaign  County:  T.  L.  Edwards,  Allen  Coun- 
ty; T.  F.  Moriarity,  Henry  County;  William  V. 
Trowbridge,  Cuyahoga  County;  W.  B.  Epps, 
Stark  County;  Robert  E.  Rinderknecht,  Tusca- 
rawas County;  J.  R.  Wells,  Licking  County;  John 
W.  Zimmerly,  Jackson  County;  A.  Burney  Huff, 
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Wayne  County;  Jasper  M.  Hedges,  Pickaway 
County,  Chairman.” 

By  official  action,  the  report  of  Resolutions 
Committee  No.  3 as  a whole,  as  amended,  was 
approved  by  the  House  of  Delegates. 

Inaugural  Ceremony 

Dr.  Smith  administered  the  presidential  oath 
of  office  to  Dr.  P.  John  Robechek  and  presented 
to  him  the  official  gavel.  Dr.  Smith  then  presented 
the  traditional  silver  tray  to  Dr.  and  Mrs.  Rich- 
ard L.  Fulton  and  certificate  of  honor  to  Dr. 
Fulton,  the  retiring  President.  Dr.  Fulton  re- 
ceived the  past  president’s  pin  from  Dr.  Robechek. 

Committees  Named 

Dr.  Robechek  presented  the  following  com- 
mittee appointments  and  they  were  officially  ap- 
proved by  the  House  of  Delegates: 

Committee  on  Education  — Dr.  Glidden  L. 
Brooks,  Toledo,  reappointed  chairman  for  the 
ensuing  year;  Dr.  Robert  A.  Heilman,  Columbus, 
reappointed  for  a term  of  five  years,  1971-1976. 

Judicial  and  Professional  Relations  Commit- 
tee — Dr.  Homer  A.  Anderson,  Columbus,  ap- 
pointed chairman  for  the  ensuing  year;  Dr.  Henry' 
A.  Crawford,  Cleveland,  reappointed  for  a term 
of  five  years,  1971-1976. 

Membership  and  Planning  Committee  Dr. 

William  R.  Schultz,  Wooster,  reappointed  chair- 


man for  the  ensuing  year.  Dr.  Oscar  W.  Clarke, 
Gallipolis,  appointed  for  a term  of  five  years, 
1971-1976. 

Committee  on  Public  Relations  — Dr.  Luther 
W.  High,  Millersburg,  reappointed  chairman  for 
the  ensuing  year.  Dr.  William  F.  Boukalik,  Cleve- 
land, appointed  for  a term  of  five  years,  1971- 
1976. 

Committee  on  Scientific  Work  — Dr.  Robert 
E.  Zipf,  Dayton,  reappointed  for  a term  of  five 
years,  1971-1976,  and  reappointed  chairman  for 
the  ensuing  year.  Dr.  Jerry  L.  Hammon,  West 
Milton,  reappointed  for  a term  of  five  years, 
1971-1976.  Dr.  John  Albers,  Cincinnati,  appointed 
for  a term  of  one  year,  1971-1972,  to  fill  the  un- 
expired term  of  Dr.  Nicholas  Giannestras,  Cin- 
cinnati. 

Appreciation  Expressed 

By  official  action,  the  House  of  Delegates 
adopted  a resolution  commending  the  OSMA 
staff  for  its  efforts  in  behalf  of  the  Association 
and  the  Committee  on  Scientific  Work  and  its 
secretary,  Jerry  J.  Campbell,  and  his  staff  for  the 
success  of  the  1971  Annual  Meeting. 

The  House  of  Delegates  then  adjourned  sine 

die. 

ATTEST:  Hart  F.  Page 

Executive  Director 
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ATTENDANCE  OF  DELEGATES 
OSMA  House  of  Delegates 
1971  ANNUAL  MEETING 


First 

Final 

First 

Final 

County 

Delegate 

Session 

Session 

County 

Delegate 

Session 

Session 

FIRST  DISTRICT 

THIRD  DISTRICT 

ADAMS 

Francis  L.  Stevens 

X 

X 

ALLEN 

T.  L.  Edwards 

X 

X 

BROWN 

John  Donohoo 

X 

J.  A.  Glorioso 

X 

X 

BUTLER 

Robert  P.  Johnson 

X 

X 

AUGLAIZE 

Robert  Oyer 

X 

X 

James  M.  Smith 
James  F.  Stewart 

X 

X 

CRAWFORD 

H.  B.  Newhard 

X 

CLERMONT 

Carl  A.  Minning 

HANCOCK 

John  C.  Smithson 

X 

X 

CLINTON 

Edmond  K.  Yantes 

X 

HARDIN 

C.  L.  Johnson 

X 

X 

HAMILTON 

John  E.  Albers 
Ambrose  H.  Clement 

X 

X 

X 

LOGAN 

James  Steiner 

X 

X 

Eugene  J.  Bums 
Frank  P.  Cleveland 

X 

X 

X 

X 

MARION 

Paul  E.  Lyon 

X 

X 

William  R.  Culbertson 
Charles  Feuss 

X 

X 

X 

MERCER 

James  J.  Otis 

X 

X 

George  D.  J.  Griffin 

X 

X 

SENECA 

Walter  Daniel 

X 

X 

Milton  W.  Gwinner 

X 

X 

Robert  S.  Heidt 

X 

VAN  WERT 

Edward  White 

Harry  K.  Hines 

X 

X 

Stephen  P.  Hogg 
Elmer  R.  Maurer 

X 

X 

X 

X 

WYANDOT 

N.  Zohoury 

Clyde  S.  Roof 

X 

X 

Albert  E.  Thielen 

X 

X 

Robert  M.  Woolford 

X 

X 

HIGHLAND 

Walter  Felson 

FOURTH  DISTRICT 

WARREN 

Thomas  E.  Fox 

X 

X 

DEFIANCE 

Paul  E.  Brose 

X 

FULTON 

V.  L.  Cotterman 

X 

X 

SECOND  DISTRICT 

HENRY 

T.  F.  Moriarty 

X 

R.  C.  Soriano 

X 

CHAMPAIGN 

Isador  Miller 

X 

X 

CLARK 

Henry  Diederichs 

X 

X 

LUCAS 

C.  Douglass  Ford 
R.  A.  Gandy 
R.  I.  Kennedy 

X 

X 

X 

X 

Ernest  H.  Winterhoff 

X 

X 

X 

X 

DARKE 

Delbert  Blickenstaff 

H.  C.  Mack 

X 

Frederick  Osgood 

X 

X 

GREENE 

Antonio  D.  Mannarino 

X 

H.  E.  Smith 

X 

X 

Randolph  P.  Whitehead 

X 

MIAMI 

Jerry  Hammon 

X 

X 

MONTGOMERY  William  G.  Cassel 

X 

X 

OTTAWA 

C.  R.  Wood 

X 

X 

William  J.  Lewis 
Don  E.  Sando 

X 

X 

X 

X 

PAULDING 

Doyt  E.  Farling 

Frank  L.  Shively,  Jr. 
Theodore  Light 

X 

X 

X 

PUTNAM 

James  B.  Overmier 

X 

A.  J.  Gabriele 
Konrad  F.  Kirchcr 

X 

X 

X 

X 

SANDUSKY 

Willis  Damschroder 

X 

X 

James  G.  Tye 

X 

WILLIAMS 

John  E.  Moats 

X 

PREBLE 

Chester  J.  Brian 

X 

X 

Allen  G.  Jackson 

X 

SHELBY 

John  H.  Kerrigan 

X 

WOOD 

Paul  Orr 

X 
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First 

Final 

County 

Delegate  Session 

Session 

FIFTH  DISTRICT 

ASHTABULA 

S.  A.  Burroughs 

CUYAHOGA 

J.  Orin  Barr 

X 

X 

Joseph  L.  Bilton 

X 

X 

Matthew  R.  Biscotti 

X 

William  F.  Boukalik 

X 

X 

John  H.  Budd 

X 

X 

Kenneth  W.  Clement 

X 

Henry  A.  Crawford 

X 

X 

Nicholas  G.  DePiero 

X 

X 

John  J.  Gaughan 

X 

X 

Clarence  L.  Huggins,  Jr. 

X 

X 

Fred  R.  Kelly 

X 

Roscoe  J.  Kennedy 

X 

X 

Vincent  T.  LaMaida 

X 

X 

George  P.  Leicht 

X 

X 

L.  Philip  Longley 

X 

X 

Hermann  Menges,  Jr. 

X 

X 

George  W.  Petznick 

X 

X 

John  H.  Sanders 

X 

X 

A.  Benedict  Schneider 

X 

Frederick  T.  Suppes 

X 

X 

William  V.  Trowbridge 

X 

Howard  S.  VanOrdstrand 

X 

X 

C.  A.  Colombi 

X 

John  A.  Kmieck 

X 

Peter  Coppedge 

X 

James  R.  O’Malley 

X 

GEAUGA 

Alton  Behm 

X 

Arturo  J.  Dimaculangan 

X 

LAKE 

C.  G.  Madsen,  Jr. 

X 

X 

W.  J.  Pignolet 

X 

X 

SIXTH  DISTRICT 

COLUMBIANA 

William  Banfield 

X 

X 

MAHONING 

John  C.  Melnick 

X 

X 

Joseph  V.  Newsome 

X 

X 

C.  E.  Pichette 

X 

Jack  Schreiber 

X 

X 

PORTAGE 

David  Palmstrom 

X 

X 

STARK 

W.  D.  Baker 

X 

X 

E.  J.  Davis 

X 

X 

M.  G.  Herbst 

X 

William  White 

X 

X 

W.  B.  Epps 

X 

SUMMIT 

Rocco  M.  Antenucci 
R.  H.  Champion 
Robert  R.  Clark 

X 

X 

X 

X 

X 

L.  J.  Defreest 
D.  M.  Evans 

X 

X 

X 

William  H.  Holloway 
M.  R.  Werner 

X 

X 

Joseph  L.  Kloss 

X 

X 

TRUMBULL 

Joseph  L.  Logan 

X 

X 

Robert  Paul 

X 

X 

SEVENTH  DISTRICT 
BELMONT  James  P.  Antalis  x 

CARROLL  Carl  Linckc  x x 

COSHOCTON  Robert  R.  Johnson  x x 

HARRISON  Janis  Trupovnieks  x x 


First 

Final 

County 

Pelcgatc 

Session 

Session 

JEFFERSON 

Paul  Mastros 

X 

X 

MONROE 

Byron  Gillespie 

TUSCARAWAS 

Robert  E.  Rinderknccht 

X 

X 

EIGHTH  DISTRICT 

ATHENS 

David  Caul 

FAIRFIELD 

R.  E.  Hartle 

X 

X 

GUERNSEY 

Robert  A.  Ringer 

X 

X 

LICKING 

J.  R.  Wells 
R.  Gilbert  Mannino 

X 

X 

MORGAN 

A.  A.  Coulson 

MUSKINGUM 

W.  B.  Devine 

X 

X 

NOBLE 

E.  G.  Ditch 

PERRY 

Ralph  Herendeen 

WASHINGTON 

Gregory  B.  Krivchenia 

X 

X 

NINTH  DISTRICT 

GALLIA 

Thomas  W.  Morgan 

X 

X 

HOCKING 

L.  W.  Starr 

X 

X 

JACKSON 

John  W.  Zimmerly 
Carl  J.  Greever 

X 

X 

LAWRENCE 

Harry  Nenni 

X 

X 

MEIGS 

Roger  Daniels 

X 

X 

PIKE 

Mary  Helz 

X 

X 

SCIOTO 

Chester  H.  Allen 

VINTON 

TENTH  DISTRICT 

DELAWARE 

Tennyson  Williams 

X 

X 

FAYETTE 

J.  E.  Rose 

X 

FRANKLIN 

Michael  A.  Anthony 

X 

X 

Joseph  A.  Bonta 

X 

Ollie  M.  Goodloe 

X 

X 

Ben  E.  Jacoby 

X 

X 

Jack  W.  Miles 

X 

X 

H.  William  Porterfield 

X 

X 

Mark  L.  Saylor 

X 

X 

Charles  W.  Pavey 

X 

X 

James  H.  Williams 

X 

X 

Philip  H.  Taylor 

X 

KNOX 

Henry  T.  Lapp 

X 

X 

MADISON 

Sol  Maggied 

X 

X 

MORROW 

David  J.  Hickson 
Joseph  Ingmire 

X 

X 

PICKAWAY 

J.  M.  Hedges 

X 

X 

ROSS 

Joseph  McKell 

X 

X 

UNION 

Paul  R.  Zaugg 

X 
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County 

Delegate 

First 

Session 

Final 

Session 

ASHLAND 

ELEVENTH  DISTRICT 
Charles  McMullen 

X 

X 

ERIE 

Emil  Meckstroth 

X 

X 

HOLMES 

Adam  J.  Earney 

X 

X 

HURON 

William  R.  Graham 

X 

X 

LORAIN 

Charles  G.  Adams 

X 

X 

H.  E.  Kleinhenz 

X 

X 

James  T.  Stephens 

X 

X 

MEDINA 

Richard  W.  Avery 

X 

X 

RICHLAND 

Richard  B.  Belt 

X 

X 

Harold  E.  Mills 

X 

X 

WAYNE 

A.  Burney  Huff 

X 

X 

President 

OFFICERS 
Richard  L.  Fulton 

X 

X 

President-Elect 

P.  John  Robechek 

X 

X 

Past  President 

Robert  N.  Smith 

X 

X 

Secretary- 

Treasurer 

James  L.  Henry 

X 

X 

First 

COUNCILORS 
Paul  N.  Ivins 

X 

X 

Second 

George  J.  Schroer 

X 

X 

Third 

Dwight  L.  Becker 

X 

X 

Fourth 

George  N.  Bates 

X 

X 

Fifth 

David  Fishman 

X 

X 

Sixth 

Maurice  F.  Lieber 

X 

X 

Seventh 

Sanford  Press 

X 

X 

Eighth 

William  M.  Wells 

X 

X 

Ninth 

Oscar  W.  Clarke 

X 

X 

Tenth 

James  C.  McLarnan 

X 

X 

Eleventh 

William  R.  Schultz 

X 

X 

Totals 

157 

752 

Laser  Beam  Carries 
Educational  TV  in  Cleveland 

Color  television  broadcasts  on  medical  educa- 
tion subjects  and  consultations  are  being  carried 
on  a laser  beam  between  two  hospitals  in  Cleve- 
land. 

The  laser,  beamed  from  the  top  of  Lakeside 
Hospital  in  the  Case  Western  Reserve  University 
hospitals  complex,  is  received  on  top  of  the  Veter- 
ans Administration  Hospital,  about  a mile  away. 

Personnel  of  the  Northeast  Ohio  Regional 
Medical  Program  report  that  the  objective  of  the 
television  system  is  at  least  two-fold : to  provide 
capabilities  for  offering  inter-hospital  communica- 
tions which  could  be  used  for  noon  conferences, 
patient  demonstrations,  courses  and  special  events 
for  professional  education  of  health  sciences  per- 
sonnel; and  to  examine  the  implications  for  a 
wider  scale  communications  link  among  hospitals 
in  Northeastern  Ohio  as  well  as  the  linking  of 
affiliate  hospitals  to  the  university  via  laser  com- 
munications. 

With  the  establishment  of  the  prototype  one- 
way laser  system,  the  developers  are  already  plan- 
ning expansion  of  the  system’s  capabilities.  The 
next  step  is  to  install  a duplicate  system  so  that  a 
return  laser  beam  will  put  those  at  the  V.A. 
Hospital  in  simultaneous  contact  with  those  at  the 
transmitting  end,  and  the  educational  process 
becomes  interactive. 

Sponsors  predict  that  eventually  it  will  be 
possible  to  broaden  the  reach  of  the  laser  system 
to  other  hospitals  in  the  region  through  a system 
of  relays  and  by  splitting  the  beam  among  multiple 
receivers. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  7 8 9 8 — 

Chagrin  Falls,  Ohio 

247  - 5300 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  o Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 

Booklet  available  on  request. 


JOHN  H.  NICHOLS,  M.  D.,  Medical  Director  G.  PAULINE  WELLS,  R.  N.,  Admin.  Director  HERBERT  A.  SIHLER,  Jr.,  Sec’y. 
MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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Proceedings  of  The  Council 


Meeting  of  May  14,  1971 


rT"'HE  COUNCIL  MET  at  8 a.m.  on  Friday, 

May  14,  1971,  at  the  Sheraton-Columbus 
Motor  Hotel.  All  members  of  the  Council  were 
present,  including  the  two  newly  elected  Coun- 
cilors, Dr.  James  G.  Tye,  Dayton,  Second  District, 
and  Dr.  Robert  G.  Thomas,  Elyria,  Eleventh 
District.  Others  attending  the  meeting  were  the 
following:  Mr.  Wayne  E.  Stichter,  legal  counsel; 
Mr.  James  Imboden,  Columbus,  Field  Representa- 
tive, Division  of  Public  Affairs,  American  Medical 
Association;  Dr.  John  H.  Budd,  Cleveland,  a mem- 
ber of  the  AMA  Board  of  Trustees;  and  Messrs. 
Page,  Edgar,  Gillen,  Campbell,  Clinger,  Rader, 
and  Moore  of  the  headquarters  office  staff. 

New  Councilors  Introduced 

Dr.  Robechek  called  the  meeting  to  order 
and  introduced  the  newly  elected  Councilors,  Dr. 
James  G.  Tye,  Dayton,  Second  District,  and  Dr. 
Robert  G.  Thomas,  Elyria,  Eleventh  District. 

Minutes  Approved 

Minutes  of  the  meeting  held  April  16,  17, 
18,  1971  were  approved  by  official  action. 

Committee  Appointments  Ratified 

The  Council  ratified  Dr.  Robechek's  appoint- 
ments to  the  Ohio  State  Medical  Association 
special  committees  for  1971-1972.  (See  page  691 
in  this  issue  of  The  Ohio  State  Medical  Journal 
for  the  personnel  of  these  committees.) 

Committee  Discontinued 

The  Ad  Hoc  Committee  which  had  been 
appointed  to  study  the  Board  of  Regents’  report 
on  medical  education  was  discontinued  by  a vote 
of  Council,  with  a request  that  a letter  of  thanks 
be  written  to  each  member  of  the  committee. 


World  Health  Organization 

Mr.  Page  reported  on  the  remarks  made  by 
Senator  Donald  E.  Lukens  on  the  floor  of  the 
Ohio  Senate,  Wednesday,  May  12,  1971,  chal- 
lenging the  statistics  of  the  World  Health  Organi- 
zation on  the  longevity  and  health  of  Americans. 
The  Council  extended  thanks  to  Senator  Lukens 
for  challenging  the  W.H.O.  statistics  and  asked 
the  Executive  Director  to  obtain  a copy  of  his 
remarks,  if  available. 

Councilor  Expenses  at  Annual  Meeting 

The  Council  instructed  the  chairman  of  the 
Auditing  and  Appropriations  Committee  that  the 
past  policy  with  regard  to  reimbursement  of  Coun- 
cilors be  continued:  That  the  Councilors  pay  for 
their  own  personal  expenses  for  attendance  at 
annual  meetings,  and  that  the  Association  in- 
demnify them  for  the  expense  of  the  district  head- 
quarters caucus  room. 

April  Financial  Statement 

The  Council  voted  to  accept  for  information 
the  financial  statement  for  April  which  was  pre- 
sented by  Dr.  Henry. 

Mr.  Page  Congratulated 

The  Council  voted  recognition,  congratulations 
and  appreciation  to  Mr.  Page  for  his  25  years 
of  service  to  the  Ohio  State  Medical  Association. 

The  meeting  was  then  adjourned. 

ATTEST:  Hart  F.  Page 

Executive  Director 
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Annual  Meeting  Attendance 

A Tabulation  of  This  Year’s  Attendance 
and  How  It  Compared  to  Previous  Years 

OF  OHIO’S  88  COUNTIES,  84  were  represented  by  members  of  the  Ohio  State  Medical  Associa- 
tion in  attendance  at  the  Annual  Meeting.  One  county  — Vinton  — has  no  physician  in  it  at  the 
present  time.  A total  of  1,049  members  of  the  OSMA  were  present.  In  addition  there  were  115  Ohio 
guest  physicians  including  interns  and  residents,  44  out-of-state  guest  physicians,  and  182  medical  stu- 
dents present,  making  1,390  physicians  and  future  physicians  in  attendance.  The  overall  registration 
was  2,957.  This  figure,  in  addition  to  physicians  and  medical  students,  includes  175  scientific  and  health 
education  exhibitors,  276  technical  exhibitors,  192  members  of  the  Woman’s  Auxiliary,  and  924  nurses, 
technicians,  physicians’  assistants,  dentists,  and  miscellaneous  guests. 

Following  is  a tabulation  of  registration  figures  for  OSMA  Annual  Meetings  from  1919  to  the 
current  year,  followed  by  a breakdown  of  the  OSMA  membership  registration  by  counties. 


OSMA  Annual  Meeting  Registration — 1919  to  1971  Inclusive 


Year 

Place 

Members 

Guest 

Physicians 

Medical 

Students 

Woman’s  Aux.: 
Misc.  Guests 

Sc.  and  Tech. 
Exhibitors 

Total 

1919 

Columbus 

1173 

264 

92 

1539 

1920 

Toledo  

860 

105 

80 

1062 

1921 

Columbus 

1275 

104 

96 

1503 

1922 

Cincinnati  

1066 

184 

70 

1341 

1923 

Dayton  

1117 

202 

76 

1414 

1924 

Cleveland  

1301 

180 

109 

1603 

1925 

Columbus 

1204 

361 

107 

1689 

1926 

Toledo  

903 

120 

83 

1 125 

1927 

Columbus 

1320 

286 

82 

1705 

1928 

Cincinnati  

916 

92 

80 

1115 

1929 

Cleveland  

1231 

249 

124 

1619 

1930 

Columbus  

1241 

435 

86 

1775 

1931 

Toledo  

826 

198 

50 

1087 

1932 

Dayton  

978 

201 

45 

1226 

1933 

Akron 

858 

160 

25 

1049 

1934 

Columbus 

1069 

410 

51 

1539 

1935 

Cincinnati  

973 

197 

84 

1271 

1936 

Cleveland  

1099 

563 

137 

1818 

1937 

Dayton  

1103 

366 

64 

1551 

1938 

Columbus 

1330 

619 

104 

2068 

1939 

Toledo  

1056 

271 

84 

1426 

1940 

Cincinnati  

1126 

323 

114 

1589 

1941 

Cleveland — Joint  Meeting 

with  AMA 

1942 

Columbus 

1221 

527 

119 

1880 

1943 

Columbus 

544 

160 

717 

1944 

Columbus 

830 

41 1 

130 

1421 

1945 

No  Meeting 

1946 

Columbus 

1262 

130 

65 

507 

157 

2121 

1947 

Cleveland  

1502 

158 

15 

41 1 

328 

2414 

1948 

Cincinnati  

1362 

293 

27 

491 

214 

2387 

1949 

Columbus  

1533 

162 

221 

462 

230 

2608 

1950 

Cleveland  

1587 

260 

102 

707 

376 

3032 

1951 

Cincinnati  

1208 

162 

185 

647 

352 

2554 

1952 

Cleveland  

1366 

204 

49 

687 

395 

2701 

1953 

Cincinnati  

1155 

180 

224 

578 

298 

2435 

1954 

Columbus 

1222 

197 

173 

701 

252 

2545 

1955 

Cincinnati  

1360 

211 

185 

738 

317 

2810 

1956 

Cleveland 

1601 

338 

120 

1029 

489 

3577 

1957 

Columbus 

1164 

149 

320 

689 

368 

2690 

1958 

Cincinnati  

1327 

164 

45 

674 

325 

2535 

1959 

Columbus 

1359 

293 

445 

721 

364 

3182 

1960 

Cleveland  

1642 

489 

48 

1026 

447 

3652 

1961 

Cincinnati  

1256 

231 

24 

751 

301 

2563 

1 962 

Columbus 

1304 

265 

343 

736 

371 

3019 

1963 

Cleveland  

1502 

336 

19 

893 

441 

3191 

1964 

Columbus 

1428 

332 

297 

1002 

376 

3435 

1 965 

Columbus 

1330 

275 

335 

968 

394 

3302 

1966 

Cleveland 

1484 

309 

22 

865 

355 

3035 

1967 

Columbus 

1327 

286 

394 

1178 

405 

3590 

1968 

Cincinnati  

1300 

230 

35 

1287 

613 

3465 

1969 

Columbus 

1344 

219 

208 

1780 

518 

4069 

1970 

Columbus 

1160 

189 

224 

1355 

477 

3405 

1971 

Columbus 

1049 

159 

182 

1116 

451 

2957 
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Registration  by  Counties 

1971  Annual  Meeting,  and  Membership  Data 


Total  Membership 

Ann.  Meet. 


County 

Dec.  31, 
1970 

May  10, 
1971 

Registra- 

tion 

Adams  

9 

10 

2 

Allen  

136 

139 

24 

Ashland 

25 

27 

3 

Ashtabula  

57 

53 

1 

Athens  

39 

42 

4 

Auglaize  

17 

17 

3 

Belmont 

54 

59 

9 

Brown  

15 

17 

1 

Butler  

193 

195 

16 

Carroll  

9 

9 

1 

Champaign  

14 

15 

1 

Clark  

132 

130 

18 

Clermont 

19 

18 

1 

Clinton  

19 

21 

5 

Columbiana  . . . . 

69 

71 

5 

Coshocton  

19 

19 

5 

Crawford 

40 

39 

11 

Cuyahoga  

2,269 

2,105 

96 

Darke  

24 

24 

2 

Defiance  

26 

27 

4 

Delaware  

26 

27 

7 

Erie  

61 

61 

6 

Fairfield  

52 

53 

18 

Fayette  

14 

14 

7 

Franklin  

976 

822 

270 

Fidton  

16 

15 

2 

Gallia  

34 

32 

4 

Geauga  

31 

29 

6 

Greene 

56 

54 

6 

Guernsey 

24 

23 

4 

Hamilton 

1,302 

1,270 

68 

Hancock  

42 

41 

7 

Hardin  

27 

25 

5 

Harrison  

8 

8 

2 

Henry  

10 

13 

3 

Highland  

t8 

19 

1 

Hocking  

9 

9 

2 

Holmes  

70 

10 

2 

Huron  

28 

31 

6 

Jackson  

13 

12 

3 

Jefferson  

70 

70 

8 

Knox  

37 

35 

8 

County 

Dec.  31, 

May  10, 

Ann.  Meet 
Registra- 

1970 

1971 

tion 

Lake  

116 

116 

7 

Lawrence  

21 

23 

5 

kicking  

70 

66 

14 

Logan  

16 

15 

3 

Lorain  

215 

207 

22 

Lucas 

640 

575 

36 

Madison  

13 

16 

5 

Mahoning  

345 

341 

19 

Marion  

68 

67 

10 

Medina  

58 

58 

8 

Meigs  

5 

5 

1 

Mercer  

21 

19 

5 

Miami  

61 

62 

8 

Monroe  

2 

2 

Montgomery  .... 

611 

605 

58 

Morgan  

4 

4 

3 

Morrow 

7 

7 

4 

Muskingum  . . . . 

74 

76 

16 

Noble 

0 

2 

Ottawa  

20 

21 

1 

Paulding  

8 

8 

1 

Perry  

8 

8 

Pickaway 

19 

19 

3 

Pike  

9 

12 

1 

Portage  

64 

57 

2 

Preble  

6 

6 

1 

Putnam  

10 

10 

3 

Richland  

117 

114 

17 

Ross 

40 

40 

15 

Sandusky  

45 

42 

3 

Scioto  

65 

64 

4 

Seneca  

42 

42 

7 

Shelby  

23 

20 

4 

Stark  

352 

331 

34 

Summit  

585 

572 

20 

Trumbull  

139 

139 

10 

Tuscarawas  

53 

51 

8 

Union  

16 

17 

3 

Van  Wert  

18 

18 

5 

Vinton 

1 

1 

Warren  

14 

14 

3 

Washington  . . . . 

31 

30 

8 

Wayne  

65 

63 

8 

Williams  

17 

20 

3 

Wood 

36 

40 

1 

Wyandot  

10 

11 

3 

TOTAI 

9.746 

1,049 

SUCCESSOR  TO 

NONE  OF  ITS  DISADVANTAGES 


NOW  AVAILABLE 
for  the  first  time 

Full  7’/2  gr.  Tablet 

BLUE  COLOR 


AVAILABLE  THROUGH  YOUR  WHOLESALER 

BLESSINGS,  INC. 

Cleveland,  Ohio  44121 
Refertncts  on  roqu«*t 


insures  full  sedative  action 
o TABLET  FORM  • NON-IRRITATING  • STABLE 


Chloral  — the  “old  reliable”  — for  more  than  100 
years  is  dramatically  improved  in  DriClor  (chloral 
hydrate  with  the  amino  acid  flycene).  DriClor  is  less 
toxic  . . . more  stable  . . . non-irritating  to  the  stomach 
. . . and  more  effective  grain  for  grain. 

The  effective  sedative,  hypnotic  and  anti-convulsant 
form  of  Chloral  Hydrate. 

Also  Chlorasec  for  quick,  even  steep.  DriClor  inner 
core  (equivalent  to  3.75  Grs.  of  Chloral  Hydrato). 
Secobarbital  acid  outer  coat  (.75  Grs.) 
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Honored  for  25  Years  of  Service 


“Presented  to  Hart  F.  Page,  Executive 
Director,  in  recognition  of  a quarter  century 
of  devoted  service  to  the  physicians  of  Ohio 
for  the  betterment  of  the  medical  profession.” 

BOVE  IS  THE  WORDING  of  a plaque  pre- 
sented in  behalf  of  the  Ohio  State  Medical 
Association  by  1970-71  President  Richard  L.  Ful- 
ton before  the  House  of  Delegates  during  the  1971 
Annual  Meeting. 

Mrs.  Page  was  honored  with  her  husband,  and 
w-as  presented  a bouquet  of  roses  and  escorted  to 
the  rostrum.  Both  were  presented  watches  as  gifts 
from  the  Association. 

Mr.  Page  joined  the  executive  staff  of  the 
Ohio  State  Medical  Association  in  January  1946, 
after  serving  as  an  officer  in  the  U.S.  Navy  during 
World  War  II.  He  was  named  Executive  Secretary- 
in  1965  after  serving  as  Director  of  Public  Rela- 
tions and  Assistant  Executive  Secretary.  He  was 
given  the  title  Executive  Director  under  the  new 
Constitution  and  Bylaws  of  the  Association. 

Mr.  Page  has  been  honored  numerous  times 
for  his  efforts  in  behalf  of  medical  organization 
work  and  related  fields.  Among  organizations  in 
which  he  has  been  active  and  offices  held  are  the 
following:  member  of  the  Board  of  Directors, 
Ohio  Trade  Association  Executives;  president, 


Ohio  Trade  Association  Executives;  member,  med- 
ical Society  Executives  Association;  member,  Pro- 
fessional Convention  Managers  Association;  mem- 
ber, Board  of  Directors  of  the  University  Club  of 
Columbus;  member  Sigma  Delta  Chi,  professional 
journalism  society,  and  secretary  of  the  SDX  Cen- 
tral Ohio  Professional  Chapter;  president,  Colum- 
bus Chapter  of  the  Public  Relations  Society  of 
America;  member,  Board  of  Directors  of  the 
Public  Relations  Society  of  America;  chairman, 
State  Planning  Committee  for  Health  Education 
in  Ohio;  member,  Joint  Advisory  Committee  on 
Athletic  Injuries,  sponsored  by  the  OSMA  and 
Ohio  High  School  Athletic  Association ; member, 
Board  of  Directors  of  the  American  Association  of 
Medical  Society  Executives. 

In  1967  Mr.  Page  was  named  secretary  of  the 
Liaison  Committee,  American  Medical  Association 
and  the  American  Association  of  Medical  Society 
Executives.  In  1968  he  was  named  chairman  of 
the  Advisory'  Committee  to  the  Director  of  Com- 
munications of  the  AMA. 

* * * 

At  a recent  meeting  of  the  Ohio  Public 
Health  Association,  Mr.  Page  was  presented  a Cer- 
tificate of  Honor  for  “having  rendered  25  years 
of  meritorius  service  to  the  citizens  of  Ohio  in 
the  field  of  public  health.” 
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Woman’s  Auxiliary  Report 


• • • 


Address  Presented  Before  the  OSMA  House  of  Delegates 
at  the  1971  Annual  Meeting  in  Columbus 


By  Mrs.  Carl  F.  Goll 

1970-1971  President,  Woman’s  Auxiliary  to  the  OSMA 


T GUESS  EVERY  PRESIDENT  upon  reaching 
this  moment  in  her  term  of  office  realizes  what 
a privileged  individual  she  has  been  for  a one- 
year  period.  By  privileged,  I am  not  referring  to 
the  kind  in  the  old  army  acronym  RHIP  (rank 
has  its  privilege).  Rather,  I refer  to  having  had 
the  honor  to  serve  as  president  of  this  wonderful 
organization  and  to  having  been  rewarded  with 
the  opportunity  of  working  with  so  many  outstand- 
ing women  — women  who  are  dedicated  to 
promoting  our  activities  and  programs. 


A year  of  Action,  Fun  and  Friendship  was 
what  I wanted  in  our  Ohio  Medical  Auxiliary  in 
1970-71,  and  — to  me  — this  is  what  it  has 
been.  I am  particularly  interested  in  statistics, 
and  I have  recorded  some  interesting  ones  this 
past  year.  I have  traveled  over  7,500  miles,  opened 
over  1500  pieces  of  mail  and  written  over  500 
pieces  in  the  form  of  notes,  letters  and  reports. 
Out  of  1 1 districts  in  Ohio,  nine  of  them  had 


district  meetings  this  year,  and  we  had  at  least 
two  or  more  state  officers  in  attendance  at  these. 
We  held  a one-day  Workshop  last  September  in 
Columbus  for  county  presidents,  presidents-elect 
and  county  chairmen.  We  had  a 98  percent  at- 
tendance from  our  State  Board  that  conducted 
this  Workshop.  I had  a new  fact  folder  printed 
this  year  that  county  auxiliaries  can  use  for  new 
members.  It  explains  our  organizational  structure, 
our  aims,  and  projects. 

And  now  a few  more  statistics:  Out  of  52 
organized  counties,  30  had  some  sort  of  com- 
munity health  program,  27  had  safety  programs, 
40  donated  to  AMA-ERF,  15  had  Legislation 
programs,  and  15  were  active  in  International 
Health  programs.  Ninety  percent  of  our  Auxiliaries 
have  had  some  sort  of  Health  Careers  programs, 
by  sponsoring  Future  Nurses  Clubs,  Health  Career 
Clubs,  scholarships,  Health  Career  Days,  and  free 
material  to  guidance  counselors.  A lot  of  the 
scholarships  have  been  changed  from  nurses’ 
scholarships  to  scholarships  for  allied  medical  pro- 
fessions. These  scholarships  total  $29,000.  We  have 
71  Health  Career  Clubs  in  our  state,  and  our 
State  chairman  is  now  serving  on  the  Ohio 

State  Regional  Health  Manpower  Committee. 
This  committee  is  working  to  organize  more 

completely  and  efficiently  the  Health  Careers 
in  Ohio. 

Approximately  25,000  pounds  of  drugs, 
medical  supplies  and  equipment  were  sent  to 
World  Medical  Relief,  local  geriatric  centers,  and 
Missions  in  Mexico  and  Latin  American  coun- 
tries. In  Franklin  county,  the  auxiliary  has  col- 
lected drugs  for  the  new  ECCO.  Family  Health 

Center  — this  Health  Center  services  a 40 

square  block  area  of  the  inner  city  which  has 
no  physicians. 

One  of  the  finest  projects  in  our  State 
is  one  started  by  Lucas  County  Auxiliary  four 
years  ago,  “Mobile  Meals”.  They  are  now  serving 
112  persons  three  meals  a day,  five  days  a week, 
all  year  round.  This  year  with  the  help  of  Lucas 
County  Auxiliary’s  experience  and  instruction, 
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three  more  county  auxiliaries  have  started  a Mobile 
Meals  project. 

I must  mention  the  Apple  Tree  Day  Center 
operated  by  the  Hamilton  County  Auxiliary.  This 
Day  Center  is  in  its  sixth  year  of  operation  — 
a day  nursery  for  the  care  of  children  of  hospital 
personnel. 

A state  project  this  year  was  to  send  a 
two  year  subscription  to  all  of  the  accredited 
Ohio  colleges.  We  also  sent  the  same  college 
libraries  a copy  of  Today’s  Health  Guide.  Some 
of  the  county  auxiliaries  had  a similar  project 
at  a local  level,  and  did  this  for  their  high 
school  libraries. 

I am  proud  to  report  almost  $42,000  in 
AMA-ERF  contributions  so  far  this  year.  We 
hope  to  increase  this  by  the  time  of  National 
Convention  in  June. 


Our  Auxiliary  memberships  vary  from 
counties  with  eight  members  to  703,  and  everyone 
of  these  has  had  some  sort  of  a health  or  medical 
oriented  program  or  has  helped  to  sponsor  one. 
Auxiliary  is  on  the  move  in  everything  but  mem- 
bership. We  have  lost  a few  members  this  year, 
but  not  our  enthusiasm. 

I have  tried  to  give  you  a statistical  view 
of  your  medical  auxiliaries  in  Action  — with 
increased  interest  and  sincerity,  we  shall  continue 
to  strive  to  maintain  the  high  ideals  of  the  medical 
profession  and  to  serve  organized  medicine,  the 
purpose  for  which  auxiliaries  were  organized. 

It  has  helped  to  have  a good  rapport  with 
your  Association  office,  your  Dr.  Fulton,  and 
our  Advisory  Board,  Dr.  Oscar  Clarke,  Dr.  Paul 
Ivins,  and  Dr.  Maurice  Lieber.  Thank  you 
all.  For  me  it  has  been  a year  to  remember. 


New  Administrative  Assistant 
Joins  OSMA  Executive  Staff 

The  appointment  of  David  L.  Rader  to  the 
executive  staff  of  the  Ohio  State  Medical  Associa- 
tion is  announced  by  Dr.  P.  John  Robechek, 
OSMA  President.  The  appointment  as  Administra- 
tive Assistant  was  made  after  conferences  between 
the  new  staff  member,  the  executive  staff,  and  the 
Association  officers. 


David  Rader 

Mr.  Rader  was  previously  with  the  office  of 
the  Ohio  Auditor  of  State,  Roger  Cloud,  where 
he  served  in  an  administrative  position.  Prior  to  his 
work  with  the  Auditor,  he  served  for  three  years 
with  the  Legislative  Service  Commission  as  ad- 


ministrative assistant  to  the  director  and  as  a 
research  associate.  Mr.  Rader  served  as  staff 
for  one  of  the  standing  committees  in  the  Ohio 
Senate  and  performed  research  duties  in  areas 
of  many  of  Ohio’s  state  agencies. 

Rader  is  a native  of  Columbus,  having  grad- 
uated from  Walnut  Ridge  High  School.  He 
spent  two  years  at  Wittenberg  University  in 
Springfield,  where  he  was  active  in  the  state- 
wide promotion  of  the  Luther  League  of  the 
Ohio  Synod  of  the  Lutheran  Church  in  America. 
He  transferred  to  Ohio  State  University  in  1966 
and  received  a B.A.  degree  from  OSU  in  1968 
with  a major  in  Political  Science.  His  areas  of 
special  interest  included  state  and  local  govern- 
ment. 

Mr.  Rader’s  continuing  education  includes 
a course  in  communication  skills  conducted  for 
legislators  and  staff  by  the  National  Legislative 
Conference.  He  is  a member  of  Advent  Lutheran 
Church  in  Upper  Arlington  and  participates  in 
the  activities  of  the  Franklin  County  Forum. 
His  wife,  Martha,  is  a practicing  physical  therapist 
in  Columbus  and  the  Raders  reside  at  4261 
Kendale  Road.  They  have  no  children. 

As  Administrative  Assistant  in  the  OSMA 
headquarters  office,  he  will  engage  in  liaison 
work  with  various  organizations  and  individuals, 
serve  as  secretary  to  several  of  the  Association’s 
Committees,  arrange  meetings  authorized  by 
OSMA  Officers,  participate  in  the  Association’s 
legislative  activities,  engage  in  the  Association’s 
various  publications  activities  and  perform  other 
staff  duties  as  they  arise. 
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Faced  with  a life-threatening  infection,  the 
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an  appropriate  antibiotic.  However,  when 
susceptibility  reports  are  in,  the  infecting 
pathogens  are  often  found  to  be  suscep- 
tible to  several  antibiotics.  The  physician 
may  then  consider  dose  requirements 
and  cost  in  his  prescribing  decision. 


Kantrex  requires  one  simple  standardized 
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tion (Pseudomonas  are  resistant).  The 
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renal  dysfunction  when  treatment  lasts  more  than  5 days.  Stop  Kantrex  if  ttn- 
mtus  or  hearing  loss  occurs.  Hydrate  patients  to  prevent  chemical  irritation  of 
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Annual  Meeting  Photo  Features 


Medical  Student  Bernard  King  speaks  before  the  House 
of  Delegates. 


Before  the  House  of  Delegates,  Incoming  President  Robechek  assumes  the 
Presidency  as  1970-1971  President  Fulton  congratulates  him. 


Dr.  Ladislao  K.  Wallerstein  receives  his 
Certificate  of  Humanitarian  Service  for  his 
service  under  the  Volunteer  Physicians  for 
Vietnam  program. 


Dr.  William  R.  Schultz,  upon  being  named  President-Elect 
of  the  Association,  approaches  the  rostrum  where  he  ac- 
cepted and  expressed  his  appreciation  for  the  high  honor. 


Upon  his  retirement  from  The  Council,  Past  President  Smith  (righ 
ceives  a plaque  in  appreciation  for  his  outstanding  services  to  the  prof 
from  1970-1971  President  Fulton. 


The  House  of  Delegates  in  session. 
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nual  Meeting  Photo 


[on.  M.  E.  Sensenbrenner,  Mayor  of  Columbus, 
it  greetings  to  the  House  of  Delegates.  Here 
tscorted  by  Past  President  Robert  Smith  (left). 


Features 


Receiving  checks  from  the  AMA-ERF  fund  for  Ohio’s  four  medical  colleges 
are,  from  left.  Dr.  Glidden  L.  Brooks,  Medical  College  of  Ohio  at  Toledo; 
Dr.  David  Fishman,  for  Case  Western  Reserve;  Dr.  John  A.  Prior,  OSU; 
and  Dr.  Robert  T.  Binhammer,  University  of  Cincinnati. 


Tennyson  Guyer  was  featured  speaker  before  the  well-attended 
Luncheon.  Here  he  chats  with  Dr.  William  J.  Lewis  (left)  and 
rank  Mayfield. 


Dr.  Thomas  E.  Rardin  (right)  approaches  the  rostrum 
before  being  presented  the  Distinguished  Service  Commen- 
dation Award  of  the  American  Board  of  Family  Practice. 
With  plaque  in  hand  is  Dr.  Nicholas  J.  Pisacano,  Lexington, 
Ky.,  Secretary  of  the  Board,  who  made  the  presentation. 


rmen  of  House  of  Delegates  Reference  Committees:  From  left,  Dr.  John  C.  Smithson,  Resolutions  Committee  1,  Dr.  James  H. 
iams,  Committee  on  President’s  Address;  Dr.  Clarence  L.  Huggins,  Jr.,  Resolutions  Committee  2,  and  Dr.  Jasper  M.  Hedges, 
ilutions  Committee  3. 
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Among  distinguished  visitors  from  neighboring! 
were  Dr.  and  Mrs.  Lowell  H.  Steen,  of  Ind 


W.  W.  “Woody”  Hayes,  OSLT  football  coach  speaks  during 
Medicine  program. 


Distinguished  Thursday  afternoon  speaker,  sponsored  by  the 
OSMA  Committee  on  Medicine  and  Religion,  was  Archbishop 
Fulton  J.  Sheen.  Here  he  is  escorted  to  the  rostrum  by  Dr. 
Donald  J.  Vincent,  chairman  of  the  M & R Committee. 


Crawford  Morris  (right),  Cleveland  attorney,  spoke  on  “Modern  ' 
in  Medical  Malpractice.”  Here  he  chats  with  President  Fulton 
the  session  began. 


Premier  W.  Ross  Thatcher  (second  from  right),  Province  of  Saskatchewan, 
Canada,  was  featured  speaker  on  Wednesday  afternoon.  Touring  the  exhibit 
area  with  Mr.  Thatcher,  from  left,  are  Dr.  Jack  Schreiber,  who  presided 
at  the  session,  Mr.  Thatcher’s  son,  Dr.  Jerry  Hammon,  Mrs.  Thatcher,  Mr. 
Thatcher,  and  Jerry  Campbell,  OSMA  staff  member  in  charge  of  Annual 
Meeting  arrangements. 
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I four  medical  colleges  were  represented  on  this  panel  of  medical 
Its  for  the  “SAMA  Presents”  program. 


This  audience  is  typical  of  those  present  for  the  numerous 
programs  held  during  the  Annual  Meeting. 


Beth  Conway,  OSU  Student  speaks  on  the  Sports 
Medicine  program. 


Discussions  were  a popular  form  of  program  presentation.  This  is  the 
[on  “Medico-Legal  Problems  in  Anesthesia,”  with  Dr.  Wasmuth  at  the 
and  Dr.  Anderson  and  Dr.  Dornette  seated. 


Dhio  Health  Commissioner’s  Institute  was  one  of  many  specialty  Dr.  Bruce  G MacMillan  checks  his  slides  with  the  pro- 

s which  met  during  the  Annual  Meeting.  Here  Dr.  Martin  Keller  jectiomst  before  his  talk  during  the  Burned  Patient 


program. 
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Among  distinguished  visitors  from  neighboring  states  was  Dr.  James  S. 
Klumpp,  Huntington,  VV.  Va.,  (right)  who  presented  Outgoing  President 
Richard  L.  Fulton  and  Mrs.  Fulton  one  of  his  paintings. 


They  came  to  the  Annual  Meeting  in  all  ages.  This 
is  the  wife  and  child  of  Dr.  Francis  L.  Stevens, 
Delegate  from  Adams  County. 


Resolutions  Committees  heard  discussions  on  the  various  resolution 
sented  before  the  House  of  Delegates.  Here  Dr.  Frank  Shively,  of  D 
speaks  before  Resolutions  Committee  No.  1. 
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An  innovation  of  this  year’s  House  of  Dele- 
gates proceedings  was  the  conferring  of  four  Hon- 
arary  Memberships  in  the  Ohio  State  Medical 
Association  as  authorized  by  the  revised  Consti- 
tution and  Bylaws.  Each  of  the  new  Honorary 
Members  was  presented  before  the  House  of  Dele- 
gates, where  President  Fulton  presented  the  mem- 
berships and  gave  bouquets  of  roses  to  the  wives. 


leading  Columbus  banker,  was  honored  for  his  21  years 
■ace  on  the  Board  of  Directors  of  Ohio  Medical  Indemnity,  the 
■k-sponsored  Blue  Shield  plan  in  Ohio.  For  20  years  he  was  a 
l;r  of  the  Executive  Committee  of  OMI  and  for  the  same 
;1  of  time  was  chairman  of  the  organization’s  Investment  Com- 
x 


I 


e E.  Stichter,  Toledo  attorney,  was  honored  for  his  many  years 
rvice  to  the  medical  profession  as  legal  counsel  for  the  Ohio 
Medical  Association,  a responsibility  which  extends  over  36 
. With  him  are  Mrs.  Stichter  and  their  son. 


George  H.  “Scottie”  Saville,  Columbus,  was  honored  for  his  many 
years  of  outstanding  service  to  the  Association.  He  was  on  the 
Executive  Staff  of  the  Association  for  30  years  before  his  retire- 
ment in  1965 — as  Public  Relations  director  and  Assistant  Execu- 
tive Secretary  and  later  as  Executive  Secretary. 


Charles  S.  Nelson,  Columbus,  retired  as  Executive  Secretary  of 
the  Ohio  State  Medical  Association  on  December  31,  1963  after 
35  years  of  dedicated  service  to  the  organization.  Upon  the  an- 
nouncement of  his  intended  retirement,  the  April  1963  issue  of 
The  Ohio  State  Medical  Journal  was  dedicated  to  him  and  a 
feature  article  reviewed  his  accomplishments  and  his  services  to 
the  medical  profession  of  Ohio.  He  was  honored  for  his  many 
years  of  service  above  and  beyond  the  call  of  duty. 
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Wednesday  Night  at  Scioto  Downs 
Social  Highlight  of  the  Annual  Meeting 


With  such  smiles  they  must  be  winners!  Yes,  and  one 
of  the  big  ones — a color  TV  set,  for  Dr.  and  Mrs. 
Maurice  Lieber. 


There  was  a bit  of  a chill  in  the  air,  but  that  only  warmed 
the  spirits  of  some  550  persons  who  attended. 


All  the  thrills  of  harness  racing. 


A delicious  dinner  was  enjoyed  during  the  warm-up  period 
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ON  THE  OMPAC  FRONT 

Some  Echoes  of  Misjudgments 
and  Questionable  Advice 

Under  the  heading  “Thirty  Years  Ago — 
November  1940,”  the  bulletin  of  one  of  Ohio's 
medical  societies  expounded  as  follows: 

“In  1940  President  Roosevelt  was  running 
for  a third  term  against  Wendell  Wilkie.  A page 
of  advertising  appeared  in  the  * * * sponsored 
by  the  doctors  and  lawyers  against  a third  term 
and  it  caused  considerable  stir.  One  doctor  had 
a big  picture  of  Wilkie  in  his  waiting  room  and 
some  patients  were  so  disturbed  they  got  up 
and  left.  In  the  bulletin,  the  “Medical  Crier” 
wrote:  “We  have  found  that  what  patients 

want  from  us  is  good  medical  care,  not  opinions 
about  how  to  run  the  country.  We  are  considered 
men  apart,  like  the  clergy,  and  when  we  get  in- 
volved in  the  heat  of  public  discord  people  look 
askance.  Our  influence  upon  the  vote  involving 
so  many  issues  is  very  slight.  Let  us  stick  to  out- 
last, improve  ourselves  as  doctors  and  leave  poli- 
tics alone.’  ” 

Under  “Twenty  Years  Ago  — November 
1950,”  the  same  publication  observed:  “Without 
pointing  the  finger  at  anyone,  it  is  very  important 
that  there  has  been  a great  letdown  in  the  society 
in  the  last  eight  years.  Our  meetings  are  not  at- 
tended as  they  should  be;  our  meetings  lack  the 
dignity  they  used  to  have;  our  members  do  not 
want  to  take  time  to  do  the  committee  work 
which  is  so  essential.” 

Jumping  another  10  years,  here  is  what  ap- 
peared in  the  publication  in  November,  1960: 
“There  is  considerable  pessimism  among  doctors 


that  domination  of  medicine  by  government  and 
pressure  groups  is  inevitable.  Perhaps  it  is,  but  in 
a matter  so  serious  we  should  not  assume  that 
it  is  without  exploring  the  possibility  that  it  is  not 
inevitable. 

It  is  not  inevitable  if  doctors  meet  the 
mounting  challenges  and  broad  obligations  that 
confront  medicine.  It  is  not  inevitable  if  we  are 
united  in  our  determination  to  provide  the  best 
medical  care  for  all  our  people  and  exercise  our 
rights  and  privileges  as  citizens.  It  is  not  inevitable 
if  we  are  alert  to  the  dangers  that  threaten  our 
moral  and  intellectual  independence.  It  is  not 
inevitable  if  the  problems  are  met  with  the  in- 
formed understanding  and  effort  of  all  members. 
In  truth,  only  doctors  can  engineer  their  own 
debacle.” 

There  surely  are  some  lessons  for  the  medical 
profession  in  this  passing  show  of  misjudgments, 
questionable  advice,  evidence  of  little  or  no  in- 
terest on  the  part  of  too  many  physicians  in  the 
activities  and  institutions  on  which  the  medical 
profession  must  depend  for  its  organized  strength. 
It  is  a typical  picture  of  what  has  been  taking 
place  in  too  many  areas  over  the  past  30  years. 

Today  is  another  day.  Times  have  changed. 
Great  numbers  of  physicians  have  discovered  that 
they  do  have  a place  in  public  affairs — political 
affairs,  if  you  please.  They  are  not  going  to  let 
the  profession  get  boxed  in  again — we  hope. 

The  Ohio  Medical  Political  Action  Commit- 
tee offers  one  avenue  of  organized  action  in  an 
arena  in  which  physicians  as  substantial  and  in- 
terested citizens  can  participate.  As  one  of  the 
commentators  quoted  said:  “Only  doctors  can 
engineer*  their  own  debacle.”  Are  you  a member 
of  OMPAC? 

- — Ohio  Medical  Political  Action  Committee 


J 


tire  ‘Wendt- Bristol  eo. 

MANY  LOCATIONS  TO  SERVE  YOU 

OFFICE  AND  SHOW  ROOM  1 1 59  DUBLIN  ROAD  COLUMBUS,  OHIO  43212 


PHARMACEUTICAL  AND  SICKROOM  SUPPLIES 


PHYSICIAN  AND  HOSPITAL-EQUIPMENT 
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Woman’s  Auxiliary  Highlights 


Report  on  the  1971  Annual  Meeting 
Woman’s  Auxiliary  to  the  OSMA,  Columbus 

By  Mrs  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


“ A CTION  - FUN  - FRIENDSHIP”  keynoted 
as  its  theme  the  thirty-first  annual  meeting 
of  the  Woman’s  Auxiliary  to  the  Ohio  State  Medi- 
cal Association  at  Christopher  Inn,  Columbus, 
May  10-13.  And  there  was  plenty  of  action,  fun 
and  friendship,  thanks  to  the  untiring  efforts  of 
Mrs.  Carl  F.  Goll,  president;  Mrs.  D.  Dudley  Fet- 
zer,  convention  chairman;  Mrs.  George  Cain,  con- 
vention cochairman;  and  their  innumerable  com- 
mittees. 

“Many  hands  make  light  work.”  One  John 
Hey  wood  (who  had  much  to  say  about  many 
things)  wrote  that  back  in  the  16th  century.  But 
I would  dare  to  paraphrase  that  quotation  by  say- 
ing that  “many  hands  make  inspired  and  more 
effective  work.”  I’ve  said  it  before,  and  I say  it 
again — those  women  who  carry  the  burden  of  a 
convention  do  a remarkable  job.  When  a conven- 
tion goes  off  so  smoothly  that  it  seems  virtually 
effortless,  you  can  be  sure  that  the  women  at  the 
helm  and  their  assistants  almost  worked  themselves 
to  death! 

Traditionally,  the  auxiliary  in  whose  city  the 
convention  is  held  carries  the  ball,  so  to  speak. 
But  once  again  this  year,  the  convention  organiza- 
tional format  had  to  be  different.  Because  the 
annual  meeting  had  taken  place  in  Columbus 
three  years  in  a row,  Dru  Goll,  like  her  predeces- 
sor Ruth  Meltzer,  could  not  in  good  conscience 
ask  Franklin  County  to  assume  the  responsibility. 
That  doesn’t  mean,  of  course,  that  there  wasn’t 
considerable  help  from  Franklin  County,  because 
there  was!  But  for  the  most  part,  the  committee 
chairmen  and  key  workers  came  from  all  over 
the  state.  That  kind  of  cooperation  speaks  elo- 
quently for  itself. 

By  the  time  of  the  Board  luncheon  on  Mon- 
day, May  10,  two  committee  meetings  had  been 
held — that  of  Budget  and  Finance  and  that  of 
Central  Office.  There  is  always  a degree  of  nos- 
talgia at  a preconvention  Board  meeting.  It’s  the 
end  of  that  particular  year  and  that  special  asso- 
ciation of  dedicated  women  at  work,  under  the 


leadership  of  that  year’s  president.  The  new  aux- 
iliary year  brings  its  own  special  associations, 
which  is  as  it  should  be,  of  course. 

Tuesday  Activities 

Tuesday,  May  11,  highlighted  the  Doctors’ 
Luncheon  at  the  Sheraton-Columbus.  It  was  the 
auxiliary’s  salute  to  the  doctors  of  Ohio  and  it 
was  a lively  gathering.  The  musical  entertainment 
kept  feet  discreetly  tapping  under  the  tables. 
Those  melodic  “sounds  of  music”  were  provided 
by  Miller  & Company,  of  Columbus.  Mrs.  Carl 
E.  Tetirick,  Franklin  County,  served  as  chairman 
of  the  luncheon. 

After  the  noon  festivity,  auxiliary  members 
were  whisked  away  by  bus  to  Gordon  Keith’s  Barn 
and  a Shopping  Spree.  (This  part  you  husbands 
are  not  supposed  to  be  reading!)  In  the  interest 
of  family  harmony,  I shall  not  reveal  whether  any 
packages  made  the  return  trip. 

Four  o’clock  that  same  afternoon  brought 
with  it  the  reception  for  county  presidents  and 
presidents-elect,  hostessed  by  Dru  Goll  and  Ann 
Wiessinger,  president-elect.  (Since  I haven’t  men- 
tioned Ann  before,  perhaps  I’d  better  formally 
designate  her  as  Mrs.  Russell  Wiessinger.)  This 
get-together  was  one  of  warmth  and  comaraderie. 
There  was  the  animated  hum  of  conversation,  the 
clinking  of  glasses,  the  nibbling  of  tempting  hors 
d’ oeuvres  and  the  laughter  of  friendship.  It  was 
a wonderful  “personal  touch”  between  state  and 
local  officers.  Dr.  Goll  and  Dr.  Wiessinger  were 
permitted  to  enter  that  female  sanctum  only  be- 
cause they  were  put  to  work — and  believe  me,  they 
worked! 

First  Business  Meeting 

The  first  official  business  session  of  the  con- 
vention came  to  order  Wednesday  morning,  May 
12,  with  Mrs.  Goll,  president,  Jefferson  County, 
presiding.  There  were  83  official  delegates  in  at- 
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Choose 

She  smooth  road 

to  thyroid 

replacement  therapy 


The  automatic 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.1 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.2 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4to  T3at  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 


(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0.1  mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES  INC 

Morton  Grove.  Illinois  60053 


Ms  your  hypothyroid 
patients  travel 
along  the  smooth 
road,  let  us  be 
of  service  in  these 
4 specific  ways: 


I  FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency- 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
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tendance.  Mrs.  E.  J.  Marsh,  Union  County,  led  in 
the  pledge  of  allegiance  and  the  auxiliary  pledge 
of  loyalty.  The  address  of  welcome  was  sounded 
by  Mrs.  Alfred  Slivinski,  Franklin  County  presi- 
dent, and  the  response  was  given  by  Mrs.  F.  A. 
Sunseri,  Jefferson  County. 

Dr.  John  Robechek,  OSMA  Incoming  Presi- 
dent, greeted  the  House  of  Delegates  and  warmly 
acknowledged  with  thanks  auxiliary  efforts  on  be- 
half of  AMA-ERF  and  OMPAC.  Mrs.  C.  A.  Co- 
lombi,  Cuyahoga  County,  state  past  president,  in- 
troduced these  out-of-state  guests:  Mrs.  G. 

Prentiss  Lee,  president-elect,  Woman’s  Auxiliary 
to  the  American  Medical  Association;  Mrs.  Leroy 
Gehris,  president,  Pennsylvania  auxiliary,  Mrs. 
Ralph  S.  Blasiole,  president-elect;  Mrs.  Francis  P. 
Rhoades,  president,  Michigan  auxiliary'  and  Mrs. 
Charles  Schoff,  president-elect;  Mrs.  Phillip  Smith, 
president-elect,  Indiana  auxiliary'. 

Mrs.  Goll  presented  Mrs.  D.  Dudley  Fetzer, 
Stark  County,  convention  chairman,  and  Mrs. 
George  Cain,  Stark  County,  convention  co-chair- 
man, and  thanked  them  for  an  outstanding  job. 
Pertinent  announcements  were  made  by  Mrs.  Fet- 
zer was  also  gave  thanks  to  the  many  doctors’ 
wives  serving  on  this  year’s  annual  meeting  com- 
mittees. “Early  bird  prizes”  were  drawn  by  Mrs. 
Charles  Houck,  Stark  County.  The  three  lovely 
gifts  drawn  both  Wednesday  and  Thursday  morn- 
ings were  donated  by  the  Stark  County  auxiliary. 

The  President’s  Report  given  by  Mrs.  Goll 
spoke  of  “twelve  months,  7,500  miles  and  1 ,500 
pieces  of  mail  later”  . . . She  said  that  she  had 
received  40  yearbooks  out  of  a possible  52  orga- 
nized counties,  and  41  county  presidents’  reports. 
“Statistics  show,”  said  Mrs.  Goll,  “that  30  auxili- 
aries had  some  sort  of  community  health  program ; 
27  auxiliaries  had  safety  programs;  20  had  Health 
Career  programs;  40  counties  donated  generously 
to  AMA-ERF;  15  had  legislation  programs  and 
15  were  active  in  international  health.”  She  men- 
tioned that  these  figures  represented  only  the 
recommended  state  programs.  “A  lot  of  the  coun- 
ties do  many  other  projects  on  their  own,”  she 
pointed  out.  She  spoke  too  of  the  astronomical 
number  of  hours  given  by  doctors’  wives  all  over 
the  state  in  volunteer  work  in  their  individual 
communities.  (For  a more  detailed  account  of 
Mrs.  Goll’s  auxiliary  report,  see  page  663  in  this 
issue  of  The  Journal.) 


Nominative  Slate 

Mrs.  Samuel  L.  Meltzer,  Scioto  County,  im- 
mediate past  president,  and  chairman  of  the 
Nominating  Committee,  presented  her  committee's 
recommended  1971-72  slate  of  officers,  who  were 


elected:  President-elect,  Mrs.  L.  A.  Loria,  Trum- 
bull; First  Vice-President,  Mrs.  Daniel  S.  Wolff, 
Lucas;  Second  Vice-President,  Mrs.  H.  I.  Hum- 
phrey, Franklin;  Third  Vice-President,  Mrs.  Karl 
L licny,  Columbiana;  Corresponding  Secretary, 
Mrs.  Robert  Holladay,  Allen;  Treasurer,  Mrs. 
Paul  Hahn,  Tuscarawas.  Directors-at-large  to  serve 
two  years:  Mrs.  Henry  Holden,  Mahoning;  Mrs. 
Robert  E.  Krone,  Hamilton;  Mrs.  Albert  May, 
Marion.  To  serve  one  year:  Mrs.  Armin  Melior, 
Scioto.  District  directors:  First — Mrs.  P.  E.  Foldes, 
Hamilton;  Third — Mrs.  L.  W.  Like,  Allen;  Fifth 
— Mrs.  Thomas  L.  Manning,  Cuyahoga;  Seventh 
— Mrs.  F.  A.  Sunseri,  Jefferson;  Ninth— Mrs. 
Harri  Nenni,  Lawrence;  Eleventh — Mrs.  Donald 
W.  Dewald,  Richland. 

Mrs.  Meltzer  then  presented  the  names  for 
the  1971-72  Nominating  Committee:  four  from 
the  Board,  two  of  whom  are  to  be  elected;  ten 
from  the  general  membership,  five  of  whom  are 
to  be  elected.  As  there  were  no  nominations  from 
the  floor,  Mrs.  Goll  announced  that  the  election  of 
the  1971-72  Nominating  Committee  would  be  by 
ballot  at  the  designated  voting  hours. 

The  President  then  called  for  nominations 
for  delegates  and  alternates  to  the  convention  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association  to  be  held  in  Atlantic  City  in  June. 
Twenty  such  names  were  placed  in  nomination. 
Instructions  for  voting  were  then  detailed  by  Mrs. 
Edward  Bauman,  Trumbull  County,  parliamen- 
tarian. 

Proposed  amendments  to  the  Bylaw's  as  ap- 
proved by  the  Board  of  Directors  and  the  Council 
of  the  Ohio  State  Medical  Association  were  pre- 
sented by  Mrs.  Malachi  W.  Sloan,  II,  reference 
and  revisions  chairman.  Mrs.  Sloan  then  moved 
the  adoption  of  these  amendments.  Motion  carried. 

Mrs.  G.  Prentiss  Lee,  president-elect  of  the 
Auxiliary  to  the  AMA,  w'as  introduced  by  Mrs. 
Goll  as  the  morning’s  guest  speaker.  Mrs.  Lee 
travelled  a mighty  long  way  to  be  at  Ohio’s  con- 
vention; she  is  from  Portland,  Oregon.  An  attrac- 
tive, articulate  woman,  Mrs.  Lee  commented  that 
the  strength  of  the  auxiliary  is  rooted  in  the 
county  auxiliary  and  in  the  individual  members. 
“The  truly  important  work  accomplished  is  per- 
formed at  the  local  level,”  she  said.  However,  Mrs. 
Lee  pointed  out,  “in  spite  of  the  importance  of 
the  individual  member,  we  cannot  do  it  all  alone. 
We  need  each  other  and  we  need  to  work  together 
as  county,  state  and  national  units  . . .” 

The  national  president-elect  stressed  the  im- 
portance of  learning  to  communicate.  Lack  of 
communication,  she  said,  is  like  winking  at  a 
girl  in  the  dark;  you  know  what  you  are  doing 
but  she  doesn’t.  She  stressed  the  ways  that  auxili- 
ary members  can  be  of  service  to  the  medical  pro- 
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fession  and  emphasized  these  points:  First- — pro- 
vide members  with  full  and  adequate  explanation 
of  our  goals  and  aims.  Enthusiasm  and  interest 
are  the  implementing  force.  No  one  keeps  up  en- 
thusiasm automatically — it  must  be  nourished  with 
new  actions,  new  inspirations,  new  efforts  and  new 
visions.  Second — we  ourselves  need  to  be  know- 
edgeable  and  informed  and  work  to  educate  out- 
own  members.  The  great  responsibility  of  the  phy- 
sician’s wife  is  to  become  well-informed,  to  have 
opinions,  to  reach  decisions  and  to  participate.  It 
is  essential  that  we  know  and  understand  the 
current  problems  facing  the  medical  profession 
today. 

Third — both  the  medical  profession  and  the 
medical  auxiliary  must  learn  to  accept  change,  be- 
cause everything  is  changing  . . . “we  must  not 
tune  out  our  critics,”  Mrs.  Lee  commented.  “We 
must  listen  to  them  and  maybe  they  will  listen 
to  us.”  Fourth — inspire  your  membership  with 
good  meeting  programs.  Good  programs  just  don’t 
happen;  they  take  careful  and  thorough  planning. 
Fifth  — develop  worthwhile  projects.  To  plan 
worthwhile  projects,  you  must  understand  the 
major  areas  of  concern  as  they  apply  to  your  state 
and  community.  Sixth — we  must  learn  to  com- 
municate. We  must  communicate  with  each  other 
and  communicate  our  good  deeds  to  the  com- 
munity. 

AMA-ERF  Awards 

Mrs.  Karl  Ulicny,  AMA-ERF  chairman,  pre- 
sented awards  to:  the  Summit  County  auxiliary 
for  the  largest  amount  contributed — $4,682.00. 
Allen  County  auxiliary  for  the  greatest  per  capita 
— $31.20;  to  Coshocton  County  auxiliary'  for  the 
greatest  increase — 300  percent.  With  understand- 
able pride,  Mrs.  Ulicny  announced  contributions 
to  date  for  AMA-ERF  total  $41,217.18. 

Memorial  Service 

A simple,  impressive  Memorial  Service  was 
conducted  by  Mrs.  Samuel  L.  Meltzer,  Scioto 
County.  “This  is  the  pause  that  we  could  wish 
need  not  be,”  she  said.  “This  is  the  dream — that 
this  year  there  were  no  members  to  honor  in  this 
sad  way”  . . . Unfortunately,  she  said,  there  were 
27  such  members  who  died  this  Auxiliary  year.  Of 
them,  Mrs.  Meltzer  commented  that  “however 
each  one  lived  her  life,  whether  she  realized  it  or 
not,  she  played  a special  role  because  she  was  a 
doctor’s  wife.”  There  were  two  attractive  arrange- 
ments of  flowers  for  the  service,  each  centered  with 
a large  candle.  As  Mrs.  Meltzer  spoke,  the  candles 
were  lit  by  Mrs.  Calvin  Warner  Hamilton  County, 
and  Mrs.  John  Dickie,  Lucas  County. 

The  first  business  meeting  recessed  at  11:17 


a. m.  Mrs.  N.  M.  Reiff,  Fayette  County,  closed  the 
proceedings  with  a prayer. 

OMPAC  Luncheon 

State  Senator  Tennyson  Guyer  was  the  fea- 
tured speaker  at  the  OMPAC  luncheon  held 
Wednesday  noon  at  the  Sheraton-Columbus.  Dr. 
Frank  Mayfield,  chairman  of  the  OMPAC  Board 
and  Dr.  Hoyt  Gardiner  of  Kentucky,  chairman  of 
the  AMPAC  Board,  briefly  addressed  the  group 
of  men  and  women  gathered  for  the  luncheon, 
emphasizing  the  vital  importance  of  increased 
AMPAC-OMPAC  memberships.  While  Senator 
Guyer’s  talk  was,  for  the  most  part,  peppered  with 
humorous  remarks  and  anecdotes,  he  did  not  fail 
to  get  across  a number  of  serious  points.  He  quoted 
Will  Rogers’  remarks:  “First — know  what  you’re 
doing;  second — love  what  you’re  doing;  and  third, 
believe  in  what  you’re  doing.”  The  Senator  said 
forecfully  that  this  country  is  too  good  to  throw 
away — that  it’s  about  time  we  said  something  nice 
about  people  behind  their  backs — that  we  must 
learn  to  understand  each  other — and  that  MD’s 
need  good  public  relations. 

Idea  Exchange 

At  two  o’clock  Wednesday  afternoon,  auxili- 
ary members  gathered  in  Suite  F at  the  Chris- 
topher Inn  for  one  of  the  convention  high  points — 
the  county  presidents’  reports — or,  as  Dru  Goll 
more  effectively  dubbed  it,  the  Idea  Exchange. 
Which  is  exactly  what  these  reports  are — an  ef- 
fective and  pertinent  exchange  of  ideas  among  the 
counties.  Each  of  the  eleven  district  directors  in- 
troduced the  presidents  in  her  area.  There  were 
many  exciting  and  outstanding  reports  which  I 
hope  to  share  with  you  in  future  columns  of 
Auxiliary  Highlights.  Believe  me,  they  will  be 
worth  watching  for! 

Second  Business  Meeting 

The  second  business  meeting  was  called  to 
order  by  Mrs.  Goll,  president,  Thursday  morning, 
May  13.  Roll  Call  chairman,  Mrs.  L.  A.  Loria, 
Trumbull  County,  reported  that  there  were  81 
official  delegates  present. 

Mrs.  Daniel  Wolff,  Lucas  County,  presented 
the  Courtesy  Resolutions  in  which  deep  apprecia- 
tion was  expressed  to  all  who  had  helped  to  make 
this  convention  a success. 

Mrs.  F.  A.  Sunseri,  Jefferson  County,  gave 
the  report  of  the  Election  and  Tellers  Committee. 
The  following  were  elected  to  the  1971-72  Nomi- 
nating Committee:  Mrs.  Carl  F.  Goll  and  Mrs. 
B.  U.  Howland  from  the  executive  board;  Mrs. 
Edward  Bauman,  Mrs.  D.  Dudley  Fetzer,  Mrs. 
Carl  Schilling,  Mrs.  Joseph  Tomashefski  and  Mrs. 
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Robert  Ulrich  from  the  general  membership.  Mrs. 
Sunseri  then  named  the  1 7 delegates  elected  to  the 
convention  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  to  be  held  in  June 
in  Atlantic  City. 

Mrs.  Malachi  W.  Sloan,  OMPAC  Board 
member,  stressed  the  urgent  need  for  increased 
memberships  in  OMPAC  among  auxiliary  mem- 
bers. 

Mrs.  Rudolf  O.  Cooks,  Cuyahoga  County, 
first  vice-president,  presented  a resolution,  recom- 
mended by  the  Board  of  Directors,  to  be  placed 
before  the  1971-72  Nominating  Committee  of  the 
national  auxiliary.  This  resolution  resolved  that  the 
names  of  the  four  former  state  presidents  currently 
serving  on  the  Board  of  Directors  be  submitted 
for  consideration  as  nominees  for  elective  office  on 
the  national  level.  Those  four  so  named  were : 
Mrs.  Edward  Bauman,  Mrs.  C.  A.  Colombi,  Mrs. 
S.  L.  Meltzer,  and  Mrs.  Malachi  W.  Sloan.  Mrs. 
Cooks  moved  that  this  resolution  be  adopted.  Mo- 
tion carried. 

Mrs.  G.  Prentiss  Lee,  national  president-elect, 
installed  the  new  state  officers  of  the  auxiliary,  in- 
vesting them  with  the  rank,  authority  and  respon- 
sibility of  their  respective  offices.  “An  installation 
marks  another  step  in  the  group’s  continued  prog- 
ress,” said  Mrs.  Lee.  “One  of  the  most  invigorating 
aspects  of  an  installation  is  the  annual  bringing 
forth  of  fresh  enthusiasm  into  our  activities  as  new 
leaders  step  into  officership  . . . You  Auxiliary 
members  have  a vital  part  to  play  in  the  pleasure 
and  success  with  which  these  officers  perform  their 
tasks.” 

Mrs.  Carl  F.  Goll  was  presented  the  past 
president’s  pin  by  Mrs.  Samuel  L.  Meltzer,  imme- 
diate past  president,  who  expressed  the  auxiliary’s 
deep  appreciation  for  a job  very  well  done.  Mrs. 
Goll,  in  turn,  presented  the  president’s  pin  and 
gavel  to  Mrs.  Russell  Wiessinger,  the  newly  in- 
stalled president,  and  expressed  good  wishes,  on 
behalf  of  the  organization,  for  a most  successful 
year. 


Inaugural  Address 

“Perhaps  it  is  time  for  us  to  STOP,”  said  the 
new  president.  “Perhaps  it  is  time  for  us  to  STOP 
to  look  at  ourselves;  a time  for  us  to  STOP  to 
look  at  our  Auxiliary;  to  look  at  what  we  are  do- 
ing and  trying  to  do;  to  reevaluate  what  it’s  all 
about.  To  sum  it  up  in  a few  words — it  IS  time 
to  STOP.  Let’s  paint  Ohio  RED.  Let  us  REDedi- 
cate  ourselves  REDirect  our  goals,  and  REDouble 
our  efforts.”  Unusual  and  effective  signs  displayed 
in  front  of  the  podium  punctuated  Mrs.  Wies- 


singer’s  remarks.  These  vivid  signs  were  bright  red 
in  color  and  patterned  after  traffic  signs. 

“Are  we  really  doing  all  we  can?”  asked  Mrs. 
Wiessinger.  “Plave  we  really  put  our  best  foot  for- 
ward? Are  we  really  interested  in  supporting  out- 
legislators?  Do  we  really  care  about  safety?  Good 
community  health?  All  the  positive  features  of 
auxiliary  work?” 

The  new  president  reminded  auxiliary  mem- 
bers that  in  the  auxiliary  program  there  is  some- 
thing for  each  and  every  auxiliary.  She  pointed 
out  that  what  may  appeal  to  one  county  might  not 
be  feasible  in  another.  All  of  these  programs,  she 
commented,  can  be  tailored  to  fit  the  membership 
of  the  particular  auxiliary.  She  urged  the  members 
to  remember  one  very  important  fact:  that  there 
are  no  small  auxiliaries — only  those  with  fewer 
members. 

In  speaking  of  program  emphasis,  she  dis- 
cussed such  possibilities  as  AMA-ERF,  legislation, 
health  manpower  program,  international  health, 
community  health.  She  urged  doctors’  wives  to 
keep  in  mind  Community  Concern,  Considerate 
Cooperation,  Careful  Planning  and  Thoughtful 
Action. 

Mrs.  Wiessinger’s  closing  remarks  centered 
around  the  question:  “Have  you  ever  wondered 
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agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male—  Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female- 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism. deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
5 mg.,  scored  — bottles  of  50  /70  mg.,  scored 
— bottles  of  50. 

For  additional  product  intormation,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan 


MED  D-S-S  ILQXI 


why  this  association  is  called  the  “Woman’s  Auxil- 
iary to  the  Ohio  State  Medical  Association?  Cart 
you  think  of  any  other  organization  with  a singu- 
lar subject?  Perhaps  our  founders  wanted  to  make 
this  a very  personal  organization.  In  order  to  make 
this  a better  world  in  which  to  live,  in  order  to 
help  my  husband  make  this  a better  world  in 
which  to  live,  it  has  to  begin  with  me.  And  as  for- 
me, I am  very  proud  to  be  the  Woman’s  Auxiliary 
to  Russell  L.  Wiessinger,  M.D.  . . .” 

Following  the  inaugural  address,  the  new 
president  introduced  each  member  of  her  new 
Board  to  the  House  of  Delegates,  and  summarized 
briefly  the  particular  duties  of  each  such  member. 

At  1 1 a.m.  Mrs.  Goll  declared  the  Thirty-First 
Annual  Convention  adjourned.  Immediately  fol- 
lowing the  business  meeting,  Mrs.  Wiessinger  and 
her  in-coming  officers  were  honored  at  a reception 
given  by  the  Allen  County  auxiliary.  Mrs.  Dwight 
Becker  served  as  chairman. 

Thursday  Luncheon 

“Color  It  Spring”  was  the  provocative  theme 
of  the  luncheon  held  Thursday  noon  at  Christo- 
pher Inn,  honoring  Mrs.  G.  Prentiss  Lee  and  the 
members  of  the  OSMA  Advisory  Board — Dr.  Os- 
car Clarke,  Dr.  Paul  N.  Ivins  and  Dr.  Maurice 
F.  Lieber.  Mahoning  County  was  the  hostess  aux- 
iliary under  the  chairmanship  of  Mrs.  Henry  Hol- 
den. The  invocation  was  given  by  Mrs.  William 
T.  Martin  of  Mahoning. 

The  popular  and  forceful  Rabbi  Jerome  Folk- 
man,  of  Columbus,  was  the  guest  speaker.  He 
minced  no  words  in  discussing  “Physicians  as 
Husbands,  and  Their  Wives.”  He  pointed  out  that 
there  is  a tendency  for  the  professional  spouse  to 
outgrow  the  homemaker  spouse;  that  the  medical 
profession  makes  supreme  demands  and  the  phy- 
sician must  grow.  If  his  spouse  doesn’t  grow  along 
with  him,  said  the  rabbi,  there  is  disenchantment 
and  then  disengagement. 

“The  American  male  generally  is  a great  lover 
before  he  gets  married,”  declared  Rabbi  Folkman. 
“If  the  American  male  kept  on  being  the  great 
lover  after  marriage,  this  country’s  divorce  rate 
could  be  reduced  some  40  percent.”  He  said  fur- 
ther that  people  are  not  born  with  the  ability  to 
love;  they  must  learn  to  love.  Another  point  dis- 
cussed was  the  wife’s  involvement  in  her  husband’s 
commitment  to  medicine.  “If  there  is  an  inability 
on  the  part  of  the  wife  to  share  and  understand 
this  commitment,”  commented  the  rabbi,  the 
marriage  can  be  in  for  trouble.”  On  the  other 
hand,  Rabbi  Folkman  asserts  the  physician  must 
not  take  his  wife  for  granted  and  he  must  take 
the  time  to  express  and  share  affection. 

“If  a medical  marriage  is  based  on  love, 
he  said,  “if  there  is  a putting  forth  of  effort,  if 
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there  is  flexibility  to  meet  changing  circumstances, 
then  there  is  every  chance  for  a successful  mar- 
riage.” 


Reflections 

It  isn't  possible  to  include  in  this  column 
full  convention  details  or  to  pay  Dru  Goll  ade- 
quate tl tanks  for  her  fine  performance  as  the 
1970-71  president.  Throughout  this  article,  I have 
tried  to  hit  the  high  spots,  as  it  were.  But  I would 
be  remiss  if  I failed  to  mention  a “first”  at  instal- 
lation (at  least,  to  the  best  of  my  knowledge,  it 
was  a “first”!)  And  that  was  the  presence,  in 
wide-eyed  wonder,  of  Ann  Wiessinger’s  three 
grandchildren.  Of  course,  present  also  were  her 
husband,  two  of  her  three  sons  and  a daughter- 
in-law,  but  it  was  the  beaming,  attractive  young- 
sters who  stole  the  show! 

There  was  a steady  procession  of  attractively 
wrapped  gifts  wending  their  way  to  the  podium 
and  Dru  and  Ann — gifts  from  their  respective 
counties.  On  behalf  of  the  Allen  County  Medical 
Society,  Dr.  Robert  Hollady  presented  the  new 
president  with  a beautiful  wall  clock  suitably  in- 
scribed. 

If  anybody  wanted  to  meet  anybody  at  the 
convention,  the  Pool  Lounge  Area  of  the  Christo- 
pher Inn  served  as  the  favorite  gathering  place 
each  morning.  Mrs.  Janis  Lauva,  Columbiana 
County,  was  chairman  of  the  Plospitality  Room 
in  that  area  where  coffee  and  sweet  rolls  were 
served  each  morning  through  the  generosity  of 
Ohio  Medical  Indemnity  and  Medical  Mutual  of 
Cleveland. 

The  togetherness  of  a convention  is  some- 
thing very  special.  It  sets  the  stage;  it  dominates 
the  proceedings.  The  getting  together  of  doctors’ 
wives  from  all  over  the  state  is  an  enriching  ex- 
perience. This,  and  all  facets  of  auxiliary  activity, 
provide  fertile  soil  for  lasting  friendships.  They 
provide  fertile  soil  for  service  and  accomplishment. 
They  hold  the  potential  of  a magic  wand. 
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Pre-Sate 


(chlorphentermine  hydrochloride) 


Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e  several  weeks)  ad)unct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma.  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types  advanced  arterio- 
sclerosis. severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigemc  effect;  discontinue  the  drug  Tolerance  to  the  anorectic 
effect  may  develop  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child  Use 
of  the  drug  during  lactation  is  not  recommended  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen 
Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation  Endocrine:  changes  in 
libido,  impotence  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis  Allergic:  urticaria  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine  hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  («hlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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Who  knows  more  about 
the  medical  profession 
than  doctors? 

That's  why  there  are  thirteen 
doctors  on  OMI's  twenty-one 
member  board  of  directors. 

Ohio  Medical  Indemnity, 
serving  over  3 million  Ohioans 
is  sponsored  by  the 
Ohio  State 
Medical  Association. 


Blue  Shield 

Ohio  Medical  Indemnity,  Inc. 

3770N.  High  Street 
Columbus,  Ohio  43214 
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KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


July 

Radiology  Lectures,  Department  of  Surgery, 
St.  Elizabeth  Hospital,  Youngstown,  3:00  p.m. 

July  6,  Fractures  and  Dislocations,  I,  Dr.  W. 
Torok;  July  13,  Fractures  and  Dislocations,  II, 
Dr.  Torok;  July  20,  Abdomen  and  KLJB,  Dr.  C. 
Hixson;  July  27,  Esophagus  and  Stomach,  Dr.  B. 
Einfalt. 

Endocrinology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
9:00  a.m.  July  7,  Addison’s  Disease,  Dr.  Wm. 
Cleary;  July  27,  Thyroid  Disease,  Dr.  Cleary. 

Quarterly  Meeting,  Association  of  Physicians 
of  the  State  of  Ohio,  July  9,  Apple  Creek  State 
Hospital. 

American  Institute  of  Homeopathy, — Annual 
Convention,  Neil  House  Motor  Hotel,  Columbus, 
July  17-21. 

Family  Practice  Continuing  Education  Con- 
ferences, St.  Elizabeth  Hospital,  Youngstown, 
8:00-9:00  a.m.  July  9,  Functional  Bowel  Dis- 
orders, Drs.  L.  Caccamo  and  S.  Gaylord;  July  16, 
New  Approaches  to  Treatment  and  Prevention  of 
TB,  Drs.  Caccamo  and  E.  Rotheram;  July  23, 
Diagnosis  and  Management  of  Convulsive  Dis- 
orders in  Children,  Drs.  K.  Wegner  and  Caccamo; 
July  30,  Cancer  Chemotherapy  for  the  Family 
Doctor,  Drs.  J.  Aider  and  Caccamo. 

EKG  Lecture  Series,  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Youngstown;  9:00 
a.m.  July  9,  Electrodes  and  Leads,  Dr.  L.  Cacca- 
mo; July  16,  Measurements,  Dr.  Caccamo;  July 
23,  Axis,  Dr.  Caccamo;  July  30,  Ventricular 
Arrhythmias,  a Classification  of  PVS,  Dr.  Cac- 
camo. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Grand  Rounds,  Department  of  OB-Gyn,  St. 
Elizabeth  Hospital,  Youngstown,  9:00  a.m.  July 
10,  Human  Genetics  and  Associated  Chromosome 
Abnormalities,  Dr.  J.  Dentscheff;  July  17,  Placenta 
and  Hormones,  Dr.  L.  Alexander;  July  24,  Con- 
genital Anomalies  of  Female  Generative  Organs, 
Dr.  R.  Bruchs;  July  31,  Diagnosis,  Lie,  Presenta- 
tion and  Position,  Dr.  S.  Chiasson. 

Hematology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00-4:00  p.m.  July  12,  Hemorrhagic  Diathesis  in 
Uremia,  Dr.  W.  Jensen;  July  26;  Megaloblastic 
Anemia,  Dr.  M.  Westerman. 

Pathology  Lecture  Series,  Department  of  OB- 
Gyn,  St.  Elizabeth  Hospital,  Youngstown,  3:00 
p.m.  July  12,  Vulva  — Inflammatory  Diseases  and 
LJlcerative  Lesions  — Atrophic  and  Hypertrophic 
Changes,  Dr.  J.  Tandatnich;  July  19,  Benign 
and  Malignant  Tumors  and  Other  Malignant 
Lesions  of  the  Vulva,  Dr.  Tandatnich;  July  26, 
Female  LYetha  — Infections  — Benign  and 
Malignant  Tumors,  Dr.  Tandatnich. 

GI  Conferences,  Department  of  Medicine, 
St.  Elizabeth  Hospital,  Youngstown,  1:30  p.m.  July 
13;  Gastroscopy,  Dr.  S.  Gaylord;  July  27,  Peptic 
Ulcers,  Duodenal  Ldcers,  Dr.  Gaylord. 

Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m.  July 

(Continued  on  Next  Page) 
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Educational  Opportunities  in  Ohio — Continued 


13.  Dissecting  Aneurysms  — Medical  and  Surgi- 
cal Treatment,  Drs.  E.  Saadi  and  A.  Riberi; 
July  20,  Syndrome  of  Inappropriate  Antidiuretic 
Hormone  Secretion,  Dr.  Wm.  Cleary;  July  27, 
Neurological  Manifestations  of  Uremia,  Dr.  R. 
Gilliland. 

Cardiology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00  p.m.  July  14,  Surgical  Indications  of  Rheu- 
matic Heart  Disease  and  Coronary  Artery  Disease, 
Dr.  E.  Saadi;  July  28,  Atrial  Septic  Defect,  Dr. 
Saadi. 

Anesthesia  Lecture  Series,  Department  of 
OB-Gyn,  St.  Elizabeth  Hospital,  Youngstown, 
2:00  p.m.  July  14,  Resuscitation  of  the  Mother 
and  Newborn,  Dr.  R.  Richards;  July  21,  Con- 
duction Anesthesia,  Dr.  Richards;  July  28,  Inhala- 
tion Anesthesia  in  Obstetrics,  Dr.  Richards. 

Oncology  Conferences,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  8:00 
a.m.  July  15,  Tumors  of  the  Testis,  Dr.  K.  Murty; 
July  22,  Carcinoma  of  the  Stomach,  Dr.  N. 
Badjatia;  July  29,  Carcinoma  of  the  Esophagus, 
Dr.  U.  Jeong. 

Visiting  Professor  Series,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00-4:00  p.m.  July  15,  Dr.  T.  S.  Danowski,  Dia- 
betes; July  22,  Dr.  Alvin  Shapiro,  Cardioneurosis 
— Functional  GI  Disturbances;  July  29,  Dr.  James 
Shaver,  Surgical  Indications  for  Acquired  Valvular 
Disease. 

Pediatric  Conferences,  Department  of  Sur- 
gery', St.  Elizabeth  Hospital,  Youngstown,  10:00 
a.m.  July  15,  Stomach  — Atresia  and  Stenosis, 
Dr.  J.  Bleacher;  July  29,  Perforation,  Foreign 
Bodies,  Peptic  Disease,  Dr.  Bleacher. 

Grand  Rounds,  Department  of  Surgery,  St. 
Elizabeth  Hospital,  Youngstown,  8:00  a.m.  July 
17,  Pancreas  and  Distasis,  Dr.  K.  Murty;  July 
24,  Rectal  Bleeding,  Dr.  N.  Badjatia;  July  31, 
Spleen  and  TTP,  Dr.  Murty. 

Blood  Gas  Monitoring  — Pre-  and  Postopera- 
tive, Department  of  Surgery,  St.  Elizabeth  Hos- 
pital, Youngstown,  July  22,  9:30  a.m.,  Dr.  E. 
Thomas  Boles,  Jr. 


August 

Short  Course  on  Laser  Safety,  University  of 
Cincinnati,  August  2-6;  contact  R.  James  Rock- 
well, Jr.,  Course  Director,  Laser  Laboratory, 
Children’s  Hospital  Research  Foundation,  Cin- 
cinnati 45229. 

Radiology  Lectures,  Department  of  Surgery, 
St.  Elizabeth  Hospital,  Youngstown,  3:00  p.m. 
August  3,  Small  Bowel  and  Colon,  Dr.  W.  Torok; 
August  10,  Bilary  System,  Dr.  C.  Hixson;  August 
17,  Genitourinary  System,  I,  Dr.  B.  Einfalt; 
August  24,  Genitourinary  System,  II,  Dr.  Einfalt; 
August  31,  Chest  — Normal  Variations,  Dr. 
Torok. 

Pathology  Lecture  Series,  Department  of  OB- 
Gyn,  St.  Elizabeth  Hospital,  Youngstown,  3:00 
p.m.  August  3,  Diseases  of  the  Vagina,  Dr.  J. 
Tandatnich;  August  10,  Histology  of  the  Cervix, 
Dr.  Tandatnich;  August  17,  Cervix  — Inflamma- 
tory Lesions  and  Ca  in  Situ,  Dr.  Tandatnich; 
August  24,  Cervix  — Benigh  Lesions,  Dr.  Tan- 
datnich; August  31,  Cervix  — Epidermoid  and 
Adenocarcinoma,  Dr.  Tandatnich. 

Endocrinology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 

9:00  a.m.  August  4,  Diabetes,  Dr.  Wm.  Cleary; 
August  18,  Hypercalcemia,  Dr.  Cleary. 

Pediatric  Conferences,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  10:00 
a.m.  August  5,  Liver  and  Biliar)'  Tract,  Dr.  J. 
Bleacher;  August  19,  Omphalocele  and  Gas- 

troschisis,  Dr.  Bleacher. 

Visiting  Professor  Series,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 

1:00-4:00  p.m.  August  5,  Dr.  Edward  Rotheram, 
Brain  Abscess;  August  12,  Dr.  T.  S.  Danowski, 
Addison’s  Disease;  August  19,  Dr.  Bertram  Flesh- 
ier, Colitis;  August  26,  Dr.  Alvin  Shapiro,  Clinical 
Pharmacology  — Cardioactive  Drugs. 

Family  Practice  Continuing  Education  Con- 
ferences, St.  Elizabeth  Hospital,  Youngstown, 

8:00-9:00  a.m.  August  6,  Dermatology  for  the 
Family  Doctor  and  Drugs  that  Almost  Always 
Work,  Drs.  A.  Deramo  and  L.  Caccamo;  August 
13,  Depression  States  and  Their  Management, 
Drs.  R.  Boniface  and  M.  Kachmer;  August  20, 
Obesity  and  Its  Management,  Drs.  B.  Firestone 
and  W.  Cleary;  August  27,  Drugs  and  Their 
Toxicity  in  Elderly  Patients  with  Renal  Compli- 
cations, Drs.  Kessler  and  Caccamo. 
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EKG  Lecture  Series,  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Youngstown;  9:00 
a.m.  August  6,  Bundle  Branch  Block,  Dr.  L.  P. 
Caccamo;  August  13,  Heiniblocks  — Introduction, 
Dr.  Caccamo;  August  20,  Heiniblocks,  Dr.  Cac- 
camo; August  27,  Myocardial  Infarction,  Dr. 
Caccamo. 


Hematology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00-4:00  p.m.  August  9,  Microangiopathic 
Hemolytic  Anemia,  Dr.  M.  Westerman;  August 
23,  Pernicious  Anemia,  Dr.  W.  Jensen. 


GI  Conferences,  Department  of  Medicine, 
St.  Elizabeth  Hospital,  Youngstown,  1:30  p.m. 
August  10,  Gastric  Ulcers,  Dr.  S.  Gaylord;  August 
24,  Jaundice,  Dr.  Gaylord. 


Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  8:30  a.m.  August 
10,  Emotional  Problems  of  the  Postcoronary  Pa- 
tient, Drs.  F.  Tiberio  and  R.  Boniface;  August  17, 
Renin  and  Aldosterone  in  Hypertension,  Dr.  E. 
Kessler;  August  24,  Protein-Losing  Enteropathy, 
Drs.  S.  Gaylord. 


Radiology  Lecture  Series,  Department  of  OB 
Gyn,  St.  Elizabeth  Hospital,  Youngstown,  2:00 
p.m.  August  11,  18  and  25,  Radiation  Physics  and 
Biology  — Female  Cancer  Therapy,  Parts  I,  II, 
and  III,  Dr.  W.  Torok. 


Cardiology  Conferences,  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Youngstown,  1:00 
p.m.  August  11,  Superior  Venacava  Obstruction, 
Dr.  E.  Saadi;  August  25,  Mitral  Stenosis  with 
Aortic  Stenosis,  Dr.  Saadi. 


Oncology  Conferences,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  8:00 
a.m.  August  12,  Carcinoma  of  the  Colon,  Dr.  F. 
Garcia;  August  19,  Malignant  Melanoma,  Dr.  I. 
Murty;  August  26,  Carcinoma  of  the  Breast,  Dr. 
N.  Badjatia. 

Renal  Transplantation,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  August 
12,  9:30  a.m.,  Dr.  G.  James  Cerilli. 

Grand  Rounds,  Department  of  Surgery,  St. 
Elizabeth  Hospital,  Youngstown,  8:00  a.m.  August 
14,  Esophageal  Diverticulum,  Dr.  N.  Badjatia; 
August  21,  Tracheoesophageal  Fistula,  Dr.  K. 
Murty;  August  28,  Thyroid  and  Diseases,  Dr. 
Badjatia. 

Grand  Rounds,  Department  of  OB-Gyn,  St. 
Elizabeth  Hospital,  Youngstown,  9:00  a.m.  August 
14,  Antepartum  Care,  Dr.  V.  Lepore;  August  21. 
Clinical  Course  of  Labor,  Dr.  F.  Gambrel;  August 
28,  Hemolytic  Disease  of  the  Newborn,  Dr.  W. 
Moskalik. 

Diabetes  Control  and  Treatment  — Pre-Op 
and  Post-Op,  Combined  Anesthesia-Medical-Sur- 
gical Conference,  St.  Elizabeth  Flospital,  Youngs- 
town, August  14;  9:15  a.m.,  Dr.  Wm.  Cleary. 


October 

Modern  Concepts  in  Electrocardiography  and 
Cardiac  Arrhythmias  — By  the  American  College 
of  Cardiology  in  cooperation  with  the  University 
of  Cincinnati  Medical  Center  and  the  Shriners 
Burns  Institute;  October  28-30  at  the  University 
of  Cincinnati  Medical  Center.  Contact  American 
College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 
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Obituaries 


Epitacio  Arcinus  Catalon,  M.D.,  Elyria;  Col- 
lege of  Medicine,  Manila  Central  University, 
1955;  aged  43;  died  May  23:  resident  of  Elyria 
since  1957,  and  in  private  practice  there  since 
1963. 

Charles  Janies  Chamberlin,  M.D.,  Hamilton; 
Medical  College  of  Ohio,  Cincinnati,  1905;  aged 
88;  died  April  23;  member  of  OSMA  and  AM  A; 
practitioner  of  long  standing  in  Butler  County, 
first  with  offices  in  West  Chester  and  later  in 
Hamilton.  Dr.  Clyde  C.  Chamberlin,  also  of 
Hamilton,  is  his  son. 

Wilmer  Lloyd  Grantham,  M.D.,  Cincinnati; 
North  Carolina  Medical  College,  1906;  aged  88; 
died  May  11;  former  practitioner  in  Ashville, 
N.C.;  specializing  in  urology;  retired  and  resident 
of  Cincinnati  since  1956. 

Harry  Hauser,  M.D.,  Cleveland;  University 
of  Texas  Medical  Branch,  1929;  aged  66;  died 
April  27;  member  of  OSMA,  AMA,  American 
Roentgen  Ray  Society,  Radiological  Society  of 
North  America,  and  American  Radium  Society; 
Fellow,  American  College  of  Radiology;  diplo- 
mate,  American  Board  of  Radiology;  director, 
Department  of  Radiology  of  Metropolitan  Gen- 
eral Hospital  and  clinical  professor  at  Case  West- 
ern Reserve  LTniversity. 

Robert  Gail  Hendershot,  M.D.,  Lima;  Ohio 
State  University  College  of  Medicine,  1943;  aged 
59;  died  May  6;  member  of  OSMA  and  AMA; 
general  practitioner  in  the  Lima  area  for  a num- 
ber of  years;  veteran  of  World  War  II. 

Hariy  James  Jefferson,  M.I).,  Columbus; 
Howard  University  College  of  Medicine,  1928; 
aged  74;  died  May  11;  member  of  OSMA  and 
AMA;  general  practitioner  of  long  standing  in 
Columbus. 

Samuel  Spencer  Leber,  M.D.,  Springfield; 
University  of  Cincinnati  College  of  Medicine, 
1949;  aged  46;  died  May  7 in  a traffic  accident; 
member  of  the  OSMA,  AMA,  and  American 
Psychiatric  Association;  practicing  psychiatrist  in 
Springfield  for  about  12  years;  served  in  the  U.S. 
Air  Force  from  1953  to  1955. 

Maurice  Levine,  M.D.,  Cincinnati;  Johns 
Hopkins  University  School  of  Medicine,  1928; 
aged  68;  died  May  1;  member  of  OSMA,  AMA, 


American  Psychoanalytic  Association,  American 
Psychosomatic  Society,  and  American  Psychiatric 
Association;  diplomate,  American  Board  of  Psy- 
chitatry  and  Neurology;  psychiatrist  of  long 
standing  in  Cincinnati;  director,  Department  of 
Psychiatry,  University  of  Cincinnati;  director, 
Psychiatric  Service,  Cincinnati  General  Hospital; 
and  associated  with  numerous  other  mental  health 
programs  in  the  Cincinnati  area;  formerly  on  the 
National  Mental  Health  Council,  and  consultant 
to  the  Ohio  Department  of  Mental  Hygiene  and 
Correction. 

Robert  Hugh  Mabry,  M.D.,  Springfield; 
Medical  College  of  Georgia,  1942;  aged  55;  died 
May  25;  member  of  OSMA,  the  AMA,  and 
American  Academy  of  Orthopaedic  Surgeons; 
Fellow,  American  College  of  Surgeons;  diplomate, 
American  Board  of  Orthopaedic  Surgery;  prac- 
titioner in  Springfield  since  1948;  veteran  of 
World  War  II. 

Morris  Mark,  M.D.,  Cincinnati;  Eclectic 
Medical  College,  Cincinnati,  1928;  aged  77;  died 
May  1 ; member  of  OSMA,  AMA,  American 
Academy  of  General  Practice,  and  American 
Physicians  Fellowship;  practitioner  in  the  West 
End  area  of  Cincinnati  for  45  years;  served  in  the 
U.S.  Navy  during  World  War  I. 

Maurice  Simon  Rarick,  M.D.,  Thornville; 
Starling  Medical  College,  Columbus,  1903;  aged 
91;  died  May  9;  member  of  OSMA  and  AMA; 
general  practitioner  in  the  Thornville  area  since 
1929  and  physician  for  the  Pennsylvania  Railroad 
for  16  years. 

Richard  Smith  Tyler,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1932; 
aged  67;  died  April  23;  member  of  the  OSMA, 
and  AMA;  Fellow  of  the  American  College  of 
Physicians  and  of  the  American  College  of  Cardi- 
ology; diplomate  of  the  American  Board  of  In- 
ternal Medicine;  practitioner  in  Cincinnati  for 
35  years;  instructor  in  the  University  of  Cincin- 
nati College  of  Medicine. 

Harry  Leroy  Weaver,  M.D.,  Alliance;  West- 
ern Reserve  University  School  of  Medicine,  1920; 
aged  77;  died  April  30;  member  of  OSMA,  AMA, 
and  Industrial  Medical  Association;  general  prac- 
titioner of  long  standing  in  Alliance,  and  practi- 
tioner in  industrial  medicine. 
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NURSING 

Jeanne  H.  Stephens,  Oberlin,  Ch. 
David  T.  Curtis,  Toledo 
Nelson  E.  Klamm,  Cleveland 
Lloyd  E.  Larrick,  Cincinnati 
Anthony  Ruppersberg,  Jr.,  Columbus 

PRIVATE  PRACTICE 
Maurice  F.  Lieber,  Canton,  Ch. 
Kenneth  W.  Clement,  Cleveland 
Carl  G.  Madsen,  Jr.,  Painesville 
Sanford  Press,  Steubenville 
Robert  E.  Tschantz,  Canton 

RURAL  HEALTH 

Robert  E.  Reiheld,  Orrville,  Ch. 
Robert  R.  C.  Buchan,  Troy 
Ralph  B.  Burner,  Gallipolis 
A.  Robert  Davies,  Troy 
E.  Joel  Davis,  East  Canton 
James  M.  Fraser,  Perrysburg 
Jerry  L.  Hammon,  West  Milton 
Jasper  M.  Hedges,  Circleville 
Luther  W.  High,  Millersburg 


H.  K.  Keylor,  Columbiana 
E.  D.  Mattmiller,  Athens 
Robert  P.  McFarland,  Oberlin 
II.  B.  Newhard,  Bucyrus 
John  R.  Polsley,  Urbana 
Leonard  S.  Pritchard,  Columbiana 
A.  C.  Reed,  Lima 
John  E.  Rosso,  Willard 
Harold  C.  Smith,  Van  Wert 
Don  G.  Warren,  West  Lafayette 
R.  J.  Zimmerman,  Conneaut 

OSMA  ADVISORY  COMMITTEE  TO 
THE  OHIO  STATE  SOCIETY 
OF  MEDICAL  ASSISTANTS 
William  M.  Wells,  Newark,  Chairman 
James  C.  McLarnan,  Mt.  Vernon 
James  G.  Tye,  Dayton 

SCHOOL  HEALTH 

Charles  H.  McMullen,  Loudonville, 
Chairman 

Walter  Felson,  Greenfield 
Louis  J.  R.  Goorey,  Columbus 
Robert  P.  Hardman,  Dayton 
Albert  C.  Howell,  Tipp  City 
Dale  A.  Hudson,  Piqua 
Clinton  F.  Lavender,  Sandusky 
Sol  Maggied,  West  Jefferson 
Carl  Opaskar,  Cleveland 
James  M.  Orr,  Gallipolis 
Carey  B.  Paul,  Jr.,  Columbus 
Carl  L.  Petersilge,  Newark 
Edward  J.  Pike,  Toledo 
J.  L.  Rauh,  Cincinnati 
Thomas  E.  Shaffer,  Columbus 
Aubrey  L.  Sparks,  Warren 
C.  D.  Stienecker,  Wapakoneta 
J.  P.  Steinhilber,  Piqua 
Thomas  E.  Wilson,  Warren 

OSMA  MEMBERS  OF  THE  JOINT 
COMMITTEE  ON  SCHOOL  BUS 
DRIVER  EXAMINATIONS 
Carey  B.  Paul,  Jr.,  Columbus,  Ch. 
Drew  L.  Davies,  Columbus 

OSMA  MEMBERS  OF  THE  JOINT 
ADVISORY  COMMITTEE  ON 
SPECIAL  EDUCATION 
Carey  B.  Paul,  Jr.,  Columbus,  Ch. 

J.  Philip  Ambuel,  Columbus 
Elizabeth  R.  Aplin,  Columbus 
Robert  P.  Hardman,  Dayton 
Carl  Opaskar,  Cleveland 
Edward  J.  Pike,  Toledo 

G.  Dean  Timmons,  Akron 

OSMA  MEMBERS  OF  THE  JOINT 
ADVISORY  COMMITTEE  ON 
SPORTS  MEDICINE 
Sol  Maggied,  West  Jefferson,  Ch. 

H.  Royer  Collins,  Cleveland 
Ned  B.  Hein,  Toledo 

John  R.  Jones,  Toledo 
Gregory  B.  Krivchenia,  Marietta 
Marvin  R.  McClellan,  Cincinnati 
Charles  H.  McMullen,  Loudonville 
Robert  J.  Murphy,  Columbus 
Carey  B.  Paul,  Jr.,  Columbus 
Sanford  Press,  Steubenville 
Brady  F.  Randolph,  Jr.,  Hamilton 
de  Wayne  G.  Richey,  Cleveland 
Thomas  E.  Shaffer,  Columbus 
Richard  F.  Slager,  Columbus 
Donald  M.  Thaler,  Gallipolis 
Michael  Vuksta,  Youngstown 
Gene  E.  Wright,  Lima 
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State  Association  Officers  and  Committeemen  (Continued 


WORKMEN’S  COMPENSATION 

Jacobus  Budding,  Cincinnati 
Lawrence  T.  Hadbavny,  Cleveland 
John  C.  Kelleher,  Toledo 
Edmund  F.  Ley,  Tiffin 
Daniel  M.  Murphy,  Marion 
J.  Richard  Nolan,  Ashtabula 
Joseph  H.  Shepard,  Columbus 
Harold  J.  Theisen,  Cleveland 
W.  T.  Washam,  Columbus 
Rex  H.  Wilson,  Akron 


WOMAN’S  AUXILIARY  ADVISORY 
COMMITTEE 

Paul  N.  Ivins,  Hamilton,  Chairman 
Dwight  L.  Becker,  Lima 
Maurice  F.  Lieber,  Canton 

OHIO  MEDICAL  INDEMNITY  LIAI- 
SON COMMITTEE 
Richard  L.  Fulton,  Columbus,  Ch. 
Paul  N.  Ivins,  Hamilton 
William  M.  Wells,  Newark 
Mr.  Hart  F.  Page,  Executive  Director, 
OSMA,  Columbus 

Mr.  Jerry  J.  Campbell,  Administra- 
tive Assistant,  OSMA,  Columbus 


OSMA  LIAISON  COMMITTEE 
WITH  OHIO  DEPARTMENT 
OF  PUBLIC  WELFARE 

Paul  A.  Jones,  Zanesville,  Chairman 
Elliott  W.  Schilke,  Springfield 
Clarence  L.  Huggins,  Cleveland 
Thomas  Washam,  Columbus 
Charles  E.  Jaeckle,  Defiance 
John  Garvin,  Columbus 
Paul  Metzger,  Columbus 
deWayne  Richey,  Shaker  Heights 
Howard  W.  Lowery,  Columbus 


DELEGATES  and  ALTERNATES 


DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 
Philip  B.  Plardymon,  Columbus 
Harry  K.  Flines,  Cincinnati 
Richard  L.  Meiling,  Columbus 
Lawrence  C.  Meredith,  Elyria 
Frederick  P.  Osgood,  Toledo 
P.  John  Robechek,  Cleveland 
Robert  N.  Smith,  Toledo 
Robert  E.  Tschantz,  Canton 


ALTERNATE  DELEGATES 
TO  THE  AMA 
George  N.  Bates,  Toledo 
Dwight  L.  Becker,  Lima 
Oscar  W.  Clarke,  Gallipolis 
Henry  A.  Crawford,  Cleveland 
(Serving  as  delegate) 

Jerry  L.  Hammon,  West  Milton 
William  J.  Lewis  jr.,  Dayton 
H.  William  Porterfield,  Columbus 
Jack  Schreiber,  Canfield 


For  Roster  of  County  Medical  Societies 
Refer  to  May  Issue  of  The  Journal,  Pages  477-479 


OSMA  Group  Term  Life  Insurance  offers: 

*tax  savings  for  professional  corporations 
* lower  rates 

*optional  dependent  coverage 

Group  ordinary  life  insurance,  disability,  and 
Business  Overhead  Expense  plans  also  available.  Contact: 

^0Y°„C 

</| - 

! To 


TURNER  & SHEPARD,  INC. 

# TWELFTH  FLOOR  17  SOUTH  HIGH  STREET 

/ COLUMBUS,  OHIO  43215  PHONE  (614)  228-6115 


*»V0  YOU  c* 


July,  1971  / 693 


Table  of  Contents 

Professional  Activities  and 
Other  Features 

(Continued  from  Page  568) 


Page 

578  Canton  Newspaper  Editorial:  ‘‘Word  to  the 

Wise?” 

579  Medical  Library  Association  Honors  Toledo 

Physician 

583  Investment  Prognosis  — Comments  on  the 
Investment  Markets 

586  Highlights  in  Ohio  Welfare  — Children’s 
Sendees  in  Ohio 

589  Letters  to  the  Editor 

664  New  Administrative  Assistant  loins  OSMA 
Staff 

673  On  the  OMPAC  Front:  Some  Echoes  of 

Misjudgments  and  Questionable  Advice 

674  Woman’s  Auxiliary  Highlights  — Reports 

of  the  Annual  Meeting 

686  Keeping  Up:  Continuing  Education  Op- 
portunities for  Physicians  in  Ohio 

690  Obituaries 

691  Updated  Roster  of  OSMA  Officers  and 

Committeemen 

694  The  Journal’s  Advertisers  in  This  Issue 

695  Classified  Advertisements 


JOURNAL  ADVERTISERS 

Advertisers  in  The  Journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  services  and  products.  They  underwrite  a large 
portion  of  the  printing  cost  of  The  Journal,  and  help  make 
it  a quality  publication.  In  return  we  place  their  messages 
on  the  desks  of  Ohio's  physicians.  Please  familiarize  yourself 
with  their  services  and  products,  and  let  them  know  that 
you  see  their  advertising  in  The  Journal. 


In  This  Issue: 


Arch  Laboratories 681 

Armour  Pharmaceutical  Company  584-585 

Blessings,  Inc 661 

Bristol  Laboratories,  Division  of 
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Co Inside  Back  Cover 
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Richardson-Merrell,  Inc.  . . 587-588,  633-634 
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Atlas  Chemical  Industries,  Inc 616 

Turner  & Shepard,  Inc 693 

The  Upjohn  Company  ....  570-571-572,  682-683 

Walker,  Corp.  & Company,  Inc 578-579 
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Warner-Lambert  Company  684-685 

Wendt-Bristol  Company  673 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified,  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  Fo  assure  piompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building.  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616. 
o/o  The  Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron.  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi.  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 
13,000  students,  modern  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  c/o  The  Ohio  State  Medical  Journal. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus. 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller. 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210.  Phone  (513)  651-2470. 


CENTRALLY  AIR  CONDITIONED  FULL  SER- 
VICE OFFICE:  Prime  University  Heights  Cleveland 
Heights,  South  Euclid  intersection.  Excellent  for  In- 
ternist, General  Practitioner,  Ophthalmologist,  or  other 
specialist.  Opposite  May’s  on  the  Heights.  Doctors  Cen- 
ter Bldg.  14077  Cedar  Road,  Cleveland,  Ohio  44118 
Phone  216-321-5060. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont.  Ohio,  Phone  271-0291. 


WANTED:  Desperate  need  for  two  or  more  physi- 
cians. Desirable  section  of  Ohio  Trading  Center  of 
approx.  20,000.  Contact  H.  D.  Smith,  Chamber  of  Com- 
merce, East  Palestine,  Ohio  44413. 


GENERAL  PRACTITIONER  to  head  health  team 
family  service  practice.  Splendid  opportunity  for  a com- 
prehensive community  service  affiliated  with  the  Medical 
College  of  Ohio.  Appointment  to  Medical  College  pos- 
sible. Salary  negotiable.  Contact  Director,  Cordelia  Mar- 
tin Interim  Health  Center,  1636  West  Bancroft  St., 
Toledo,  Ohio  43606.  Phone  419-479-8466. 


FAIRFIELD  COUNTY — 50  acres,  very  nice  6 
room  2 story  home,  restored  log  barn  now  being  used 
for  parties  etc.  Excellent  lake  site,  some  woods.  Secluded. 
$35,000.  Contact  Tom  Mertz  536-7563  (Evenings) 
Central  Realty  Co.,  401  E.  Main  St.,  Lancaster,  Ohio 
43130,  phone  653-8533. 


NEEDED — an  Associate  for  the  practice  of  OB- 
Gyn.  in  a University  town  in  N.E.  Ohio.  Please  reply 
to  Box  631,  c/o  Ohio  State  Medical  Journal. 


— More  Classified  Ads  on  Next  Page  — 
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( Continued  from  Previous  Page ) 


NORTHWEST  OHIO-SURGEON  AND  GENER- 
ALIST, to  join  active,  busy  group.  New  office,  new 
hospital,  good  area.  Send  for  prospectus.  Archbold 
Medical  Group,  Archbold,  Ohio  43502. 


THE  THIRD  STAFF  PSYCHIATRIST  IS 
NEEDED  for  the  Northwest  Community  Mental  Health 
Center,  Inc.  located  in  Lima,  Ohio.  The  Center  offers 
all  five  services  of  a Comprehensive  Mental  Health 
Center.  Lima  is  a city  of  60,000  with  the  Center  serving 
a three-county  catchment  area  of  180,000,  which  is  a 
rich  industrial-farming  community  in  Northwestern  Ohio. 
Good  schools  and  churches  of  all  denominations  are 
located  in  the  area.  Salary  for  a board  eligible  or  board 
qualified  psychiatrist  to  start  is  $27,000-$28,000.  Fringe 
benefits  negotiable.  Federal  staffing  grant  with  local  and 
state  funding  of  programs.  Write  or  call  collect:  North- 
west Community  Mental  Health  Center,  718  West 
Market,  Lima.  Ohio  45801  — 419-229-6826. 


FAMILY  PRACTICE  RESIDENCY  Just  ap- 
proved — - openings  at  all  levels  — • can  start  immediately 
for  details  contact:  A.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Hospital,  309  E. 
State,  Columbus,  Ohio  43215. 


WE  ARE  IN  NEED  OF  PHYSICIANS  to  run 
Emergency  Room  in  Southeast  Ohio  Hospital : Doctor 
needed  who  can  adjust  to  local  situation,  including  out- 
patient care:  Salary  $25,000  per  year.  Terms  and  details 
may  be  discussed  with  Harold  J.  Rolph,  Administrator, 
Lawrence  County  General  Hospital,  Ironton,  Ohio: 
Phone  (614-542-3231). 


IMMEDIATE  OPENING  FOR  FULL  TIME 
MEDICAL  DIRECTOR 
Send  Resume  or  Contact  Salary  Personnel 
Fisher  Body-Euclid  Plant,  G.M.C. 

20001  Euclid  Avenue 
Cleveland,  Ohio  44117 
(216)  266-5058 

An  Equal  Opportunity  Employer 


FULL-TIME  INDUSTRIAL  PHYSICIAN 

40  hour  week.  Office  and  plant  population. 
Plant  in  suburban  Cincinnati.  No  industrial 
experience  necessary.  Outstanding  fringe  bene- 
fits. Salary  negotiable.  Call  Paul  Bauer,  782- 
7317  collect,  or  write  to  Ford  Motor  Company, 
Box  1939,  Cincinnati,  Ohio  45241. 


EXCELLENT  OPPORTUNITY  in  County  Seat  of 
45,000  pop;  Office,  equipment,  and  home  for  sale,  pref- 
erably to  a General  Practitioner.  Contact:  R.  W.  Jones, 
M.D..  166  Hudson  Avenue.  Newark.  Ohio,  43055. 


MARIETTA,  OHIO — A new  group  is  now  being 
formed  to  provide  Emergency  and  Outpatient  services  to 
a growing  area.  Guaranteed  minimum  income  with 
excellent  potential  and  no  investment.  The  low  pressure 
atmosphere  makes  this  a real  opportunity  and  yet  chal- 
lenging. Contact  J.  E.  LaBarre,  M.D.,  Marietta  Memo- 
rial Hospital,  Marietta,  Ohio  45750. 


PSYCHIATRIST  for  Mental  Hygiene  Clinic  at 
Cleveland  Veterans  Administration  Hospital,  10701  East 
Blvd.,  Cleveland,  Ohio  44106.  40-hour  week;  excellent 
fringe  benefits;  retirement  program.  New  Day  Center 
facilities;  opportunity  to  treat  young  veterans.  Hospital 
has  University  affiliation  including  in-patient  psychiatric 
residency  program.  Allowance  for  moving  expense.  Salary 
up  to  $27,483,  depending  on  qualifications.  Contact 
Chief,  Out-patient  Psychiatry  Service.  Area  Code  216, 
791-3800,  EXT.  417. 


COLUMBUS  — ADJOINING  SUBURB  OF  BER- 
WICK 5-rm.  professional  suite  for  lease.  High  traffic 
flow  area.  Write:  Mrs.  V.  Taylor,  2033  Cedar  Pt.  Road, 
Sandusky,  O.  44870. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


17% 


POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole. .100  mg. 

Nicotinic  Acid 100  mg 

Ascorbic  Acid !!loo  mg.‘ 

Thiamine  HCI 25  mg. 

1 -Glutamic  Acid 50  mg. 

Niacinamide 5 mg! 

Riboflavin ‘ 2 mg! 

Pyridoxine.  . .’.!'!!.!!!  3 mg! 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100  , 500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is  //^ 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REFER  TO 

PDRj 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

f2500W. 6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


(4$) 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 
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Android 

(thyroid-androgen)  tablets 


I 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ..  .30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500,  1000. 


EXTRA  HIGH  P0TENCT 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext. (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B-C0MPIEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg 
Thyroid  Ext.  ('A  gr.)  . . .15  mg 
Ascorbic  Acid  (Vit.C)  .250  mg 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyridoxine  HCL 5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  . 10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorena 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  shin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Monteeeno,  P , end  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sehual 
impotence  Clin  Med  12  69,  1966  2.  Dublin,  M F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67,  1964  3.  Titeff,  A.  S.  Methvltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6 1962  4.  Heilman,  l , Bradlow,  H.  I , Zumotf,  B , Fukushima.  D.  K.,and  Gallagher,  T.  F. 
Thyroid  androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19  936, 
1959  5 Farris.  E.  J..  and  Colton,  S.  W.  Effects  of  L-thyroxme  and  liothyromne  on  spermatogenesis. 
J Urol  79  863.  1958  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippmcott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD— used  adjunctively 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
, / Nutley,  N.J.  07110 
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For  a Brief  Review  of  One  of  the  Gold  Award  Winning  Exhibits 
at  the  1971  OSMA  Annual  Meeting,  Turn  to  Page  752. 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.1 23 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,1  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 


IV 


Tr»t  FRANCIS 

In  summary,  Dalmane  is  useful 
types  of  insomnia  characterizOTny^ 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


A,  COUNTWA 
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Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A..  eta!.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego.  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A , 
eta!.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.) : Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file,  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions, 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need  ROCHE 


NewT^V  1 

Dalmane 

(flurazepam  hydrochloride} 


Roche  Laboratories 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax  it’s  predictable 

bisacodyl 


(fi t.eiGY  PHARMACEUTICALS,  DIVISION  OF  GFIGY  CHEMICAL  CORPORATION.  ARDSLEY,  NEW  YORK  10502  UNDER  LICENSE  FROM  BOEH RINGER  INGELHElM  G.  M.  B.  H. 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
tinue  for  at  least  10  days. 
Studies  indicate  that 
does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


Lincocin* 

(lincomycin 
hyOroctitoftde  inj«C»iO«) 

Cow*  to  WO  ipi-  ^ 


3Gm.  per  lOcc. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler 
ated.  Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
Upjohn) 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal— Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hy  persensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions— Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution.  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 

For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company  i 
Kalamazoo 
Michigan  49001 


Upjohn 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


COMPLETE  PROTECTION  FOR  YOU  and  YOUR  FAMILY 

’"'OS  M 

EXTRA  CASH  HOSPITAL  PLAN  pays  YOU  up  to  $40  a day  when  you 
or  a member  of  your  family  is  hospitalized. 

COMPREHENSIVE  MAJOR  MEDICAL  Insurance  covers  up  to  $20,000 
in  medical  expenses  for  you  and  each  member  of  your  family  for  EACH  injury  or 
illness.  Special  student  rates  available  on  request. 


ALSO  AVAILABLE  TO  OHIO  PHYSICIANS: 

■ Up  to  $150,000  Accidental  Death,  Dismemberment  and  Disability  Insurance. 

■ Up  to  $800  a month  tax-free  Disability  Income  Protection  Insurance  paid  to  you  when- 
ever you  are  sick  or  injured  and  can’t  work. 

■ Up  to  $2000  a month  Practice  Overhead  Expense  Insurance  to  pay  your  office  expenses 
while  you're  disabled  due  to  accident  or  illness. 

High  value  insurance  protection  at  low  group  ra  es  . . . another  membership  advantage  available 
only  through  the  Ohio  State  Medical  Association. 
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SPONSORED 


For  information,  telephone  collect  or  write 

Spencer  W . Cunningham,  President 

DANIELS-HEAD  & ASSOCIATES,  INC. 

Daniels-Head  Building  • Portsmouth,  Ohio  45662 
Telephone  614/354-4561 
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The  Availability  of  Medical  Care 

By  Jack  Schreiber,  M.D. 


N THE  FIRST  TWO  ARTICLES  of  this  series 
I pointed  out  that  the  vote  seeking  politicians, 
t lie  propagandists,  and  the  social  planners  have 
tried  to  convey  to  the  American  people  three  false 
and  misleading  statements  to  justify  their  desires 
for  a system  of  nationalized  medicine  in  this  coun- 
try: (1)  Medical  care  in  the  United  States  is  in- 
ferior, (2)  Medical  care  in  the  United  States  is 
too  expensive,  and  (3)  Good  medical  care  is  not 
available  when  you  need  it.  For  years,  these  people 
have  been  claiming,  “Even  if  you  can  afford  good 
medical  care,  you  never  can  get  a doctor  when  you 
need  one.”  Or,  as  Daniel  Shorer  on  the  CBS-TV 
program  in  April,  1970,  stated,  “Even  if  you  can 
afford  to  get  sick  in  America,  you'll  have  difficulty 
finding  anybody  to  take  care  of  you.”  Let’s  take 
a close  look  at  the  charges  about  the  availability 
of  medical  care  in  this  country. 

Many,  in  and  out  of  the  profession,  state  that 
there  is  a doctor  shortage  in  this  country.  While 
there  may  never  be  enough  doctors  in  some  areas 
in  the  L'nited  States,  this  country  has  more  doctors 
per  population  than  any  other  nation  in  the  world 
one  for  every  640  citizens.  By  comparison. 
France  lias  one  physician  for  every  750  people  and 
Great  Britain  has  one  for  every  1150  citizens.1 
It  is  true,  however,  that  many  physicians  have 
been  drawn  away  from  patient  care  by  govern- 
ment inducements  to  research  and  administrative 
work.  A total  of  28.105  doctors  are  in  government 
service  (enough  to  supply  three  cities  the  size  of 
Los  Angeles.)1 

The  charge  is  frequently  made  that  doctors 
don’t  make  house  calls  anymore.  According  to  a 
recent  Medical  Economics  survey,  most  physicians 


Editor's  Note  : This  is  the  third  of  a series  of 
articles  submitted  to  The  Journal  by  Dr.  Schrei- 
ber, general  practitioner  in  Canfield,  member  of 
the  AMA  Speakers’  Bureau,  and  four-time  recipi- 
ent of  the  Freedoms  Foundation  Award.  Dr. 
Schreiber  has  spoken  throughout  Ohio  and  nu- 
merous other  states  to  both  professional  and  lay 
audiences,  using  themes  similar  to  those  presented 
in  these  papers.  Refer  to  page  574  in  the  July 
issue  of  The  Journal  and  page  492  in  the  June 
number. 


still  make  house  calls,  but  on  a limited  basis,  due 
chiefly  to  the  obvious  limitations  of  time,  and  the 
opportunity  to  provide  higher  quality  of  care  in 
one’s  “workshop,”  rather  than  at  the  bedside. 
Many  laymen  who  still  measure  a good  doctor  by 
the  number  of  house  calls  continue  to  live  in  the 
nostalgia  of  a day  long  past  when  the  physician 
had  fewer  patients  to  treat  and  could  perform  the 
same  service  at  the  bedside  as  he  did  in  an  office 
with  meager  equipment. 

What  About  Health  Facilities? 

But  the  doctor  is  only  part  of  the  total  medi- 
cal care  system.  What  about  hospitals?  How  do 
we  compare  with  other  nations  who  have  the  kind 
of  system  the  politicians  plan  for  this  country?  In 
1969  the  United  States  had  7,144  hospitals,  up 
4 percent  since  1960.  In  Great  Britain,  no  new 
hospitals  were  built  from  1948  (the  conception  of 
the  National  Health  Service)  until  1962.  Since 
then  only  ten  have  been  built.  Since  World  War 
II,  515  new  hospitals  have  been  built  in  just  17 
states  in  the  Southeastern  part  of  our  country, 
an  area  comparable  in  size  to  the  United  King- 
dom. In  most  of  post  war  Europe,  hospital  con- 
struction has  been  at  a standstill  because  of  the 
lack  of  funds,  in  spite  of  the  fact  that  in  Sweden, 
for  example,  20  percent  of  the  Swedish  citizen’s 
taxes  are  for  “free”  health  care. 

Not  only  do  most  Europeans  have  fewer  hos- 
pitals than  Americans,  but  the  availability  of 
hospital  beds  in  Europe  is  less  because  of  the 
longer  length  of  stay.  In  1969,  in  the  United 
States,  the  average  length  of  stay  in  a nonfederal, 
short-term,  general  hospital  was  8.3  days.  In  En- 
gland and  Sweden  the  length  of  stay  was  50 
percent  longer  and  in  Germany  it  was  300  percent 
longer  for  the  same  time  period.  Since  length  of 
stay  determines  availability  because  of  the  turn- 
over factor,  one  might  also  compare  nonfederal, 
general  hospitals  with  government  (VA)  hospitals, 
in  this  country.  In  1969  this  was  8.3  days  com- 
pared to  38.8  days  for  VA  hospitals.2 

Because  people  stay  longer  in  hospital  beds  in 
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Europe  and  because  there  are  fewer  hospitals  per 
population,  waiting  lists  also  are  a factor  in  the 
availability  of  hospital  care.  Most  people,  in  the 
United  States,  arc  able  to  get  into  a hospital  of 
their  choice  for  elective  surgery  in  two  to  four 
weeks.  Anthony  Le  Jeune  says  that  under  National 
Health  Service  in  England,  “The  average  wait  for 
a nonurgent  operation  is  22  weeks  and  the  waiting 
period  may  stretch  to  a year.”  Professor  Russell 
Kirk  reports,  “People  have  to  wait  up  to  7 years 
for  treatment  of  hernias  or  varicose  veins  (Great 
Britain)” 

A Point  on  Free  Choice 

Critics  of  our  present  health  care  delivery 
system  usually  fail  to  point  out  that  most  people 
want  more  than  just  any  doctor  available  - — if 
given  a choice  they  would  like  their  own  personal 
physician.  In  Sweden,  private  doctors  are  forbid- 
den to  treat  their  own  patients  in  hospitals.  Con- 
sequently, of  the  8500  doctors  in  that  country,  only 
1200  are  in  private  practice  (one-fifth  of  them 
over  70  years  old.)  Only  30  percent  of  Swedish 
citizens  are  now  treated  by  their  own  private  phy- 
sicians. A recent  survey  in  England  revealed  that 
fewer  than  50  percent  of  NHS  patients  get  to 
see  the  specialist  of  their  choice  — and  42  percent 
are  never  even  told  the  name  of  the  specialist 
they  do  see.3 

In  arguing  the  merits  of  increasing  the  availa- 
bility of  medical  care  in  this  country  proponents 
of  socialized  medicine  strongly  favor  prepaid, 
closed  panel  group  practice,  (Kaiser-Permanente 
prototype)  as  a panacea  for  having  a doctor 
available  for  every  patient’s  every  whim.  One  ol 
the  strong  selling  points,  to  the  medical  profession, 
of  the  Kaiser  closed  panel  group  is  the  40-hour 
work  week.  The  average  physician,  in  private 
practice,  works  a 65  hour  work  week,  (according 
to  Medical  Economics) . The  question  therefore  is: 
Would  the  grouping  of  physicians  in  the  Kaiser 
prototype  make  medical  care  more  available,  or 
would  it,  indeed,  create  just  the  opposite  result.’ 
Dr.  Roger  Egeberg,  in  a speech  before  the  Ohio 
State  Medical  Association  in  Columbus  in  1970, 
stated  that  if  all  those  physicians  now  working  a 
60-  to  70-hour  week  were  suddenly  to  limit  their 
practice  to  a 40  hour  week,  the  result  would  be  an 
immediate  reduction  equivalent  to  the  loss  of 
50,000  physicians. 

I believe  it  is  safe  to  say  that  more  people 
are  getting  more  care  — better  care,  overall 
than  at  any  time  in  the  history  of  our  country. 
While  there  are  many  small  towns  without  phy- 
sicians, and  while  there  are  cases  of  people, 
through  ignorance  or  superstition  who  don’t  get 
to  a physician  or  a hospital,  nevertheless,  the  facts 
speak  for  themselves.  There  have  been  no  wide- 
spread epidemics  wiping  out  thousands  of  people. 


Few,  in  this  country,  are  dying  in  the  street  be- 
cause of  lack  of  medical  care. 

Medical  Care  Available — If  . . . 

Medical  care  — quality  care  — is  available 
to  the  great  majority  of  the  American  people, 
provided  they  are  willing  to  accept  personal  re- 
sponsibility in  seeking  that  care.  The  availability 
of  medical  care  in  this  country,  at  all  levels,  would 
be  enhanced  if : 

1 . Every  family  would  establish  contact 
with  a personal  physician  or  clinic,  or  some 
organized  medical  care  group. 

2.  Patients  could  be  taught  to  utilize 
medical  facilities  properly.  This  means,  for 
example,  not  asking  for  hospital  treatment 
when  that  type  of  treatment  is  deemed  un- 
necessary by  the  attending  physician. 

3.  Patients  can  be  taught  to  use  good 
common  sense.  This  means,  when  possible, 
utilizing  the  services  of  a physician  during 
office  hours,  rather  than  waiting  until  night 
or  on  weekends.  It  also  means  following  phy- 
sicians’ instructions  regarding  diet,  personal 
habits,  and  the  taking  of  medication. 

4.  Patients  can  be  taught  that  overutili- 
zation of  all  medical  personnel  and  facilities 
has  the  effect  of  reducing  the  supply,  thus 
diminishing  availability. 

In  summary,  politicians  seeking  votes,  social 
planners  and  those  in  government,  who  for  years 
have  been  trying  to  bring  about  a drastic  change 
in  our  medical  care  system  have  attempted  to 
justify  their  demands  for  Socialized  medicine  by 
claiming:  (1)  Medical  care  is  inferior,  (2)  Medi- 
cal care  is  too  expensive,  and  (3)  Quality  medical 
care  is  not  available.  Their  universal  answer  for 
these  false  and  unwarranted  charges  is  the  Euro- 
pean failure  of  Nationalized  or  State  controlled 
medicine.  The  irony  of  it  all  is  that  Socialized 
medicine  existing  abroad,  and  even  within  our 
shores,  in  the  form  of  the  Veteran’s  Administra- 
tion, historically  raises  costs,  lowers  quality,  and 
produces  a relative  shortage  of  personnel  and 
facilities. 

The  public  is  being  propagandized  into  be- 
lieving that  only  the  government  can  provide  for 
their  medical  care  needs.  Somehow  we  must  tell 
our  patients  and  the  public  that  no  government 
can  deliver  a high  quality  and  reasonably  priced 
medical  care.  Only  physicians,  practicing  in  a 
stimulating,  pluralistic,  competitive,  free-enterprise 
environment  can  do  that. 
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ntroducing... 

jtfew  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..a  simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  wit 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medica 
Record  System  helps  protect  your  good  name. 


The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation . 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


ROCOM"  <S> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 

r—  Health  History  Medical  Record 

I System  System 

Telephone  System  Appointment  System 


Name 

Specialty 

Street 

City 

State 

Please  do  not  forget  Zip  Code 
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! Rocom  Telephone  System  a complete 
system;  one  that  can  be  understood  quickly 
u by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
ti  with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 
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Created  and  developed  by  Patient  Care  Systems,  Inc. 


With  EVAC-U-GEN  — your  patients  with 
functional  constipation  can  evacuate  gently. 
Because  EVAC-U-GEN  has  a mild  laxative 
action  and  tends  to  cause  the  stool  to  be  soft  — 
it  is  highly  desirable  for  those  sensitive  to 
harsh  laxatives  — particularly  children,  preg- 
nant women,  and  geriatric  patients.  Recom- 
mend EVAC-U-GEN  for  the  management  of 
functional  constipation.  It  is  highly  effective. 
Non-griping.  Chewable.  Very  palatable. 
Economical. 

EVAC-U-GEN 

IWWWWWAWflWWWfli 

A highly-flavored  and  palatable  tablet  of  yellow  phenolph- 
thalein,  bismuth  subcarbonate,  bismuth  subgallate  in  spe- 
cial base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose: 
Chew  1 or  2 tablets  night  or  morning.  Children  (up  to  age 
10):  'It  tablet.  A citrus  drink  taken  with  tablet  will  stimu- 
late action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis 
are  present  and  discontinue  use  if  skin  rash  appears.  De- 
pendence on  laxatives  can  result  from  continued  use. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


Children’s  Hospital,  Columbus; 

A Study  in  Advance 

Many  changes  have  occurred  in  Children’s 
Hospital,  Columbus,  since  it  was  established  as  a 
nine-bed  unit  in  1893,  the  annual  report  for  1970 
shows. 

At  the  outset  it  was  staffed  by  a matron,  five 
practical  nurses  and  a cook,  with  a medical  staff 
of  six  physicians.  During  1970,  the  hospital  treated 
nearly  140,000  patients,  including  admissions,  out- 
patient care  and  emergency  room  treatment. 

Here  are  some  statistics  for  the  year:  Admis- 
sions, 14,274;  Patient  Days,  79,911  ; Average  Daily 
Census,  219;  Average  Length  of  Stay,  5.6  days; 
Outpatient  Care,  81,302:  Emergency  Room  Visits, 
43,855;  Ohio  Counties  Served,  85;  Hours  of 
Volunteer  Service,  23,047;  Unpaid  Care,  $946,900. 

Med  Schools  Seek  Uniformity 
in  Shortening  Curricula 

Case  Western  Reserve  University  School  of 
Medicine  and  six  other  U.S.  medical  schools 
have  undertaken  a study  intended  to  develop  a 
model  procedure  for  uniformly  shortening  the 
time  needed  to  educate  doctors. 

A $20,000  grant  from  the  Commonwealth 
Fund  of  New  York  supports  a planning  project  to 
evaluate  and  work  for  changes  in  the  12-year 
period  of  formal  education  now  customary  in  the 
preparation  of  physicians,  including  college,  medi- 
cal school  and  graduate  training. 

In  addition  to  CWRU,  the  schools  involved 
are  the  College  of  Physicians  and  Surgeons  of 
Columbia  University,  Duke  University  School  of 
Medicine,  Harvard  Medical  School,  the  Johns 
Hopkins  School  of  Medicine,  University  of  Pitts- 
burgh School  of  Medicine  and  Yale  University 
School  of  Medicine. 

Dean  Fredrick  C.  Redlich  of  Yale,  chairman 
of  the  committee  of  medical  school  deans  who 
developed  the  proposal,  said  that  the  collabora- 
tive effort  to  abbreviate  medical  education  was 
needed  so  that  exchange  of  students  between  the 
involved  schools  might  be  possible,  and  that  if  a 
shorter  program  could  be  developed,  it  might  be 
accepted  by  other  medical  schools. 

“While  it  is  unlikely  that  all  medical  schools 
throughout  the  country  could  undertake  curric- 
ulum revisions  simultaneously,”  Dean  Redlich  said, 
“a  model  developed  by  these  participating  schools 
may  have  such  uniform  change  as  an  end  result. 
We  have,  for  example,  agreed  that  any  effort  to 
raise  or  alter  the  premedical  student  training  will 
have  to  be  done  across  the  board,  so  that  students 


can  be  admitted  to  medical  schools  at  similar  levels 
in  all  areas  prerequisite  to  clinical  work." 

Another  possibility  the  group  is  considering  is 
that  some  training  now  offered  in  medical  school 
be  partially  redistributed,  with  some  parts  being 
offered  in  undergraduate  years,  and  some  after 
medical  school.  It  is  also  being  considered  that 
work  in  the  humanities,  previously  restricted  to  the 
college  phase  of  education,  be  extended  into  the 
medical  and  graduate  period. 

Associate  Dean  Howard  Levitan  of  Yale 
serves  as  program  director  for  the  project.  Dean 
Frederick  C.  Robbins  and  Dr.  Daniel  L.  Horrigan. 
associate  professor  of  medicine  and  chairman  of 
the  Committee  on  Medical  Education,  are  in 
charge  of  the  study  at  CWRU. 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  May.  List  shows  name 
of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


BUTLER 

Vincent  A.  Davin 
Hamilton 

Raymond  E.  Muzzarelli 
Middletown 

CLARK 

Naci  A.  Aklar 
Springfield 
Lawrence  J.  Mervis 
Milwaukee,  Wise. 

CUYAHOGA  (Cleveland) 
Robert  C.  Bahler 
Leonard  B.  Berman 
Robert  S.  Crumrine 
Pacita  E.  Gabriel-Garcia 
Gurdev  S.  Garewal 
Max  P.  Gaujean 
M.Y.  Gindi 
James  K.  McAleer 
Andres  G.  Pangilinan 
Carl  L.  Redderson 
Joseph  Shalev 
James  S.  Tsai 

LORAIN 

Amada  E.  Abrigo 
North  Ridgeville 


M.  R.  Patel 
Elyria 

Carlos  I.  Sanchez 
Lorain 

MAHONING 
Ronald  Aiello 
Farrell,  Pa. 

Karl  F.  Wieneke 
Youngstown 

MONTGOMERY 

Ramchandra  Ramnath 
Dayton 

Victor  N.  Sarabia 
Dayton 

DELAWARE 

Donald  R.  Thomas 
Delaware 

FRANKLIN  (Columbus) 
Edward  J.  Eyring 
Herbert  W.  Riemenschnei 
der 

Thomas  E.  Williams,  Jr. 

LICKING 

William  J.  Cates 
Newark 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 

WAWmWVWWW^ 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


when  manhood  ebbs 
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V/l  lv  UvlUVvvl  hormonal  insufficiency 


Upjohn 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure...  and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin 

[fluoxymesterone 

Upjohn] 


5 mg. 
tablets 


oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin 

(fluoxymesterone,  Upjohn) 

Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cance. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male—  Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female- 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
ibido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
5 mg.,  scored  — bottles  of  50  /70  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 

rnn^The  upiohn  Company.  Kalamazoo.  Michigan 


OSU  Sponsors  12th  Annual 
Pediatric  Conference  in  Columbus 

1 he  1 2th  Annual  Postgraduate  Pediatrics 
Conference  sponsored  by  the  Ohio  State  Uni- 
versity College  of  Medicine,  Department  of  Pedi- 
atrics, will  be  held  at  Children’s  Hospital,  Colum- 
bus, on  rhursday  and  Friday,  September  23  and 
24.  Registration  opens  at  8:00  a.m.  on  September 
23. 

I he  program  on  the  first  day  will  feature  a 
“Seminar  on  Problems  of  Adolescents,”  and  on 
the  second  day  a “Seminar  on  Infectious  Diseases 
of  Childhood.” 

For  additional  information,  contact  the  Cen- 
ter for  Continuing  Medical  Education,  OSU  Col- 
lege of  Medicine,  320  West  Tenth  Avenue,  Co- 
lumbus 43210;  or  phone  (614)  422-4985. 


Regional  Heart  Program 
Scheduled  in  Detroit 

The  American  Heart  Association  North  Cen- 
tral Region’s  first  “Comprehensive  Conference  on 
Stroke,”  scheduled  for  September  23  and  24  at 
Cobo  Hall  in  Detroit,  is  designed  to  convince  all 
medical  professionals  that  the  stroke  patient  can 
be  helped  and  give  them  the  necessary  techniques. 

Two  Ohio  physicians  will  be  members  of  the 
faculty.  They  are;  Monroe  Cole,  M.D.,  chief  of 
neurology,  Highland  View  Hospital,  Cleveland, 
whose  subject  will  be  “Stroke  Differential  Diag- 
nosis”; and  Ray  Gifford,  M.D.,  of  the  Cleveland 
Clinic  and  chairman,  AHA  Council  on  Cerebro- 
vascular Disease,  who  will  discuss  “Prevention  of 
Stroke  and  Cerebrovascular  Disease.” 


Physician’s  Bookshelf 

Handbook  of  Obstetrics  and  Gynecology, 
Fourth  Edition,  by  Ralph  E.  Benson,  M.D.,  pro- 
fessor of  obstetrics  and  gynecology,  and  chairman, 
Department  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Oregon  Medical  School  Hospitals  and 
Clinics;  Lange  Medical  Publications,  Los  Altos, 
Calif.;  $6.50.  This  is  one  of  a number  of  ready 
reference  texts,  including  the  Physician’s  Hand- 
book, issued  by  the  publishers.  In  this  fourth  edi- 
tion, the  author  has  again  endeavored  to  present 
to  the  practicing  physician  and  medical  student 
concise,  current,  and  readily  available  digest  of 
material  for  the  accurate  diagnosis  and  successful 
management  of  obstetric  and  gynecologic  prob- 
lems. Ample  illustrations  supplement  the  text.  It 
is  also  considered  valuable  to  the  nurse,  the  mid- 
wife, and  paramedical  worker. 
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Highlights  in  Ohio  Welfare 

Federal  Grants  to  Improve  Medieaid 


"Vli  7TTH  TIIE  AID  of  two  new  federal  grants, 
W the  Ohio  Department  of  Public  Welfare  is 
beginning  a double-edged  effort  to  improve 
Medicaid  services.  Governor  John  J.  Gilligan  and 
Welfare  Director  John  E.  Hansan  announced  June 
21  a $159,000  pilot  project  to  tighten  and  improve 
Medicaid  administration  in  Ohio.  Five  days 
later  they  announced  the  award  of  a grant  totaling 
over  $74,000  to  find  better  ways  of  providing 
health  care  to  the  poor. 

The  two  projects  are  expected  to  result  in 
better  service  to  health  care  providers  and  im- 
proved ways  of  delivering  and  financing  quality 
health  care  for  welfare  recipients. 

Management  Information  System 

Improvement  of  Medicaid  administration  is 
being  undertaken  through  the  design  of  a model 
Medicaid  management  information  system  and 
implementation  of  the  system  in  Ohio. 

'Fhe  $159,000  contract  for  this  federally 
funded  project  was  awarded  by  the  ET.S.  Depart- 
ment of  Health,  Education  and  Welfare  to  CG 
Consultants,  a joint  venture  of  Consultec,  Inc.  and 
J.W.  Goodhew  and  Associates,  of  Rockville, 
Maryland. 

Fhe  consultants  are  to  find  and  correct  prob- 
lems in  Medicaid  administration,  program  utiliza- 
tion and  claims  payment  procedures. 

Enough  information  is  expected  to  be  avail- 
able from  the  project  by  the  end  of  July,  1971, 
to  permit  other  states  to  adopt  and  operate  the 
system.  The  entire  project  is  expected  to  be  com- 
pleted by  January,  1972. 

Office  of  Innovation 

Improved  ways  of  delivering  health  care  are 
being  sought  through  a new  “Office  of  Innova - 


Highlights  in  Ohio  Welfare  is  a regular  feature  of 
The  Journal  and  is  conducted  to  give  readers 
information  about  the  organization  and  ac- 
tivities of  the  Ohio  Department  of  Public  Wel- 
fare and  related  programs  in  Ohio.  Material  for 
the  column  is  contributed  by  personnel  of  the 
Welfare  Department. 


tion”  in  the  Welfare  Department’s  Division  of 
Medical  Assistance.  The  Department  of  Health, 
Education  and  Welfare  awarded  over  $74,000  to 
set  up  the  office.  Together  with  $9,000  in  state 
lunds,  the  office  will  aid  community  health  ser- 
vices and  other  organizations  to  improve  health 
care  for  the  poor. 

In  announcing  the  grant,  Mr.  Hansan  said 
many  neighborhood  health  facilities  already  exist 
in  Ohio  and  that  these  groups,  supported  by  the 
Office  of  Economic  Opportunity,  Model  Cities 
and  local  sponsors,  offer  the  possibility  of  preven- 
tive approach  to  medical  services.  He  said  this 
would  mean  better  care  to  the  welfare  patient  at 
a more  reasonable  cost  to  the  taxpayer. 

“The  Office  of  Innovation  will  offer  help  to 
community  organizations  and  will  try  to  provide 
prepaid  Medicaid  funds  for  the  delivery  of  pre- 
ventive health  care,”  Mr.  Hansan  said. 

“Through  this  program  an  eligible  welfare 
recipient  could  contract  with  a health  mainte- 
nance organization  for  total  health  care  services. 
'Fhe  health  maintenance  approach  to  medical  ser- 
vices assures  that  good  health  care  will  be  available 
while  administrative  efficiency  is  maximized,”  he 
said. 

Mr.  Hansan  reported  that  the  costs  of  the 
one-year  Office  of  Innovation  project  would  total 
$83,225.51  with  $74,219.36  provided  by  the  fed- 
eral government  and  $9,006.15  (less  than  11  per- 
cent) provided  from  state  funds. 

He  announced  that  the  Office  would: 

Secure  and  analyze  information  about 
new  community  health  care  health  mainte- 
nance programs  operating  in  Ohio. 

Provide  consultation  to  these  programs 
to  enable  them  to  be  paid  for  services  to 
Medicaid  beneficiaries. 

Coordinate  health  services  now  provided 
by  state  and  community  programs  to  make 
maximum  use  of  available  resources,  avoid 
duplication,  develop  a more  economical  and 
efficient  operation  and  improve  the  quality 
of  care. 

Encourage  community  organizations  to 
experiment  with  new  methods  of  providing 
health  services,  with  special  emphasis  on  the 
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establishment  of  neighborhood  committees 
and  the  training  and  use  of  para-professional 
personnel. 

Provide  expert  assistance  to  interested 
community  agencies  to  help  them  establish 
health  maintenance  organizations,  negotiate 
payment  contracts  and  enroll  Medicaid  bene- 
ficiaries. 

“Prevention  of  disease  and  its  early  care  have 
been  underemphasized  components  of  health  care 
for  all  our  citizens,  not  just  welfare  recipients,” 
Mr.  Hansan  said.  “Instead  in  the  United  States 
we’ve  chosen  to  concentrate  scarce  medical  re- 
sources on  treatment  of  disease  that  has  already 
been  allowed  to  develop.  The  result  is  high  costs 
and  more  harm  to  the  patient.” 

“The  health  maintenance  approach  offers  a 
way  to  use  medical  resources  efficiently,  keep  costs 
down  and  provide  high  quality  care.  Ohio  should 
be  taking  the  lead  in  developing  a health  care 
system  that  concentrates  proportionately  more 
effort  on  total  care  of  the  patient  in  facilities 
easily  accessible  to  him,”  the  welfare  director  said, 
and  concluded,  “That  is  what  we  are  trying  to 
do  through  the  Office  of  Innovation.” 


PMA  Publishes  Book  on 
‘The  Prescribing  Debate’ 

A 118-page  book  that  highlights  develop- 
ments of  the  past  decade  in  the  controversy  over 
how  medicines  should  be  prescribed  has  been  pub- 
lished by  the  Pharmaceutical  Manufacturers  As- 
sociation. 

The  preface  says  the  book  has  been  prepared 
to  provide  information  that  is  essential  in  forming 
public  policy  which,  “hopefully,  will  be  resolved 
on  the  issues”  in  the  near  future. 

C.  Joseph  Stetler,  president  of  the  PMA,  said 
27,500  copies  have  been  printed.  Single  copies 
will  be  made  available,  free  of  charge,  to  interest- 
ed parties.  Quantities  can  be  ordered  at  $1.00  per 
copy.  The  book  is  entitled,  Brands,  Generics,  Prices 
and  Quality  — The  Prescribing  Debate  After  a 
Decade.  It  was  prepared  by  the  staff  of  the  PMA, 
which  represents  firms  that  make  about  95  percent 
of  the  nation’s  prescription  medicine. 

Write  Pharmaceutical  Manufacturers  Associa- 
tion, 1155  Fifteenth  Street,  N.W.,  Washington  D.C. 
20005 


WINDSOR  HOSPITAL 


A NONPROFIT  CORPORATION 
— CSTABLISHCD  1 B 9 8 — 


Chagrin  Falls,  Ohio 


247  - 5300 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 


High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


Booklet  available  on  request. 


JOHN  H.  NICHOLS,  M.  D„  Medical  Director  G.  PAULINE  WELLS,  R.  N.,  Admin.  Director  HERBERT  A.  SIHLER,  Jr.,  Sec'y. 

MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 
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NICOBID 


makes  nicotinic  acid  more  useful  for 
more  patients  who  require  vasodilatation 

Timed  release  Nicotinic  acid  Tempules*  • A big  improvement  over  the  old  tablet  form 

smooth,  prolonged  action 
b.i.d.  dosage 
economical 


to  smooth 
the  ragged  edges  of 
nicotinic  acid  therapy 

Nicobid™  eliminates  the  q.i.d.  schedule, 
the  four-fold  high  dosage  ‘jolts,’  and 
the  short-term  nature  of  the  pharmacologic 
effects  from  plain  Nicotinic  acid  tablets. 
With  the  Nicobid ™ b.i.d.  dosage, 
patients  are  less  likely  to  forget  and  they 
benefit  from  its  smooth  and  prolonged 
drug  release. 

More  acceptable,  more  useful: 

Nicobid™  Tempules. 

Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

ACTION.  Acts  by  relaxing  the 
musculature  of  peripheral  vessels,  thereby 
affording  increased  blood  flow  and 
vasodilatation.  The  effects  of  the  drug 
are  both  prompt  and  prolonged. 
INDICATIONS.  Indicated  in  disease 
states  in  which  niacin  (nicotinic  acid) 
has  been  used,  including  conditions 
associated  with  deficient  circulation. 
Nicobid™  has  the  advantage  of  a slower 
release  of  Nicotinic  acid  than  obtained 
from  the  tablet  form.  This  may  permit 
its  use  in  patients  who  cannot  tolerate 
the  tablet  form. 

CONTRAINDICATIONS.  Patients 
with  a known  idiosyncrasy  to  niacin 
(nicotinic  acid) or  other  components  of  the 
drug  and  patients  with  arterial  bleeding. 
WARNING.  Use  caution  in  patients 
with  glaucoma,  severe  diabetes, 
impaired  liver  function  and  peptic  ulcer. 
PRECAUTION.  As  with  all 
therapeutic  agents,  use  with  caution  in 
pregnant  patients. 

ADVERSE  REACTIONS.  Transient 
flushing  and  feeling  of  warmth  seldom 
reach  undesirable  levels  so  as  to 
necessitate  discontinuation  of  the  drug. 
Transient  headache,  itching  and  tingling, 
gastric  disturbances,  skin  rash  and 
allergies  may  occur. 

DOSAGE  & ADMINISTRATION. 

Usual  adult  dose  — one  capsule 
(Tempule®),  125  mg.  or  250  mg. 
morning  and  evening. 

SUPPLIED.  Nicobid™  1 25  mg. 

(code  NC)  and  Nicobid™  250  mg. 

(code  ND),  bottles  of  100. 

Armour  Pharmaceutical  Company,  Chicago,  Illinois  60690 


Investment  Prognosis 


Bv  Frank  Van  Holte,  Columbus 

AM  FIRMLY  CONVINCED  that  we  shall 
see  a moderately  expanding  economy  in  the 
balance  of  1971  and  that  higher  profits  will  step 
up  the  pace  of  recovery  in  1972.  This  means  that 
business  will  continue  to  expand,  and  I strongly 
support  investments  in  carefully  selected  stocks 
that  seem  to  be  best  situated  to  move  ahead  in  this 
period.  I have  been  recommending  monthly, 
stocks  that  I consider  attractive  growth  prospects 
and  here  are  two  additional  suggestions  for  your 
consideration. 

Worldwide  demand  for  oil  is  increasing  each 
year  and,  in  fact,  U.S.  oil  producers  are  unable  to 
satisfy  domestic  needs.  Surely  one  of  the  com- 
panies to  sparkle  in  this  booming  industry  is 
Louisiana  Land  & Exploration  Company.  This 
quality  company  has  shown  a steady  growth  in 
earnings  and  a figure  of  $1.60  or  better  per  share 
seems  conservative  for  1971.  This  company  has 
broadened  its  operation  and  is  in  transition  from 
a royalty  income  company  to  an  operating  com- 
pany. New  exploration  programs  have  been  very 
successful  and  crude  oil  production  increases  are 
expected  at  new  offshore  properties.  Dividends 
have  been  moderate  but  the  attraction  of  this 
stock  is  the  growth  potential  rather  than  income 
from  dividends.  This  stock  is  high  grade  and  its 
long  term  outlook  is  excellent. 

Caterpillar  Tractor  Company.  In  addition  to 
being  the  largest  manufacturer  of  earthmoving 
equipment,  this  well  managed  company  is  also 
a major  producer  of  diesel  engines  and  industrial 
lift  trucks.  Foreign  sales  in  over  150  countries 
accounted  for  53  percent  of  the  total  in  1970  and 
sales  for  1971  are  expected  to  exceed  the  record 
$2.1  billion  in  1970.  Although  sales  and  earnings 
are  largely  influenced  by  the  construction  industry, 
the  company  should  benefit  from  water  control 
programs,  population  growth,  and  the  construction 
of  facilities  in  less  developed  countries.  Dividends 
have  been  paid  each  year  since  1914  and  employees 


This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company,  Columbus. 


number  over  66,000.  This  company  holds  a 
dominent  position  in  the  industry  and  its  long  term 
growth  should  continue.  An  interesting  research 
program  on  tires  has  been  conducted  by  the  com- 
pany for  a number  of  years.  It  is  a rubber  and 
steel  wire  tire  which  has  new  concepts  of  design 
and  manufacture.  This  is  a quality,  highly  rated 
stock  that  is  worthy  of  your  consideration. 

The  supply  of  tax-exempt  bonds  over  the 
next  month  or  two  will  rise  over  the  $1  billion 
mark.  In  this  environment,  investors  can  look  for 
somewhat  higher  yields  over  the  near  term. 

I am  sure  you  have  observed,  if  you  read  this 
column  regularly,  that  the  stocks  1 recommend  are 
classified  as  conservative,  to  say  the  least.  With 
the  broad  range  of  age,  income,  family  responsi- 
bility, and  interests  among  the  medical  profession, 
it  is  difficult  if  not  impossible,  to  recommend  in- 
vestments that  appeal  to  all.  My  selections  should 
be  appropriate,  however,  to  most  physicians  — 
men  who  are  frequently  overworked  in  the  prac- 
tice of  medicine  — who  simply  do  not  have  time 
to  keep  informed  of  the  relative  position  of  in- 
dustries and  individual  companies  in  the  ever- 
changing,  industrial  climate.  Prudent  investing 
presents  a problem  for  experts  and  the  right  in- 
vestment is  becoming  increasingly  difficult.  All 
of  us  are  interested  in  the  appreciation  of  our 
portfolio  of  stocks  and  above  all,  nobody  likes  to 
see  his  capital  diminish.  So  my  selections  are 
chosen  with  safety  in  mind  and  also  with  the 
added  attraction  of  long  term  growth.  Of  course, 
a personal  consultation  with  an  experienced  broker 
is  recommended  to  all  who  wish  to  actively  par- 
ticipate in  the  stock  market. 

Jeane  Dixon  in  her  latest  release  “sees”  “a 
gradual  upsurge  in  our  economic  situation.  The 
present  period  is  not  an  inflationary  recession,  but 
a period  of  adjustment.”  It  should  be  comforting 
to  all  to  hear  of  this  reflection  in  her  crystal  ball. 

It  appears  that  the  stock  certificate  is  doomed. 
The  Securities  & Exchange  Commission  recently 
put  the  securities  industry  on  notice  that  it  must 
reform  its  process  of  transferring  shares  from 
sellers  to  buyers.  It  is  estimated  that  by  doing  away 
with  Stock  Certificates  the  securities  industry  could 
save  over  $500  million  a year. 
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The  causes  of  vaginitis 

are  multiple 


vindications:  Known  sensitivity  to  sulfonamides 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'stemic  sulfonamides  should  be  observed  because  of  the  pos- 
■ of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-lOA  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


One  tobfefq.I.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in-. 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  It 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 
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Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjunctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypsin:  100  000  N.F  Units,  Chymotrypsin:  8.000  N.F  Unrts; 
equivalent  in  tryptic  activity  to  40  mg.  ot  N.F.  tyypsin 

Reduces  swelling 
Hastens  healing 


Dayton  Physician  Is  Honored 
by  President’s  Committee 


Kenneth  D.  Arn,  M.D.,  a Dayton  internist 
was  named  “Physician  of  the  Year  1971”  by  the 
President’s  Committee  on  Employment  of  the 
Handicapped. 

The  award,  an  illuminated  scroll,  will  be  pre- 
sented to  Dr.  Arn  on  August  30,  at  the  American 
Medical  Association’s  Congress  on  Occupational 
Health  at  the  Jackson  Lake  Lodge  in  Grand  Teton 
National  Park  in  Wyoming. 


Dr.  Arn 


A native  of  Dayton,  Dr.  Arn  is  a son  of  the 
late  Dr.  Elmer  Raymond  and  Minna  Marie 
(Wannagat)  Arn.  He  went  to  the  University  of 
Michigan  School  of  Medicine  for  his  professional 
studies,  and  took  his  degree  of  Doctor  of  Medicine 
there  in  1946. 

When  he  returned  to  Dayton  to  commence 
his  practice  Dr.  Arn  soon  distinguished  himself 
through  his  work  in  the  campaign  against  dia- 
betes, and  his  efforts  on  behalf  of  the  handi- 
capped. Serving  as  chairman  of  the  Diabetes 
Detection  Committee  of  the  Montgomery  County 
Medical  Society,  he  took  part  in  establishing  a 
citywide  campaign  for  detection  and  in  founding 
a diabetic  day  camp  for  local  children.  This 
latter  was  a pioneer  project  of  its  kind,  and  was 
cosponsored  by  the  Montgomery  County  Medical 


Society,  the  Dayton  Division  of  Health,  and  the 
Rotary  (dubs  of  the  area.  Dr.  Arn  also  served  on 
the  Polio  Committee  of  the  county’s  medical 
group  in  the  late  1950’s,  and  was  one  of  the 
leaders  in  bringing  the  Salk  polio  vaccine  trials 
to  his  city,  where  one  of  the  largest  inoculation 
programs  in  Ohio  was  conducted.  He  was  also 
instrumental  in  bringing  to  Dayton  the  area’s  first 
artificial  kidney  for  use  in  hospitals.  Dr.  Arn 
founded  the  Medical  Advisory  Committee  to  the 
Montgomery  County  Coroner’s  Office. 

Late  in  1957,  Dr.  Arn  was  named  chairman 
ol  the  Dayton  Employ-the-Handicapped  Commit- 
tee, and  in  1960,  the  committee  cited  him  as  an 
inspiring  leader.  He  also  is  serving  on  the  Gov- 
ernor's Committee  on  Employment  of  the  Handi- 
capped. 

As  field  medical  consultant  for  the  Bureau 
of  Vocational  Rehabilitation,  he  has  organized 
the  first  Amputee  Clinic  in  the  Dayton  area,  this 
being  one  of  the  first  amputee  clinics  not  associ- 
ated with  a medical  school.  He  also  has  developed 
a Cardiac  Work  Evaluation  Program. 

Dr.  Arn  was  named  the  city’s  Outstanding 
Young  Man  of  1957  by  the  city’s  Junior  Chamber 
of  Commerce;  and  the  following  year  the  Ohio 
Junior  Chamber  of  Commerce  chose  him  as  one 
of  the  five  outstanding  young  men  of  the  state. 

As  a member  of  the  Montgomery  County 
Medical  Society,  Dr.  Arn  was  the  youngest  man 
ever  to  represent  the  group  before  the  Ohio  State 
Medical  Association.  He  became  a delegate  in 
1955,  and  began  his  second  five-year  term  in 
1960.  In  that  year  also  he  held  office  as  treasurer 
of  the  county  society,  and  he  has  served  also  on 
its  Television  Committee.  He  has  served  as  alter- 
nate delegate  from  Ohio  to  the  American  Medical 
Association,  and  is  past  president  of  the  Second 
District  Medical  Association. 

In  addition  to  the  accomplishments  men- 
tioned. Dr.  Arn  has  been  active  in  a number  of 
other  fraternal  and  civic  organizations  and  has 
participated  in  many  other  community  projects. 
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Cordran  Tape 

FlurandrenolideTape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Palliation  Chemotherapy  of  Pelvic  Carcinoma 
by  Systemic,  Perfusion,  and  Infusion  Modalities 

John  G.  Boutselis,  M.D.,  John  C.  Ullery,  M.D.,  and  William  Page,  M.D. 


TOURING  THE  PAST  TEN  YEARS,  utilizing 
-■“^conventional  modalities  of  surgery  or  radia- 
tion, the  cure  rate  of  gynecologic  cancer  has  not 
exceeded  40  percent.15  This  would  indicate  that 
the  majority  of  patients  with  gynecologic  cancer 
have  an  incurable  disease.  Therefore,  it  behooves 
us  to  explore  the  field  of  chemotherapy  to  arrest 
or  retard  tumor  growth  in  these  patients.  Success- 
ful palliation  has  been  reported  in  certain  types  of 
gynecologic  cancer,  particularly  carcinoma  ol  the 
ovary, h2’7’8  carcinoma  of  the  endometrium,2'6’12 
choriocarcinoma,3’4,6’15  and  to  a lesser  extent,  car- 
cinoma of  the  cervix.2’5’9'11’13'1’ 

Since  clinicians  utilize  chemotherapeutic 
drugs  in  their  daily  practice,  it  is  important  that 
they  familiarize  themselves  with  the  basic  under- 
standing of  how  these  drugs  act  as  antitumor 
agents. 

Alkylating  agents  are  a group  of  cytotoxic 
agents  which  have  the  ability  to  attach  an  alkyline 

From  the  Departments  of  Obstetrics  and  Gynecology 
and  Surgery,  The  Ohio  State  University  Col- 
lege of  Medicine,  410  West  Tenth  Avenue, 
Columbus,  Ohio.  Supported  in  part  by.  a 
grant  from  The  John  A.  Hartford  Foundation, 
Inc.,  The  Ohio  State  University  Development 
Fund  521806. 

Submitted  January  14,  1971. 


group  to  an  x-receptor  substance  through  a sul- 
phur, nitrogen,  or  oxygen  atom.  They  react  rapid- 
ly with  a variety  of  biologic  systems  present  in  the 
living  cell  and  ultimately  produce  radiomimetic 
effects.  They  inhibit  glycolysis  and  intracellular 
oxidation  and  interfere  with  DNA  synthesis  by 
altering  nuclear  proteins.  The  alkylating  agents 
are  most  effective  in  malignant  tumors  of  the 
ovaries,  where  the  majority  of  the  cell  population 
is  resting  or  nonproliferating.  When  employed  at 
toxic  levels,  the  equivalent  effect  of  these  drugs 
is  similar  to  that  of  100  r total  body  radition.15-28 
Antimetabolites  are  structural  analogs  of  nat- 
ural occurring  purines,  pyrimidine,  or  metabolic 
intermediates  that  can  produce  a deficiency  ol  the 
corresponding  metabolic  systems.  Once  they  gain 
access  into  a cell,  they  attack  various  enzyme  sys- 
tems which  interfere  with  precursors  of  DNA 
synthesis.  Cancer  cells  are  most  vulnerable  just  be- 
fore DNA  synthesis  or  just  before  cell  division.  For 
instance,  methotrexate  (antimetabolite)  binds  the 
enzyme  dihydrofolinic  reductase  to  prevent  the  re- 
duction of  tetrahydrofolinic  acid  to  dihydrofolinic 
acid,  which  is  necessary  for  nucleic  acid  syntheses 
and  trophoblastic  growth.  15>28 

The  progestational  agents,  Provera  and  Dela- 
lutin,  have  a direct  intracellular  cytotoxic  effect 
with  secondary  effect  on  the  stroma  and  vascular 
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elements  of  the  endometrium.  The  effect  is  not 
mediated  through  the  anterior  pituitary.27 

The  mode  of  action  of  the  antibiotic  chemo- 
therapeutic agents  such  as  actinomycin-D  remains 
unknown.  It  appears  that  their  action  lies  between 
the  alkylating  agents  and  antimetabolites. 15 

The  purpose  of  this  study  is  to  report  our 
experience  with  systemic  and  regional  chemo- 
therapy in  148  patients  treated  at  The  Ohio  State 
University  Hospital. 

Methodology  and  Results 

With  few  exceptions,  the  148  patients  in- 
cluded in  this  study  have  had  conventional  radia- 
tion or  surgical  therapy  appropriate  for  the  pri- 
mary tumor  or  have  had  less  than  ideal  therapy 
because  of  the  extensiveness  of  the  neoplasm  when 
first  seen  at  University  Hospital.  Therefore,  the 
role  of  chemotherapy  was  relegated  to  one  of 
palliation  rather  than  one  designed  at  an  attempt 
to  cure  the  neoplastic  disease.  Significant  sympto- 
matology, particularly  pelvic  pain  or  ascites,  was 
experienced  by  nearly  all  patients  included  in  this 
study. 

Various  methods  have  been  used  to  evaluate 
chemotherapeutic  response,  and  the  difficulties  of 
objective  and  subjective  assessment  have  been  de- 
scribed.2’9 Subjective  response  is  influenced  by  the 
emotional  status  of  the  patient,  tranquilizers,  anal- 
gesics, and  the  physicians’  comments  to  the  pa- 
tient. Objective  remissions  are  difficult  to  evaluate 
by  direct  tumor  measurement  unless  the  tumor  is 
easily  accessible  to  clinical  measurement.  In  the 
present  study,  a good  response  w-as  applicable  to 
those  patients  who  exhibited  a 25  to  50  percent 
decrease  in  tumor  size  or  experienced  a marked 


relief  of  symptoms.  The  primary  site  of  pelvic- 
tumors  and  responses  to  chemotherapy  are  illus- 
trated in  Table  1.  The  method  of  drug  admin- 
istration and  chemotherapeutic  response  to  each 
method  are  noted  in  Table  2. 

A good  response  with  all  three  methods  was 
noted  in  28  patients  (42.4  percent).  For  those  not 
familiar  with  the  principle  and  techniques  of 
pelvic  infusion  and  pelvic  perfusion,  clarification 
at  this  time  is  desirable.  Continuous  pelvic  in- 
fusion requires  the  placement  and  retention  of 
polyethylene  catheters  in  both  hypogastric  arteries. 
The  prolonged  administration  of  chemotherapeu- 
tic agents  must  first  pass  through  the  hypogastric- 
artery  and  into  the  tumor  area  of  the  pelvis  before 
escaping  into  the  systemic  circulation.  Therefore, 
the  concentration  of  the  antitumor  agent  w'ill 
always  be  greater  in  the  pelvic  tumor  area  than  in 
the  systemic  circulation.  Conversely,  pelvic  per- 
fusion utilizes  the  principle  of  isolating  the  pelvic- 
circulation  and  perfusing  the  pelvis  through  the 
hypogastric  artery  with  extremely  high  concentra- 
tions of  chemotherapeutic  agents  not  tolerated  by 
the  systemic  circulation.  With  this  method  virtu- 
ally none  of  the  chemotherapeutic  agent  escapes 
into  the  general  circulation,  because  its  antitumor 
activity  is  confined  within  the  pelvis.  The  tech- 
nique will  be  discussed  elsew’here  in  this  report. 

In  the  group  of  46  patients  with  pelvic  or 
abdominal  carcinomatosis  of  the  ovary,  more  than 
50  percent  exhibited  a good  therapeutic  response. 
In  palliating  those  patients  with  ascites,  colloidal 
gold  or  Thiotepa  were  the  principal  agents  used. 
In  former  years,  140  me  of  gold  w-ere  instilled  in 
the  peritoneal  cavity  after  paracentesis.  During 
the  past  ten  years,  Thiotepa  was  used  in  doses  of 


Table  1.  Distribution  of  Pelvic  Tumors 


Primary  Site  No.  of  Patients 

Good  Objective  & 
Subjective  Response 

Carcinoma  of  cervix 

66 

30  (45.4%) 

Carcinoma  of  ovary 

46 

25  (54.3%) 

Carcinoma  of 

endometrium 

24 

18  (75.0%) 

Sarcoma  of  uterus 

6 

2 (33.3%) 

Choriocarcinoma 

4 

2 (50.0%) 

Carcinoma  of  vulva 

1 

0 ( 0.0%) 

Carcinoma  of  tube 

1 

0 ( 0.0%) 

Total 

148 

77  (52  0%) 

Table  2.  Method 

of  Drug 

Administration 

Route  of  Drue  No.  of  Patients 

Good  Objective  & 

Administration 

Subjective  Response 

Systemic 

(IV,  IM.  and  oral) 

43 

7 ( 16.2%) 

Pelvic  infusion 

7 

5 ( 71.4%) 

Pelvic  perfusion 

16 

16  (100.0%) 

Total 

66 

28  ( 42.4%) 
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40  to  80  nig  i n traperi toneally.  The  latter  possesses 
the  advantages  of  decreased  toxicity,  less  ex- 
pense, ease  of  acquiring  and  handling.  The  effi- 
ciency of  each  was  approximately  50  percent.  The 
drugs  used  for  systemic  chemotherapy  by  the 
oral  or  intravenous  route  included  cyclophospha- 
mid  100  mg  daily,  methotrexate  5 to  25  mg  daily, 
or  chlorambucil  0.2  mg  per  kg  daily.  In  certain  in- 
stances, a combination  of  these  drugs  was  used 
when  the  initial  agent  appeared  to  be  ineffective. 

Twenty-four  patients  with  locally  recurrent  or 
disseminated  endometrial  carcinoma  were  treated 
with  1 7-alphahydroxyprogesterone  (Delalutin)  or 
medroxyprogesterone  (Provera).  Delalutin  was 
used  in  doses  of  1 to  3 grams  intramuscularly  per 
week  for  three  or  more  months.  Depot  Provera  was 
administered  intramuscularly  in  doses  of  100  mg 
daily  for  14  days,  then  100  mg  each  week  for 
eight  weeks,  and  thereafter  a maintenance  dose 
of  400  mg  per  month  for  three  or  more  months. 
A good  chemotherapeutic  response  was  noted  in 
18  of  24  patients,  or  75  percent.  There  were  no 
serious  side  reactions  to  this  regimen. 

The  principal  agent  used  for  sarcoma  of  the 
uterus  was  Cytoxan  in  doses  of  100  to  400  mg 
daily.  A good  response  was  noted  in  33  percent 
of  the  patients. 

It  is  universally  accepted  that  methotrexate 
and  actinomycin-D  are  the  drugs  of  choice  in 
treating  choriocarcinoma.  Our  experience  in  this 
area  is  limited  to  the  use  of  methotrexate  in  four 
patients.  Two  of  the  four  patients  were  pre- 
terminal when  first  seen  at  University  Hospital, 
and  a good  therapeutic  response  was  not  obtained. 
The  acceptable  regimen  with  methotrexate  is  25 
mg  intravenously  daily  for  five  days  and  repeated  if 
necessary  when  toxicity  subsides. 

Table  1 shows  that  66  patients  with  cervical 
carcinoma  were  treated  with  chemotherapeutic 
agents,  using  the  three  principal  methods  of  drug 
administration:  (1)  Systemic  chemotherapy  con- 
sisted of  oral  and  intravenous  routes.  The  agents 
used  were  cyclophosphamide  0.6  mg  per  kg  daily, 
5-fluorouracil  15  mg  per  kg,  and  methotrexate  5 
to  25  mg  daily.  A disappointing  16  percent  (7  of 
43  patients)  experienced  good  palliative  response. 
(2)  Pelvic  infusion  employing  the  hypogastric  arte- 
ry was  performed  in  seven  patients  as  by  the  meth- 
od of  Hodgkinson.9  A heparin  filled  polyethyline 
tube  was  placed  in  each  hypogastric  artery  and 
was  connected  to  a rotary  electric  pump.  The  in- 
fusate  was  methotrexate  25  mg  in  1000  cc  physi- 
ologic saline,  containing  10  mg  of  heparin,  and 
this  was  delivered  over  a 24-hour  period.  Citro- 
vorum  factor  6 mg  intramuscularly  was  also  given 
every  six  hours  to  combat  systemic  toxicity  and 
bone  marrow  depression  of  methotrexate.  Five  of 
seven  patients  exhibited  a good  therapeutic  re- 
sponse. (3)  Sixteen  patients  were  treated  by  pelvic 
perfusion  employing  the  technique  described  by 


Swaney  and  Pace.11  The  Hartford  Corporeal 
Tourniquet,  pneumatic  thigh  cuffs,  and  occlusion 
of  the  epidural  venous  system  by  caudal  canal 
saline  infusion  were  used  to  isolate  the  pelvic  cir- 
culation. Prerequisites  for  pelvic  perfusion  in- 
cluded nonobesity,  good  mental  stability,  sound 
cardiovascular  status,  good  general  condition,  re- 
current disease  localized  to  the  pelvis,  no  evidence 
of  distant  metastasis,  and  the  presence  of  signifi- 
cant pelvic  pain.  The  perfusate  consisted  of  5- 
fluorouracil,  20  mg  per  kg;  methotrexate  5 mg 
per  kg;  and  phenylalanine  mustard,  1.5  mg  per 
kg.  Periactin  was  added  to  the  perfusate  to  facili- 
tate an  increase  of  blood  flow  to  the  tumor  site. 
The  perfusion  was  continued  for  one  hour.  In  all 
16  patients,  there  was  complete  pain  relief  during 
the  first  postoperative  day  and  subsequently  during 
the  next  3 to  24  months. 

Discussion 

The  role  of  chemotherapy  in  gynecologic  can- 
cer has  been  characterized  as  an  effective  palliative 
modality,  1.5,8,9,11,14  ancj  jn  certain  tumors,  it  is 
known  to  increase  the  survival  time  of  the  pa- 
tient.2'4^, 7,11, 12  p)uring  past  decade,  the  three 
more  commonly  used  routes  of  drug  administration 
have  included : (1)  systemic  chemotherapy1"8’12’1415 
through  oral  and  intravenous  routes;  (2)  the 
continuous  intra-arterial  hypogastric  artery  infu- 
sion9’1013’16 over  a prolonged  period  of  time;  and 
(3)  pelvic  perfusion  through  the  hypogastric  artery 
into  an  isolated  pelvic  circulation. 

The  concept  of  prolonged  intra-arterial 
chemotherapy  advanced  by  Sullivan,  et  al  is 
based  on  the  increased  chemotherapeutic  anti- 
tumor activity  of  an  antimetabolite  when  continu- 
ously administered  into  the  nutrient  artery  of  the 
tumor.  14.17"22  Exposure  of  cancer  cells  to  the 
chemotherapeutic  agent  for  an  interval  longer 
than  that  required  for  nucleic  acid  synthesis  is  an 
important  component  of  this  thesis.20  Liguori 
et  al,23  noting  that  continuous  intra-arterial  in- 
fusion produced  higher  drug  levels  in  the  infused 
region,  suggested  that  the  biologic  activity  of  the 
drug  was  increased  when  given  by  this  technique 
because  of  the  higher  and  more  prolonged  serum 
and  tissue  concentration.  At  present,  the  primary 
candidates  for  this  type  of  therapy  are  patients 
with  relatively  localized,  advanced,  symptomatic 
cancer,  contained  within  the  area  supplied  by  the 
two  hypogastric  arteries,  and  unsuitable  for  pri- 
mary or  secondary  conventional  surgical  or  radia- 
tion therapy.19’22’24  The  major  theoretical  disad- 
vantages of  direct  cannulization  of  the  hypogastric 
artery  employed  by  most  authors  as  compared  to 
indirect  catheterization  through  the  inferior  gluteal 
approach  have  been  described  by  Laufe.10  These 
disadvantages  include  a greater  likelihood  of  arte- 
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rial  thrombosis,  hemorrhage,  catheter  displace- 
ment, direct  entry  into  a major  artery,  and  the 
necessity  of  a major  operative  procedure.  In 
spite  of  these  theoretical  disadvantages,  the  di- 
rect hypogastric  artery  approach  seems  to  be 
preferred.9’14’16-24  In  the  present  study  of  seven  pa- 
tients subjected  to  intra-arterial  infusion,  we  found 
this  technique  to  be  practical  and  not  difficult. 
A good  palliative  response  was  noted  in  five  of 
seven  patients  who  had  persistent  pelvic  pain.  We 
are  quite  convinced  that  prolonged  infusion  thera- 
py did  temporarily  reverse  the  usual,  hopelessly 
unremitting,  downward  course  of  far  advanced 
malignant  tumor  in  the  pelvis.  We  are  also  con- 
vinced that  the  responding  patients  lived  several 
months  longer  and  in  comfort  compared  to  those 
patients  who  showed  no  objective  response. 

The  principle  of  pelvic  perfusion  differs  from 
the  concept  of  pelvic  infusion  in  that  the  chemo- 
therapeutic agents  are  delivered  in  a much  higher 
concentration  to  the  tumor-bearing  area  when 
total  isolation  of  the  pelvic  circulation  has  been 
accomplished.  A negligible  amount,  if  any,  of  the 
chemotherapeutic  agent  escapes  into  the  general 
circulation,  therefore,  systemic  toxicity  is  greatly 
reduced  and  bone  marrow  toxicity  is  no  longer  a 
threat.  Palliation  and  tumor  regression  can  be 
achieved  in  many  inoperable  cases.11’25’26  In  the 
present  study  of  16  patients  with  far  advanced 
malignant  tumor  in  the  pelvis,  pelvic  pain  was 
completely  relieved  immediately  after  perfusion, 
and  the  patients  remained  in  a pain-free  state  for 
3 to  24  months.  The  results  were  gratifying,  and 
in  selected  patients,  additional  months  of  useful 
life  were  achieved.  Pelvic  perfusion  is  usually  per- 
formed in  large  medical  centers  by  a well-trained 
surgical  team  knowledgeable  in  the  complexities 
of  pre-  and  postoperative  problems  that  may  arise 
as  well  as  those  of  the  formidable  surgical  tech- 
nique itself. 

Systemic  chemotherapy,  administered  by  the 
oral,  intravenous,  and  intramuscular  routes,  has 
been  shown  to  have  both  palliative  and  curative 
effects.  Good  palliative  responses  have  been  ob- 
tained in  ovarian  carcinoma,1’2’7’8’15  endometrial 
carcinoma2’6’15’27  and  to  a lesser  extent,  carcinoma 
of  the  cervix.2’5*15  Curative  effects  have  been  re- 
ported in  choriocarcinoma  with  the  use  of  metho- 
trexate or  actinomycin-D2'4’15  and  in  endometrial 
carcinoma  with  Delalutin  or  Provera.6’12’27  There- 
fore, if  a clinician  is  to  obtain  maximum  beneficial 
response  with  any  antitumor  agent,  he  should 
familiarize  himself  with  the  specific  tumor-drug 
relationship  that  yields  an  optimal  response. 

In  the  present  study  a good  palliative  response 
was  noted  in  18  of  24  patients  with  advanced  or 
recurrent  endometrial  carcinoma.  Both  Delalutin 
and  Provera  in  the  regimens  described  were  equal- 
ly effective.  The  mechanism  of  action  is  thought 


to  be  directly  on  the  endometrial  glands  and  to 
a lesser  extent  on  the  endometrial  stroma  and 
vascular  system.27 

More  than  50  percent  of  46  advanced  ovarian 
carcinomas  responded  favorably  to  a number  of 
alkylating  and  antimetabolic.  agents.  Chlorambu- 
cil, Cytoxan  and  Thiotepa  appear  to  be  the  al- 
kylating agents  of  choice  in  the  dose  regimens 
described.  Thiotepa  appears  to  be  the  agent  of 
choice  when  seeking  palliation  in  patients  with 
ascites.  Patients  who  do  not  respond  to  a single 
alkylating  agent  should  be  placed  on  a triple  ther- 
apy regimen  of  actinomycin-D,  5-fluorouracil,  and 
Cytoxan  (ActFuCv).  A 50  percent  beneficial  re- 
sponse should  be  anticipated  if  this  regimen  is 
employed.8 

A relatively  less  impressive  tumor  response 
should  be  anticipated  in  patients  with  cervical 
carcinoma  using  the  systemic  route  of  chemo- 
therapy.2 However,  a recent  report  from  M.D. 
Anderson  Hospital  of  the  use  of  cyclophosphamide 
appears  to  be  more  encouraging.5  In  the  present 
study  of  66  patients  with  advanced  cervical  carci- 
noma, the  palliative  response  appears  to  be  good 
(45  percent),  however,  when  we  exclude  these 
patients  treated  by  pelvic  infusion  and  pelvic  per- 
fusion, the  response  is  less  impressive  (23  percent). 

In  most  published  reports  of  trophoblastic 
malignancies,  the  cure  rate  with  methotrexate  or 
actinomycin-D  appears  to  be  most  encouraging. 
A cure  rate  of  60  to  75  percent  is  certainly  not 
surprising.2’4’15  Our  experience  in  this  area  appears 
to  be  limited,  and  the  relatively  poor  response  ob- 
tained is  best  explained  by  preterminal  patients 
placed  on  a methotrexate  regimen.  The  excellent 
response  obtained  by  other  investigators  should  be 
emphasized. 


Conclusions 

1.  Chemotherapy  in  malignant  tumors  of  the 
pelvis  has  been  shown  to  have  both  gratifying  pal- 
liative and  curative  effects. 

2.  The  therapeutic  modalities  of  pelvic  in- 
fusion, pelvic  perfusion,  and  systemic  drug  admin- 
istration have  been  discussed.  Each  modality  has 
a significant  and  effective  role  when  chosen  prop- 
erly. 

3.  Ovarian  carcinoma  responds  best  to  alky- 
lating agents;  endometrial  carcinoma  responds 
almost  exclusively  to  Delalutin  or  Provera;  and 
methotrexate  or  actinomycin-D  should  be  em- 
ployed in  trophobastic  diseases. 

4.  In  a total  of  148  patients  seen  at  The 
Ohio  State  University  Hospital  with  malignant 
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tumors  of  the  pelvis,  a good  palliative  response  was 
obtained  in  77  (52.0  percent)  patients. 

Generic  and  Trade  Names  of  Drugs 

Medroxyprogesterone  acetate  — Provera  (Upjohn 
Company) 

Hydroxyprogesterone  caproate  — Delalutin  (E.  R. 
Squibb  & Sons) 

N,  N’,  N”-triethylene  thiophosphoramide — Thiotepa 
(Lederle  Laboratories) 

Cyproheptadin  hydrochloride  — Periactin  (Merck 
Sharp  & Dohme) 

Cyclophosphamide — Cytoxan  (Mead  Johnson  Lab- 
oratories) 
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Carcinoma  of  the  Cervix  in  Pregnancy 


Sukhit  Phaosavasdi,  M.D. 


/CARCINOMA  OF  THE  CERVIX  in  preg- 

nancy  is  by  no  means  a rare  or  exotic  disease. 
A survey  of  the  relevant  medical  literature  indi- 
cates a general  incidence  of  0.02  to  0.05  percent, 
or  one  case  in  every  2,000  to  4,000  pregnancies.2 
Frequently  abnormal  vaginal  bleeding  is  an  early 
symptom.  Often  as  not  the  patient  is  young,  of 
high  parity,  and  early  lesion  may  be  demon- 
strable.3’4 Although  the  incidence  is  low,  successful 
treatment  depends  on  early  diagnosis  and  the  in- 
stitution of  proper  therapy.5-8  The  prognosis  de- 
pends on  the  stage  of  gestation  at  diagnosis,  the 
clinical  extent  of  the  lesion,  and  the  promptness 
with  which  treatment  is  instituted.  Results  as  mea- 
sured in  five-year  survival  rates  were  reported  to 
be  as  good  for  the  gestational  patient  as  for  her 
nonpregnant  sister.310'12 

Material 

During  the  23-year  period  from  1948  to  1970, 
a diagnosis  of  invasive  carcinoma  of  the  cervix 
associated  with  pregnancy  was  made  in  27  patients 
seen  at  the  University  of  Cincinnati  Medical  Cen- 
ter, Cincinnati  General  Hospital.  In  each  case, 
the  diagnosis  was  made  either  during  the  period 
of  gestation  or  within  one  year  subsequent  to  de- 
livery or  abortion.  This  report  is  concerned  only 
with  those  patients  who  received  their  primary' 
treatment  at  this  Medical  Center.  There  is  no 
case  where  the  diagnosis  is  made  at  another  hos- 
pital and  referred  to  the  Medical  Center  for  de- 
finitive therapy. 

In  the  time  interval  under  study,  80,341 
deliveries  were  recorded  in  the  hospital,  presenting 
an  incidence  of  carcinoma  of  the  cervix  in  preg- 
nancy of  approximately  0.03  percent,  or  one  in 
3,000.  In  the  same  period,  714  cases  of  invasive 
cervical  carcinoma  were  diagnosed.  Thus  4 per- 
cent of  invasive  carcinoma  of  the  cervix  were 
associated  with  pregnancy. 

Of  the  group  presented  here,  the  youngest 
was  23  years  of  age,  the  oldest  was  36.  An  aver- 
age of  30.6  years  was  found  for  the  group  as  a 
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whole.  Average  parity  was  5.5.  Clinical  staging  of 
the  disease  is  presented  in  Table  1,  which  illus- 
trates the  distribution  of  cases  in  accord  with 
International  Classification  as  approved  in  1961 
and  the  duration  of  pregnancy  at  time  of  discovery 
of  the  neoplasm. 

In  15  patients,  the  diagnosis  of  invasive  cervi- 
cal carcinoma  was  established  following  delivery. 
Further,  it  is  noted,  that  22  of  the  entire  series 
were  classified  as  having  neoplasms  of  Stage  I 
lesion  characteristics.  In  this  study,  all  neoplasms 
were  of  the  epidermoid  variety. 

Diagnosis 

Vaginal  bleeding  or  discharge  was  the  most 
common  complaint.  Fourteen  patients  had  ab- 
normal vaginal  bleeding  and  eight  had  abnormal 
vaginal  discharge.  There  were  two  cases  of  ectopic 
pregnancy  in  this  study.  In  one  of  these,  the  diag- 
nosis of  invasive  carcinoma  of  the  cervix  was  made 
as  an  adventitious  finding  at  the  time  of  emer- 
gency operation  for  ruptured  tubal  pregnancy. 

Four  patients  had  conservative  hysterectomy. 
Invasive  carcinoma  of  the  cervix  was  found  in  the 
surgical  pathology  specimens  in  each  case.  In  two 
of  these  patients,  cervical  conization  prior  to  oper- 
ation had  not  been  performed.  One  patient  had 
vaginal  delivery  complicated  by  uncontrolled  im- 
mediate postpartum  hemorrhage.  Abdominal  total 
hysterectomy  was  necessitated,  which  disclosed  in- 
vasive carcinoma  of  the  cervix  having  extended  to 
the  parametrial  tissues. 

In  one  patient,  diagnosis  was  made  at  the 
time  of  dilatation  and  curettage  for  incomplete 
abortion.  In  another  case,  it  was  made  at  the 
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termination  of  the  third  stage  of  labor.  Of  a 
group  of  12  pregnant  patients  in  the  first,  second, 
and  third  trimester  10  had  prenatal  care.  In  seven 
patients  in  the  post  partum  group,  the  diagnosis 
was  missed  at  the  first  interview.  In  one  case  it 
had  been  delayed  for  12  months. 

Treatment  and  Results 

Details  of  method  and  results  of  treatment 
are  described  in  Tables  2,  3,  and  4. 

In  five  cases,  radical  hysterectomy  accompa- 
nied by  bilateral  pelvic  lymph  node  dissection  was 
performed  in  patients  whose  pregnancy  was  deter- 
mined as  being  in  the  first  and  second  trimester. 
In  one  further  case  of  pregnancy  in  the  second 
trimester,  radical  surgery  was  followed  by  radia- 
tion since,  in  this  patient,  tumor  cells  were  re- 
ported in  the  lymph  vessels  of  the  parametria. 
This  patient  is  alive  presently  1 1 years  after  treat- 


1 able  1.  Distribution  of  Cases  by  Trimester  and  Stage 


Trimester 

I 

Stage 

11  III 

IV 

Total 

First 

3 

0 

0 

0 

3 

Second 

4 

0 

0 

0 

4 

Third! 

4 

1 

0 

0 

5 

Postpartum 

11 

1* 

2 

1 

15 

Total 

22 

9 

2 

1 

27 

f Diagnosis  was  made  in  third  trimester;  treatment  was 
given  in  postpartum  period. 

'^Diagnosis  was  made  in  surgical  specimen  and  staging 
should  be  classified  in  a special  category. 

ment.  One  patient  in  the  first  trimester  was  ini- 
tially treated  with  radiation  followed  by  radical 
surgery',  which  revealed  tumor  cells  in  one  pelvic 
lymph  node.  The  patient  died  of  tumor  18  months 
later. 

Five  patients  are  reported  in  whom  live  births 
in  the  third  trimester  culminated  pregnancy.  How- 


Table  2.  Treatment  of  Invasive  Carcinoma  of  the  Cervix  in  Pregnancy 


Time 

Time 

Length 

of 

of 

of 

Pregnancy 

Dx 

Rx 

Survival 

Fetal 

# 

Stage 

Termination 

Wks. 

Wks. 

Treatment 

Result 

Years 

Outcome 

1 

IB 

Ectopic 

12 

12 

Radical  hysterectomy  with  nodes 

Alive 

18 

Abort. 

2 

I A 

Vag.  del. 

1 2pp 

12PP 

Conservative  hysterectomy 

Alive 

14 

Alive 

3 

IB 

Vag.  del. 

20pp 

22pp 

Radical  hysterectomy  with  nodes 

Alive 

/* 

Alive 

4 

IA 

Vag.  del. 

30pp 

30pp 

Conservative  hysterectomy 

Alive 

18 

Stillbirth 

5 

IB 

C/S 

20 

24 

Radical  hysterectomy  with  nodes 

Alive 

3 

Died 

6 

IB 

Spoilt,  abort. 

l/7pp 

24pp 

Radium  6000  mg.  hr.,  radical  hysterectomy 

with  nodes 

Alive 

17 

Abort. 

7 

IB 

Surgery 

10 

13 

Radical  hysterectomy  with  nodes 

Alive 

20 

Died 

8 

IB 

Surgery 

16 

17 

Radical  hysterectomy  with  nodes 

Alive 

5 

Died 

9 

IB 

Vag.  del. 

36pp 

38pp 

Radium  7200  mg.  hr.,  radical  hysterectomy 

with  nodes 

Alive 

1 1 

Alive 

10 

IA 

Vag.  del. 

16pp 

20pp 

Conservative  hysterectomy 

Alive 

10 

Alive 

11 

IB 

Surgery 

15 

17 

Radical  hysterectomy  with  nodes 

Alive 

7 

Died 

12 

IB 

Vag.  del. 

14pp 

15pp 

External  radiation  therapy  split  fields  4200  rad 

Radium  1 1500  mg.  hr. 

Alive 

10 

Alive 

13 

IB 

C/S 

35 

2pp 

External  radiation  therapy  split  fields  4676  rad 

Cesium  8100  mg.  hr. 

Alive 

6 

Alive 

14 

IB 

Vag.  del. 

20pp 

23pp 

Radium  7200  mg.  hr.  external  radiation  therapy 

whole  pelvis  3700  rad 

Alive 

8 

Alive 

1 5 

IB 

Vag.  del. 

24pp 

24pp 

Radium  6000  mg.  hr.  radical  hysterectomy 

with  nodes 

Alive 

20 

Alive 

16 

IB 

Vag.  del. 

l/7pp 

2pp 

External  radiation  therapy  whole  pelvis  4000 

rad  Radium  9000  mg.  hr. 

Died 

9 

Alive 

17 

IB 

Ectopic 

10 

13 

Radium  5280  mg.  hr.  radical  hysterectomy 

Abort. 

with  nodes 

Died 

1/2 

18 

IB 

Vag.  del. 

24pp 

25pp 

Radium  7200  mg.  hr.  external  radiation  therapy 

Alive 

whole  pelvis  4000  rad 

Alive 

6 

19 

IB 

Surgery 

24 

26 

Radical  hysterectomy  with  nodes,  external 

Died 

radiation  therapy  whole  pelvis  3500  rad 

Alive 

10 

20 

IB 

C/S  (38  wks) 

32 

2pp 

External  radiation  therapy  whole  pelvis  3800 

8/12 

rad  delay  and  refused  Radium. 

Died 

Alive 

21 

IB 

C/S  (40  wks) 

40 

12pp 

External  radiation  therapy  split  fields  4000  rad 

13/12 

Alive 

Cesium  6120  mg.  hr. 

Died 

22 

IB 

C/S  (37  wks) 

37 

5pp 

Radical  hysterectomy  with  nodes,  external 

Alive 

10 

Alive 

radiation  therapy  whole  pelvis  4000  rad 

23 

II A 

C/S  (39  wks) 

39 

2pp 

External  radiation  therapy  whole  pelvis  2820 

Died 

Alive 

rad  Radium  7200  mg.  hr. 

1 

24 

IIB 

Vag.  del. 

lpp 

2pp 

Conservative  hysterectomy,  external  radiation 

therapy  whole  pelvis  3600  rad  Radium 
4200  mg.  hr. 

Alive 

17 

Alive 

25 

IIIB 

Vag.  del. 

20pp 

22PP 

External  radiation  therapy  whole  pelvis 

Died 

Stillbirth 

3000  rad  refused  Radium 

3 

26 

1 1 IB 

Vag.  del. 

36pp 

37pp 

External  radiation  therapy  split  fields  4000  rad 

Died 

7/2 

Alive 

27 

IV 

Radium  7200  mg.  hr. 

External  radiation  therapy  split  fields  4550  rad 

Vag.  del. 

35pp 

37pp 

Alive 

Abort. 

Radium  7200  mg.  hr. 

9 
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ever,  of  these  five,  lour  were  treated  with  radia- 
tion subsequent  to  classical  cesarean  section,  and 
three  of  this  group  died.  Two  of  these  three  fatali- 
ties were  classified  with  Stage  I lesion  but  had  had 
delayed  treatment  and  incomplete  radiotherapy. 
Another  patient  did  not  respond  to  radiation. 

One  patient,  treated  initially  with  radical  sur- 
gery followed  by  radiation  because  of  tumor  cells 
found  in  three  pelvic  lymph  nodes,  is  presently 
alive  and  apparently  well  ten  years  after  definitive 
therapy. 

In  three  cases  classified  as  microinvasive,  a 
living  fetus  was  born  by  vaginal  delivery  in  each 
c ase.  After  parturition,  simple  hysterectomy  was 
performed.  In  all  three  cases,  the  patients  are  alive 
and  apparently  well  more  than  ten  years  after 
operation. 

In  a group  of  seven  patients,  radiotherapy 
was  instituted  after  vaginal  delivery.  There  were 
three  deaths  in  this  group.  Two  of  these  three 
fatalities  were  classified  as  clinical  Stage  III.  It 
is  believed  that  radiotherapy  had  been  incomplete 
in  one;  the  other  did  not  respond  at  all  to  radia- 
tion. One  further  patient  with  a Stage  I lesion 
was  treated  with  radiation  and  survived  for  eight 
years.  Recurrence  of  her  cervical  disease  was 
treated  with  additional  radiation  of  which  she  be- 
came a casualty.  Postmortem  examination  dis- 
closed no  evidence  of  neoplasm. 

One  patient  with  Stage  IV  lesion  (tumor  in- 
volving the  bladder  mucosa)  delivered  a viable 
infant  vaginally  and  responded  subsequently  to 
postpartum  radiation  therapy.  She  is  alive  and 
apparently  well  nine  years  after  therapy. 

In  another  group  of  five  patients  delivered 
vaginally,  three  were  treated  with  combined  radia- 


Table  3.  Treatment  of  Invasive  Cervical  Carcinoma 
in  Pregnancy 


Treatment 

I 

Stage 

II  III 

IV 

Total 

Radiation 

6 

1 1 

1 

9 

Surgery 

9 

0 0 

0 

9 

Radiation  & surgery 

6 

1 0 

0 

7 

Incomplete  treatment 

1 

0 1 

0 

9 

Total 

22 

2 2 

1 

27 

Table  4.  Treatment  of  Invasive 
in  Pregnancy 

Cervical  Carcinoma 

Treatment 

Trimester 

First  Second  Third  Postpartum  Total 

Radiation 

0 

0 0 

9 9 

Surgery 

2 

3 0 

4 9 

Radiation  & 
surgery 

i 

1 0 

5 7 

Inadequate 

treatment 

0 

0 0 

2 2 

Total 

3 

4 0 

20  27 

tion  and  radical  surgery,  one  with  radical  surgery, 
and  one  had  simple  hysterectomy  followed  by  radi- 
ation since  tumor  cells  were  found  in  the  surgical 
specimen.  All  of  these  five  patients  are  presently 
alive  and  apparently  well. 

The  fetal  outcome  is  summarized  in  Table  5. 
There  were  no  neonatal  deaths  in  the  third  tri- 
mester. All  of  the  five  cases  discovered  in  the  third 
trimester  had  classical  cesarean  section  resulting 
in  five  viable  infants. 

The  survival  of  the  patients  was  analyzed  by 
the  Life  Table  Method  (Berkson  & Gage),14  as 
the  three  deaths  with  Stage  I lesions  occurred 
within  two  years  of  diagnosis,  the  percentage  sur- 
vival is  85  percent  at  five  years  after  treatment 
(Table  6). 

Mode  of  Delivery'  and  Survival 

In  five  cases  in  the  third  trimester  in  which 
the  pregnancy  was  terminated  by  cesarean  section, 
three  patients  died  of  tumor.  In  our  study,  invasive 
carcinoma  of  the  cervix  was  the  indication  for 
cesarean  section.  Of  a group  of  15  vaginal  de- 
liveries, there  were  three  maternal  deaths  of  tumor. 
From  this  finding  (Table  7),  we  do  not  believe 
that  vaginal  delivery  will  affect  the  prognosis  of 
the  invasive  cervical  carcinoma.  But  one  patient 
in  this  series  had  a vaginal  delivery  complicated  by 
uncontrolled  immediate  postpartum  hemorrhage 
necessitating  emergency  abdominal  total  hysterec- 
tomy. This  would  lead  us  to  prefer  the  classical 
cesarean  section  as  the  choice  of  delivery  in  order 
to  avoid  such  a postpartum  complication. 

Comments 

Our  series  is  very  small.  Fourteen  patients,  or 
50  percent  of  our  cases,  had  vaginal  bleeding.  This 
stresses  the  importance  of  the  investigation  of  the 
source  of  bleeding  in  all  pregnant  patients.  Most 
of  our  patients,  23  cases,  had  the  diagnosis  made 
only  by  visual  inspection  followed  by  biopsy  of 
the  cervix. 

In  a quarter  of  our  patients,  seven  cases, 
timely  diagnosis  might  have  been  forthcoming  if 
the  principles  enunciated  by  Standee  and  Lein 
(1960)  had  been  observed.1  These  are: 

( 1 ) On  initial  antenatal  visit  cytologic  study 
of  the  cervix  should  be  undertaken  with  immediate 
biopsy  of  any  suspicious  lesion. 

(2)  Should  punch  biopsy  reveal  the  presence 
of  intraepithelial  carcinoma,  or  repeated  cytologic 
preparations  reveal  abnormal  cells  in  the  presence 
of  a grossly  normal  cervix,  cold  knife  conization  as 
a hospital  in-patient  procedure  should  be  per- 
formed. 

The  treatment  of  choice  of  the  invasive  cervi- 
cal carcinoma  in  pregnancy'  should  be  evaluated 
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Table  5.  Fetal  Outcome  in  Cervical  Carcinoma  in 
Pregnancy 


Cases 

Total 

Alive 

16 

Classical  cesarean  section 

5 

Vaginal  delivery 

1 1 

Abortion 

4 

Ectopic  pregnancy 

2 

Spontaneous  abortion 

2 

Stillbirth 

2 

Prematurity  Neonatal  Death  by 
Surgical  Treatment 

5 

First  trimester 

i 

Second  trimester 

4 

Table  6.  Effect  of  Stage 

on  Survival 

5 

Yrs.  Survival 

Stage 

Cases 

Cases 

% 

I* 

20 

17 

85 

II 

2 

1 

50 

III 

2 

0 

0 

IV 

1 

I 

100 

*2  cases  treated  one-half  and  three  years 
are  not  included  here 


Table  7.  Mode  of  Delivery  and  Maternal  Survival 


Mode  of 
Delivery 

Stage  of  Disease 

I II 

* % # % 

III 

* % 

IV 

* % 

5 Cesarean 

sections 

2/4 

50  0/1  0 

0 0 

0 0 

15  Vaginal 

deliveries 

10/11 

90  1/1  100 

0/2  0 

1/1  100 

individually.  In  our  study  of  the  nine  patients  who 
had  radiotherapy,  four  did  not  respond.  Two  ad- 
ditional fatalities  had  incomplete  radiation.  Death 
occurred  in  another  patient  who  had  been  treated 
with  radiation  and  surgery.  Of  those  treated  only 
by  surgery,  none  died.  This  finding  favors  surgical 
intervention  as  the  choice  of  treatment  for  invasive 
cervical  carcinoma  in  pregnancy  in  the  selected 
young  patient  with  an  early  lesion.  But,  again, 
our  series  is  very  small  to  reach  this  conclusion 
and  warrants  confirmatory  studies  by  other  clinical 
observers. 

In  seven  patients  in  the  postpartum  group, 
the  diagnosis  was  missed  at  the  first  interview.  In 
one  case,  it  had  been  delayed  for  12  months.  There 
were  six  deaths  in  the  postpartum  group  but  only 
one  in  the  prenatal  period.  On  the  basis  of  this 
finding,  the  patient  in  the  prenatal  period  would 
seem  to  do  better  than  those  in  the  postpartum 
categories.  The  poor  results  in  the  third  trimester 
and  post  partum  may  be  related  to  delayed  or  im- 
proper treatment  and  the  difficulties  inherent  in 


assessing  the  extent  of  the  disease.9-10 

The  mode  of  delivery  was  previously  dis- 
cussed. It  is  our  belief  that  classical  cesarean 
section  should  be  the  choice  of  delivery  in  order 
to  avoid  postpartum  complications. 

Summary 

Twenty-seven  patients  with  invasive  cervical 
carcinoma  in  pregnancy  have  been  encountered 
over  a 23-year  interval  from  1948  to  1970.  Diag- 
nosis, treatment,  result  and  mode  of  delivery  have 
been  discussed.  On  the  basis  of  our  findings,  we 
conclude  that  invasive  cervical  carcinoma  in  preg- 
nancy has  an  incidence  in  this  hospital  population, 
at  this  time,  of  0.033  percent,  or  I in  3,000  de- 
liveries. Of  27  patients  treated,  seven  died  within 
seven  months  to  nine  years  of  established  diagnosis 
of  the  lesion.  The  remaining  20  are  alive  and 
well  over  periods  of  one  to  20  years  after  definitive 
therapy. 
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Hypersensitivity  Pneumonitis 


I.  A Discussion  of  Farmer's  Lung* 


Willam  F.  Hughes,  M.D. 


HERE  IS  A PULMONARY  SYNDROME 
that  can  be  caused  by  the  inhalation  of  any 
one  of  several  organic  dusts.  Although  there  is  a 
great  similarity  in  the  clinical  picture,  and  there 
is  probably  similar  immunopathology,  a variety  of 
names  have  been  applied  to  these  conditions,  de- 
pending upon  their  specific  epidemiology.  Thus 
there  are  Farmer’s  Lung,  bagassosis,  pigeon  breed- 
er’s disease,  etc.  The  present  known  and  suspected 
syndromes  of  this  type  with  their  inciting  antigens 
are  listed  in  Table  1.  This  variety  of  names  has 
led  to  confusion.  Diseases  of  this  group  resulting 
from  fungal  antigens  are  often  mistakenly  classi- 
fied and  discussed  as  being  outright  pulmonary 
fungal  infections  similar  to  histoplasmosis  or  coc- 
cidioidomycosis. 

It  is  important  to  consider  this  group  of 
diseases  in  recurrent  pneumonitis,  because  if  ex- 
posure continues,  severe,  crippling  lung  disease 
will  result.1  One  no  longer  has  the  salient  occupa- 
tional or  hobby  history  which  has  been  so  useful 
in  the  past.  The  recent  description  of  an  outbreak 
of  this  type  of  lung  disease  in  a group  of  office 
workers,  who  were  exposed  to  Actinomvcete  anti- 
gens via  the  air  conditioning  system,  forces  us  to 
consider  this  mechanism  in  many  pulmonary  in- 
filtrations.2 

The  fact  that  many  antigens  have  been  identi- 
fied as  causing  this  phenomenon  in  the  past  few 
years  perhaps  means  that  we  have  only  scratched 


*Dr.  Hughes  is  preparing  another  article  discussing 
“Bird  Breeder’s  Lung.” 
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the  surface  in  recognizing  the  agents.  There  arc 
many  industrial  and  agricultural  exposures  yet  to 
be  discovered,  but  one  needs  an  awareness  of  the 
process  and  some  understanding  of  the  possible 
mechanisms  involved  to  find  them. 

All  of  these  diseases  are  thought  to  be  mani- 
festations of  a Type  III  allergic  phenomenon.  This 
is  according  to  Gell  & Coombs’  classification  of 
the  spectrum  of  allergic  diseases.3  This  system  cate- 
gorizes the  known  allergic  reactions  into  four 
types  based  on  the  initial  circumstances  of  the 
antigen-antibody  union.  In  Type  I,  the  antigen 
reacts  with  antibody  when  it  is  attached  to  and 
passively  sensitizes  a cell.  This  union  releases  a 
variety  of  mediators,  among  them  histamine,  which 
produce  physiologic  effects.  Complement  is  not 
involved.  In  man,  urticaria,  allergic  rhinitis,  and 
allergic  asthma  are  brought  about  by  this  mech- 
anism. 

In  Type  II,  circulating  antibodies  react  with 
antigenic  components  of  a tissue  cell  and,  with 
activation  of  complement,  cell  destruction  occurs. 
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Examples  of  this  mechanism  are  transfusion  re- 
actions, hemolytic  disease  of  the  newborn,  and 
some  purpuras  due  to  drug  sensitivity. 

The  Type  III  phenomenon  is  exemplified  by 
the  Arthus’  reaction,  in  which  circulating  antigen- 
antibody  complexes  are  formed  when  there  is  an 
antigen  excess.  In  this  process,  complement  is 
activated,  and  a chain  of  inflammatory  events 
can  follow'.  Leukocytes  are  attracted  and  aggre- 
gated. Vascular  endothelium  is  damaged,  causing 
thrombosis  and  fibrin  deposits.  Some  people,  usual- 
ly those  nonallergic  in  the  usual  sense,  develop 
large  amounts  of  IgG  antibody  in  response  to 
repeated  inhalation  of  these  protein  substances.  At 
some  point  in  their  exposure,  when  the  ratio  of 
the  inhaled  antigens  is  in  excess  of  the  circulating 
antibody,  soluble  antigen-antibody  complexes  form, 
and  the  complement  chain  of  enzymes  is  activated. 
A similar  sequence  of  events  is  thought  to  occur 
in  serum  sickness,  glomerulonephritis,  and  dissem- 
inated lupus  erythematosus. 

The  last  classification  is  Type  IV,  which  re- 
fers to  classic  delayed  hypersensitivity.  No  known 
antibody  is  involved,  but  rather  the  inflammatory 
reaction  is  evoked  by  the  sensitized  cell,  probably 
a lymphocyte. 

The  two  most  common  forms  of  Type  III,  or 
hypersensitivity  pneumonitis,  in  this  country  are 
Farmer’s  Lung  and  Bird  Fancier’s  Lung. 

Farmer's  Lung 

The  first  of  these  syndromes  to  be  recog- 
nized and  in  which  the  antigenic  agent  was  identi- 
fied is  Farmer’s  Lung.  The  clinical  description 
w’as  documented  by  Campbell4  in  1932.  From  the 
beginning,  the  association  of  this  illness  with  the 
handling  of  moldy  hay  was  recognized  and  for 
some  time  the  disease  was  thought  to  be  a fungal 
infection.  Pepys,  et  al,5  however,  clearly  demon- 
strated that  the  growth  of  the  thermophilic 
actinomyc.etes.  Micromonospora  faeni  (formerly 


Thermopolyspora  polyspora),  in  the  hay  is  the 
major  source  of  the  antigen.  Patients  exhibiting 
this  phenomenon  have  large  amounts  of  IgG 
antibodies  to  the  antigen,  and  the  disease  can 
be  reproduced  in  them  by  inhalation  challenge 
with  the  actinomyces  protein.  Another  strain  of 
thermophilic  actinomycetes,  Micromonospora  vul- 
garis, has  been  shown  to  cause  this  syndrome, 
perhaps  more  commonly  in  the  United  States  than 
in  England.6  There  is  a strong  possibility  that 
other  organisms  can  produce  similar  antigens  in 
hay  or  silage. 

Adult  males  are  usually  affected,  but  the 
disease  is  seen  occasionally  in  women  and  rarely 
in  children.7’8  It  has  been  reported  from  most 
countries  of  the  temperate  zone,  and  the  frequency 
of  the  disease  in  any  winter  is  related  to  the 
amount  of  rainfall  during  the  preceding  summer. 

Although  methods  are  available  for  the  com- 
plete machine  handling  of  hay  and  storage  in 
silos  so  that  it  is  fed  fresh  and  green  to  livestock, 
most  farmers  still  use  a method  of  field  drying 
and  storage  in  barns.  If  hay  is  stored  before  it 
has  dried  sufficiently,  it  will  become  moldy.  If  the 
moisture  content  is  high  enough,  there  will  be 
sufficient  heat  generated  for  the  thermophilic 
strains  of  actinomycetes  to  growr.  These  organisms 
prefer  a temperature  of  50  C to  55  C.  Animals  do 
not  eat  moldy  hay  well,  so  a farmer  nearly  always 
know's  if  he  has  some  “bad"’  hay.  The  ordinary 
saprophytic  fungi,  as  well  as  the  actinomycetes  de- 
rive their  nutrients  from  the  hay,  causing  it  to 
become  fragmented  and  extremely  dusty.  The 
farther  north  one  goes  in  the  temperate  zone,  the 
tighter  the  barns  are  constructed.  If  moldy  hay 
is  present,  there  may  be  a tremendous  exposure  to 
this  dust  owing  to  the  poor  ventilation. 

The  initial  clinical  episode  usually  begins  four 
to  six  hours  after  exposure  to  this  dusty  environ- 
ment. Symptoms  such  as  fever,  malaise,  and  an 
irritative  cough  often  subside  by  the  next  morn- 


Table  1.  Known  and  Suspected  Syndromes  of  Hypersensitivity  Pneumonitis 


Disease 


Antigenic  Agent 


Farmer’s  lung 
Bird  fancier’s  lung 
Bagassosis 

Mushroom  worker’s  lung 
Suberosis 

Malt  worker’s  lung 

Maple  bark  stripper’s  disease 

Sequoiosis 

Cheese  washer’s  lung 
Chronic  lung  disease  in  inhabitants  of 
thatched  huts  (New  Guinea) 
Pituitary  snuff  taker’s  lung 
Wheat  weavil  disease 
Laundry  detergent  worker’s  lung 


Thermophilic  actinomycetes 

Avian  serum  proteins 

Thermophilic  actinomycetes 

Thermophilic  actinomycetes 

Thermophilic  actinomycetes 

Aspergillus  fumgatus  and  A.  clavatus 

Corticostroma  corticale 

Graphium  and  Aueriobasidium  Pullulans 

Penicillin  species 

Unknown 

Pork  and  beef  proteins 
Sitophilus  granarius 
Enzymes  of  B subtilus 
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ing.  A repeat  illness  occurs  after  the  next  ex- 
posure. In  the  beginning,  recovery  is  prompt  and 
fairly  complete,  but  if  the  exposures  are  close 
enough  together,  the  patient  will  soon  be  inca- 
pacitated. Depending  on  the  duration  of  the  ill- 
ness, the  patient  may  show  weight  loss  of  as  much 
as  15  to  20  lbs.  in  six  to  eight  weeks.  Although 
there  is  often  persistent  cough  at  this  stage,  the 
main  complaint  is  often  dyspnea.  There  is  a 
bilateral,  difluse  pulmonary  infiltration  in  roent- 
genogram, but  usually  the  dyspnea  appears  to  be 
more  severe  than  the  x-ray  picture  warrants.  Pul- 
monary function  studies  have  demonstrated  a 
variety  of  defects,  but  the  most  consistent  finding 
has  been  a decrease  in  diffusing  capacity.  This 
is  compatible  with  the  microscopic  appearance  of 
the  lung  at  this  stage  in  which  there  is  nearly 
always  alveolitis  with  thickening  of  the  alveolar 
walls  and  mononuclear  cell  infiltration.  In  the 
chronic  stage  of  the  disease,  the  diffuse  pulmonary 
fibrosis  cannot  be  distinguished  from  any  other 
fibrotic  process,  and  all  parameters  of  pulmonary 
function  are  imparied. 

Treatment  of  the  acute  episode  is  usually  not 
difficult.  The  symptoms  and  the  pulmonary  in- 
filtration will  clear  in  10  to  21  days,  just  by 
avoiding  further  exposure.  Those  patients  who  do 
not  clear  spontaneously  should  recover  dramatical- 
ly on  treatment  with  moderate  doses  of  corti- 
costeroids. Twenty  to  40  mg  of  prednisone  daily 
is  usually  adequate. 

There  have  been  rare  instances  of  progressive 
pulmonary  fibrosis  occurring  after  an  apparent 
single  episode  of  acute  Farmer’s  Lung.  Such  pa- 
tients have  not  been  studied  sufficiently  to  warrant 
reporting,  but  the  possibility  of  this  occurrence 
should  be  noted.  The  prevention  of  further  epi- 
sodes of  this  illness  should  be  extremely  easy. 
Strict  avoidance  of  exposure  would  be  ideal.  This 
is  not  always  easy  for  a farmer  to  manage.  Most 
farmers  have  a considerable  investment,  some- 
times amounting  to  the  assets  of  several  genera- 
tions of  his  family.  Usually  these  people  are 
middle  aged  and  have  no  training  in  any  other 
field.  With  this  as  a background,  it  is  sometimes 
the  physician’s  role  to  advise  the  patient  on  all 
possible  ways  of  avoiding  exposure,  while  remain- 
ing active  in  the  management  of  the  farm. 

The  important  laboratory  aid  to  the  diagnosis, 
excluding  a lung  biopsy,  is  the  demonstration  of 


serum  antibodies  to  the  suspected  antigen.*  This 
is  easily  demonstrated  as  a line  of  precipitation 
in  agar  gel.9  The  pure  actinomycete  antigens  can 
be  used,  if  available,  or  a saline  extract  of  the 
patient’s  own  moldy  hay  will  do  quite  well.  About 
one  third  of  farmers  whose  blood  is  tested  will 
show  a faint  line  of  precipitation  with  this  method. 
A strong  line  or  multiple  lines  usually  indicate 
Farmer’s  Lung  is  present.  Direct  skin  tests  with 
these  antigens  have  not  been  feasible  because  of 
their  irritative  properties. 

Summary 

The  proposed  mechanism  (Type  111  alergic 
phenomenon)  for  hypersensitivity  pneumonitis  has 
been  outlined.  The  numerous  examples  of  this 
syndrome  have  been  listed  and  the  most  common, 
Farmer’s  Lung,  is  discussed  in  detail.  This  syn- 
drome of  recurrent  pneumonitis  is  characterized 
by  fever,  chills,  cough,  progressive  dyspnea,  and 
weight  loss.  Definitive  diagnosis  is  supported  by 
lung  biopsy  and  by  appropriate  serologic  tests. 

"Serum  samples  from  suspected  cases  may  be  sent 
to  the  Allergy  Laboratory,  Starling-Loving  Bldg., 
The  Ohio  State  University  College  of  Medicine, 
Columbus,  Ohio,  for  serologic  studies. 
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Total  Hip  Joint  Replacement 

A Review  of  Methods  Currently  Available 


Thomas  H.  Mallory,  M.D. 


OTAL  PROSTHETIC  REPLACEMENT  of 
the  hip  has  passed  out  of  the  experimental 
stage  and  can  now  be  considered  a specific  surgical 
treatment  of  certain  types  of  hip  disease.  Prosthetic 
replacement  consists  of  substituting  a prefabricated 
ball  and  socket  joint  for  the  acetabulum  and 
femoral  head.  The  outstanding  advantages  of  total 
prosthetic  replacement  are : ( 1 ) total  absence  of 
pain  and  (2)  improved  range  of  motion,  which  is 
achieved  very  rapidly  after  the  operation. 

It  is  estimated  that  there  have  been  performed, 
in  the  United  States  and  Europe,  in  the  past  12 
years  approximately  50,000  total  hip  joint  replace- 
ments.1 The  spectacular  results  that  have  been 
obtained  with  this  technic  could  change  the  whole 
pattern  of  orthopedic  history  as  it  relates  to  treat- 
ment of  hip  disease.  We  may  be  entering  a period 
when  total  joint  replacement  will  be  feasible  for 
all  major  joints  of  the  body.  It  is  paramount  that 
the  practitioner  be  made  aware  of  the  rapid 
advances  and  developments  in  this  area  of  ortho- 
pedic surgery. 

There  are  basically  three  designs  of  total 
hip  prostheses  available  today.  These  are  the 
Ring,  the  McKee-Farrar,  and  the  Charnley. 

The  Ring  prosthesis  consists  of  prefitted  Vital- 
lium* acetabular  and  femoral  component.2  The 
femoral  component  is  placed  in  the  proximal 
femoral  shaft  and  the  acetabular  component  is 
screwed  into  the  pelvis  (Figs.  1 and  2).  Bone-to- 
metal  contact  is  the  greatest  disadvantage  of  the 


*Vitallium  is  a registered  trademark  of  Howmedica, 
Inc. 
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Ring  prosthesis.  The  difference  in  the  elastic  moduli 
(stiffness)  between  metal  and  bone  have  caused 
this  prosthesis  to  loosen.  In  addition,  stress  forces 
about  the  prosthesis  may  cause  fatigue  and  frac- 
ture of  the  components.3  For  these  reasons  the 
Ring  prosthesis  does  not  appear  to  be  the  most 
satisfactory  one  available. 

The  McKee-Farrar,  along  with  the  Charnley 
prosthesis,  has  the  distinct  advantage  of  being 
securely  fixed  to  the  bony  skeleton  with  acrylic 
cement.4  This  prosthesis  is  a Vitallium  acetabular 
component  prefitted  to  a Vitallium  femoral  com- 
ponent (Fig.  3).  The  point  of  criticism  of  this 
prosthesis  is  the  presence  of  metal-to-metal  bear- 
ings. Laboratory  studies  indicate  that  metal  bear- 
ings will  eventually  wear  and  cause  particle  debris 
in  the  surrounding  tissue.3  Biological  solutions 
can  wet  the  components  causing  electrical  polar- 
ization, leading  to  further  deterioration  of  the 
materials.  In  addition,  metal-to-metal  contact 
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within  the  bearing  components  can  create  sig- 
nificant frictional  forces.3  This  in  turn  creates 
stress  forces  across  the  cement  which  can  cause 
loosening  (Fig.  4).  Nevertheless,  the  six-year  fol- 
low-up with  the  McKee  Farrar  prosthesis  shows  it 
to  be  functioning  well  despite  the  above  criticism.4 

The  third  type  of  prosthesis  available  is  the 
Charnley.  Through  his  research  John  Charnley 
has  shown  that  certain  forms  of  thermoplastic 
polymers  have  a coefficient  of  friction  similar  to 
cartilage  and  afford  the  same  kind  of  natural 
lubrication  seen  in  biologic  joints.3  In  his  pros- 
thesis, the  acetabular  component  is  made  of  high 
density  polyethylene.  The  femoral  component  is 
made  of  stainless  steel.  Charnley  states  that  the 
resistance  of  motion  in  the  plastic  socket  is  re- 
duced by  the  small  diameter  of  the  femoral  head.6 
The  unknown  factor  in  this  prosthesis  is  the  rate 
of  wear  of  the  plastic  acetabulum  (Figs.  5 and  6). 
Despite  this,  the  Charnley  type  of  prosthesis  is 
being  advocated  in  most  major  centers.1  It  ap- 
pears to  be  the  most  mechanically  sound  pros- 
thesis available. 

Indications 

Despite  the  fact  that  a large  number  of  total 
hip  replacements  have  been  done,  it  must  be  re- 
membered that  the  longest  follow-up  available  is 
12  years.  Therefore,  it  must  be  firmly  emphasized 
that  caution  should  be  used  in  the  selection  of 
patients  for  this  procedure. 

People  with  severe  degenerative  arthritis,  in- 
capacitated by  pain  and  unable  to  ambulate  are 
the  tvpe  of  patients  that  qualify  for  this  pro- 


Fig.  1.  Ring  prosthesis.  Bone-to-metal 
contact,  metal-to-metal  bearings. 


cedure.  They  should  be  at  least  55  years  old  if 
they  have  unilateral  hip  involvement  and  per- 
haps the  age  can  be  lowered  if  they  have  bilateral 
disease.  Individuals  with  progressive  rheumatoid 
arthritis  or  Marie-Strumpell  arthritis  may  also 
come  under  consideration  for  total  hi])  replace- 
ment at  any  age. 

Fixation 

Acrylic  cement  (polymethylmethacrylate)  al- 
lows fixation  of  the  total  hip  prosthesis  by  binding 
a rigid  implant  to  hone.  This  is  accomplished 
through  mechanical  fastening  of  materials  of  dif- 
ferent elastic  moduli.  This  allows  distribution  of 
forces  over  a large  surface  area.  Metal  implants 
have  failed  in  the  past  because  the  transferable 
load  was  concentrated  on  a small  area  of  contact. 
It  must  be  remembered  that  prostheses  also  fail 
because  they  move.  Even  the  slightest  motion  can 
cause  incapacitating  pain  and  render  the  procedure 
a failure. 

Many  surgeons  are  concerned  about  the  use 
of  acrylic  cement  in  the  human  body.  The  basic 
subject  is  too  extensive  to  deal  with  in  a brief 
review.  Suffice  it  to  emphasize  the  current  evi- 
dence which  fails  to  show  any  complications  of 
a constant  recurring  type  to  make  one  suspicious 
that  the  cement  might  be  the  cause.9  The  compli- 
cations that  have  occurred  have  been  attributed 
to  the  likelihood  of  sepsis  rather  than  to  the  allergic 
reaction  to  the  acrylic  cement. 

This  material  has  been  used  in  numerous 
ways  in  dentistry,  neurosurgery,  and  other  areas 
of  orthopedics,  spanning  a period  of  20  years.10 
Nevertheless,  the  long-term  effects  of  the  cement 
remain  a point  of  concern.  The  U.S.  Food  and 
Drug  Administration  (FDA)  has  restricted  the 


Fig.  2.  Ring  prosthesis  inserted. 
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Fig.  3.  McKee  prosthesis.  Cement  fix- 
ation with  metal-to-metal  bearings. 


use  of  this  material  until  significant  clinical  data 
can  be  generated  in  this  country. 

Complications 

The  greatest  risk  in  the  use  of  total  hip  joint 
replacement  is  infection.9  The  large  amount  of 
foreign  material  placed  in  the  hip  joint  can  be- 
come the  site  for  sepsis.  In  some  centers  sepsis 
resulting  from  this  procedure  has  averaged  as  high 


Fig.  5.  Charnley  prosthesis  with  the 
Mueller  modification.  Plastic  acetabu- 
lar component  with  three  femoral 
prostheses  of  varying  lengths. 


Fig.  4.  McKee  prosthesis  inserted. 
Note  cement  halo. 


Fig.  6.  Charnley-Mueller  prosthesis 
(inserted).  Note  finger-like  projections 
of  cement.  Wire  secures  osteotomized 
greater  trochanter,  necessary  in  lateral 
approach  to  hip. 
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as  12  percent.1  Organisms  of  low  virulence  ap- 
pearing 12  to  18  months  postoperatively  have 
introduced  the  phenomenon  of  late  sepsis,  a com- 
plication peculiar  to  this  procedure.9 

Through  attempts  to  control  sepsis,  there 
have  emerged  the  sterile  air  flow  operating  rooms, 
consisting  of  glass  enclosures  known  as  “green 
houses.”  Rapid  exchange  of  air  within  a confined 
operating  space  removes  particulate  material 
which  can  harbor  pathologic  organisms.11  Charnley, 
el  al,  have  shown  that  laminar/linear  air  flow 
can  significantly  lower  infection  rates.  Any  in- 
stitution wherein  a significant  number  of  these 
procedures  is  being  done  should  be  equipped  with 
laminar /linear  air  flow  operating  rooms. 

Notwithstanding,  infection  remains  an  un- 
solved problem.  If  an  infection  does  occur,  it  is 
likely  that  the  prosthesis  will  have  to  be  removed. 
Understandably  the  removal  of  a prosthesis  fixed 
in  cement  is  a long  and  difficult  procedure.  How- 
ever, the  surgeon  who  advocates  total  hip  joint 
replacement  must  be  prepared  to  manage  this 
complication. 

Pulmonary  embolus  and  thrombophlebitis 
rank  high  as  significant  complications.  An  addi- 
tional complication  of  serious  note  is  the  formation 
of  heterotropic  bone  about  the  prosthesis.  In  the 
Mayo  series  this  is  running  over  7 percent.12  This 
may  be  related  to  the  surgery  itself  or  to  the 
large  amount  of  foreign  material  used  in  the  pro- 
cedure. 

Results 

During  the  past  year,  there  have  been  ap- 
proximately 313  total  hip  joint  replacements  of  the 
Charnley  type  done  at  the  Mayo  Clinic  and  256 
of  the  same  type  done  in  Boston.1’12  Both  series 
indicate  a 91  to  96  percent  absolute  relief  of 
pain.  Eighty-two  percent  of  the  patients  in  both 
series  demonstrated  an  improved  range  of  motion. 
Infection  rates  are  running  approximately  1.3  to 
1.5  percent.  However,  the  phenomenon  of  late 
sepsis  cannot  yet  be  fully  evaluated. 

Conclusions 

Experience  with  total  hip  joint  replacement  is 
now  of  approximately  12  years  duration.  In  this 
country  the  longest  experience  is  three  years  at 
the  Mayo  Clinic  with  over  90  percent  of  the 
patients  having  complete  relief  of  pain.  However, 
until  our  experience  is  more  extensive,  we  must 


limit  our  surgery  to  elderly  patients  with  severe 
hip  disease.  This  operation  should  not  be  done 
injudiciously  on  patients  under  50  years  of  age. 
We  must  be  prepared  to  treat  infection  if  and 
when  it  occurs  and  be  aware  that  late  carcin- 
ogenic and  allergic  reactions  could  arise  with  the 
use  of  materials  as  described. 

Summary 

The  significant  values  of  total  hip  replacement 
are  relief  of  pain  and  improved  range  of  motion. 
Ehe  types  of  total  hip  replacement  currently  avail- 
able have  been  discussed,  and  the  advantages  of 
firm  fixation  are  emphasized.  The  complications 
of  infection,  wear,  and  possible  allergic  response 
are  real  concerns  and  remain  unanswered  ques- 
tions. In  the  current  stage  of  development,  this 
procedure  should  be  reserved  for  elderly  patients 
with  severe  hip  disease  and  should  be  considered 
an  end-stage,  salvage  operation.  Undoubtedly,  how- 
ever, total  hip  joint  replacement  has  become  the 
most  successful  form  of  organ  replacement  surgery 
that  modem  medicine  has  yet  achieved. 
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The  Use  and  Abuse  of  Drugs 

in  Athletics 

Robert  J.  Murphy,  M.D. 


TN  MAY  1968,  a race  horse  named  “Dancers 
Image”  won  the  Kentucky  Derby,  fulfilling  a 
lifelong  ambition  of  its  owner  and  trainer.  Sev- 
eral days  later,  the  Kentucky  Racing  Commission 
reversed  the  decision,  declaring  that  traces  of 
Butazolidin  were  found  in  samples  taken  after  the 
race.1  It  is  morally  wrong  and  illegal  to  “dope” 
race  horses  but  no  such  rules  regarding  humans 
exist  in  American  sports. 

How  prevalent  is  the  use  of  drugs  in  ath- 
letics? Many  believe  that  it  is  greater  than  most 
physicians  are  willing  to  admit.  In  spite  of  a ban 
on  the  use  of  drugs  in  Olympic  competition,  ex- 
cept under  the  careful  supervision  of  a physician, 
several  Olympic  athletes  have  died  in  competition, 
and  drugs  have  been  indicted.  In  the  1960  Olym- 
pic Games,  two  Danish  bicyclists  died  of  probable 
heat  stroke  after  using  a vasodilator  (Roniacol). 
In  the  1968  Olympics,  a French  basketball  player 
died  during  a game  and  it  was  later  found  that 
he  was  using  amphetamines. 

One  physician  has  been  quoted  as  saying:  “A 
weight  lifter  cannot  compete  without  using  ana- 
bolic steriods.”  A recent  article  in  a national  sports 
magazine  stated:  “Our  American  athlete,  after 
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sustaining  an  injury,  is  sprayed  with  ethyl  chloride, 
given  an  enzyme  and  pain  killer  to  pop  in  his 
mouth,  injected  with  a local  anesthetic,  and  has 
some  DMSO  slathered  in  the  first  few  minutes.”1 

Many  feel  that  drug  use  in  the  United  States 
is  a scandal.  Most  drugs,  good  or  bad,  safe  or  risky, 
effective  or  ineffective,  legal  or  illegal,  which  are 
used  by  athletes,  are  supplied  directly  by  physi- 
cians or  through  trainers.  If  there  is  a scandal,  it 
certainly  involves  the  medical  profession.  Drug 
use,  among  college  students  in  general  as  well  as 
athletes,  must  be  the  concern  of  all  physicians, 
whether  these  users  are  our  players,  our  patients, 
or  our  children. 

In  my  experience  around  the  country,  the 
use  of  drugs  is  far  less  prevalent  than  one  is  led 
to  believe.  Most  team  physicians  are  treating  their 
athletes  in  the  same  manner  that  they  treat  their 
own  private  patients.  As  more  athletic  teams  en- 
gage a team  physician  as  a member  of  their  staff, 
you  will  find  more  responsible  medicine  and  less 
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witchcraft,  which  will  be  to  the  best  interests  ol 
all  concerned. 

This  paper  is  an  attempt  to  classify  thera- 
peutic agents  according  to  their  effectiveness.  The 
categories  to  be  employed  are: 

Agents  of  Proved  Value 
Agents  of  Probable  Value 
Agents  of  Possible  Value 
Agents  of  No  Value 
Agents  Not  Recommended 

Our  group  at  the  Athletic  Department  of 
The  Ohio  State  University*  has  attempted  on 
several  occasions  to  do  a good  double  blind  study 
on  drugs  in  athletics  and  has  found  it  nearly  im- 
possible to  do.  because  the  same  injury  is  so  vari- 
able in  different  individuals.  Almost  all  the  evalu- 
ation is  subjective  rather  than  objective. 

One  must  keep  in  mind  that  the  athlete  as  a 
person  is  constantly  striving  to  improve  his  per- 
formance and  will  follow  almost  any  hint  or 
suggestion  that  a fellow  athlete  will  make.  When- 
ever an  athlete  achieves  a great  performance,  all 
wish  to  know  how  he  trained,  what  he  eats,  or 
what  drugs  he  might  be  taking.  If  a world  record 
is  made  by  an  individual  who  stands  on  his  head 
30  minutes  a day  and  drinks  beet  juice  three  times 
a day,  you  can  be  sure  that  hundreds  of  others  will 
be  trying  it  soon. 

Athletes  are  constantly  advocating  products, 
which  implies  that  their  performance  is  related 
to  that  product.  Athletes  in  individual  sports  (eg. 
track,  swimming,  and  weight  lifting)  seem  more 
susceptible  to  fads  than  are  those  engaged  in  team 
sports.  There  continues  to  be  no  substitute  for 
athletic  ability,  superb  conditioning,  and  excellence 
in  coaching  to  produce  a great  athletic  perfor- 
mance. 

Agents  of  Proved  Value 

Agents  of  proved  value  in  medicine  will  not 
differ  from  those  used  in  the  ordinary  practice  of 
medicine.  You  can  rest  assured  that  if  there  were 
a drug  which  would  hasten  healing,  prevent  com- 
plications, or  change  the  course  of  an  injury,  all 
physicians  would  be  using  it  regularly. 

Tetanus  To\oi(l:  All  athletes  should  have 
tetanus  immunization.  Several  years  ago  it  was  our 
practice  to  immunize  yearly  but  recent  evidence 
suggests  that  harm  may  come  from  too  frequent 


*Any  team  physician  who  classifies  the  drugs  which 
I will  mention  may  place  them  in  slightly  dif- 
ferent categories.  My  associates  at  Ohio  State 
and  I are  not  in  100  percent  agreement  on  this 
list,  but  we  were  never  more  than  one  category 
different.  If  we  find  a wide  divergence  of  opinion, 
then  we  feel  that  one  of  us  is  wrong. 


use  of  tetanus,  so  we  have  lengthened  this  require- 
ment to  three  years. 

Polio  laccine:  The  number  of  college  ath- 
letes who  have  somehow  failed  to  be  immunized 
is  astounding.  The  proximity  of  these  youngsters 
during  a season  makes  this  imperative. 

Influenza  ] accine:  There  is  doubt  in  some 
medical  circles  about  the  effectiveness  of  this  vac- 
cine. We  have  used  it  routinely  for  the  past  seven 
years. 

Agents  of  Probable  Value 

Hyaluronidase:  This  enzyme  is  injected  di- 
rectly into  an  area  of  obvious  hemorrhage.2  If 
there  is  a local  hematoma,  it  is  our  practice  first 
to  aspirate  the  blood  with  a gauge  18  needle  after 
infiltrating  the  skin  with  Xylocaine.  After  the 
blood  is  aspirated,  from  300  to  1500  units  of 
hyaluronidase  is  injected  and  pressure  is  applied 
for  24  to  36  hours.  Cold  is  applied  with  ice  bag 
for  10  to  15  minutes  four  to  six  times  a day. 

Mild  Sedatives:  Extensive  use  of  sedatives 
in  athletes  is  to  be  condemned.  However,  there  is 
an  occasional  athlete  who  becomes  so  keyed  up 
on  the  day  of  a game  that  he  is  simply  unable  to 
equal  his  practice  standards.  The  use  of  mepro- 
bamate 400  mg  or  phenobarbital  30  mg  60  min- 
utes before  the  game  can  be  helpful.  If  there  is 
gastrointestinal  upset  associated  with  this,  Donna- 
tal  or  Cornbid  may  be  substituted. 

Steroids:  The  discovery  of  cortisone  and  its 
derivatives  over  20  years  ago  has  added  a new 
dimension  to  the  treatment  of  athletic  injuries. 
The  dangers  involved  in  using  steroids  by  mouth 
are  too  grave  to  risk  in  short  term  injuries.  Ex- 
cept for  an  occasional  asthmatic  or  a man  with 
severe  dermatitis,  we  have  not  found  the  use  of 
parenteral  steroids  necessary  or  wise. 

The  local  use  of  the  injectable  steroids  does 
seem  to  have  some  value  in  injury  situations.  We 
use  them  in  chronic  inflammation,  ie,  bursitis, 
tendonitis,  periarthritis  of  the  shoulder,  and  teno- 
synovitis. We  will  at  times  combine  them  with  a 
local  anesthetic.  Generally,  they  are  not  used  until 
48  hours  after  an  acute  injury.  Whenever  excess 
fluid  is  present  (ie,  knee  or  elbow),  this  is  aspi- 
rated and  an  appropriate  amount  of  steroid  is 
injected.  This  is  repeated  in  three  days  and  then 
seven  days  later  if  needed.  Rarely  will  the  use  of 
more  than  three  injections  be  helpful.  We  feel  that 
the  body  produces  excessive  inflammatory  reaction 
around  an  injury  and  the  steroids  actually  dimin- 
ish this  body  reaction.  If  sterile  precautions  are 
observed,  infection  is  rarely  a problem.  Such  treat- 
ment is  never  used  within  24  hours  before  athletic 
participation.  It  is  used  as  treatment  only,  not  to 
block  nerve  impulses  in  order  to  permit  partici- 
pation. 
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Agents  of  Possible  Value 

Anti-inflammatory  Drugs:  Rheumatologists 

have  been  using  the  anti-inflanunatory  drugs  for 
years  with  great  success.  Many  athletic  injuries 
are  of  the  same  inflammatory  category  as  rheu- 
matic diseases.  Tendonitis  and  synovitis  are  es- 
pecially likely  to  respond. 

Salicylates:  The  desired  anti-inflammatory 
el  feet  of  these  compounds  can  be  realized  only  if 
a salicylate  blood  level  over  20  mg  per  100  ml  is 
obtained.  Aspirin  has  a certain  analgesic  effect  at 
lower  blood  levels,  but  if  one  can  attain  a blood 
level  over  20  mg  per  100  ml,  the  desired  anti- 
inflammatory effect  can  be  attained.  This  will 
require  8 to  14  five-grain  aspirin  tablets  or  their 
equivalent  for  several  days.  In  order  to  do  this, 
one  must  always  be  alert  to  the  gastrointestinal 
and  auditor)-  complications  of  the  drug. 

Butazolidin  and  Tandearil:  These  two  drugs 
can  be  quite  helpful  in  inflammatory  disease. 
Our  preference  is  to  use  rather  large  initial  doses 
with  rapid  withdrawal.  We  usually  give  800  mg 
the  first  day  and  gradually  decrease  to  100  mg 
twice  a day  at  the  rate  of  withdrawing  one  tablet 
a day.  We  never  use  it  over  14  days.  Bone  marrow 
depression  has  been  reported  with  the  use  of  these 
drugs,  so  one  must  be  cjuite  alert  to  this  problem. 

Indocin:  In  our  hands,  this  drug  has  not 
been  as  effective  as  Tandearil  or  Butazolidin,  but 
some  athletes  will  respond  to  this  drug  where  the 
other  drugs  fail.  The  initial  dosage  is  generally  75 
mg  a day,  gradually  increased  to  150  mg  a day 
if  tolerated.  These  should  be  taken  with  meals. 
Gastrointestinal  complaints  and  headache  must 
be  carefully  watched. 

Muscle  Relaxant  Drugs:  I have  generally 
not  been  impressed  with  use  of  the  muscle  relaxant 
drugs  in  athletes.  If  given  in  large  enough  doses 
actually  to  effect  relief  of  muscle  spasm,  the  re- 
sultant weakness  will  adversely  affect  performance. 
They  are  not  as  effective  as  Darvon  or  codeine 
for  relief  of  pain. 

Enzymes:  This  broad  group  of  drugs  comes 
from  three  sources:  animal,  bacterial,  and  plant. 
They  are  purported  to  enhance  the  absorption  of 
blood  products,  which  always  accompany  injury. 
In  our  hands,  the  use  of  these  drugs  has  proved 
disappointing.  No  harm  has  resulted  from  them, 
and  we  continue  to  use  them  periodically,  but  we 
have  never  been  convinced  that  they  alter  the 
basic  course  of  healing.  If  these  drugs  were  of 
proved  value,  certainly  every  surgeon  in  the  coun- 
try would  be  using  them  post-operativelv,  but  this 
is  not  the  case.4 

Agents  of  No  Value 

Fads  in  foods  and  drugs  have  plagued  ath- 
letes for  all  times.  There  are  many  drugs  and 


treatments  now  being  used  which,  although  prob- 
ably of  no  harm,  have  little  if  any  value.  To  list 
a few: 

Food  Supplements,  Multivitamins,  Vitamin 
B-12,  Vitamin  E,  Wheat  Germ  Oil:  The  average 
American  diet  is  amply  supplied  with  an  excess  of 
vitamins.  Adding  additional  substances  is  simply 
an  excessive  use  and  the  excess  is  excreted  in  the 
urine.  It  is  highly  probable  that  the  apparent 
beneficial  effects  of  these  substances  are  psycho- 
logical. 

Iron:  Unless  iron  deficiency  anemia  is  pres- 
ent, iron  is  of  no  value.  It  is  not  possible  to  super- 
charge a cell  with  this  substance. 

Oxygen : Many  teams  in  the  country  have 
oxygen  on  their  sidelines.  The  oxygen  saturation 
of  the  blood  can  be  elevated  with  the  use  of  oxy- 
gen inhalation,  but  within  20  to  30  seconds,  it 
returns  to  the  previous  level.  This  would  seem  to 
have  no  practical  value.  There  is  even  some  po- 
tential harm  engendered  by  encouraging  the  ath- 
lete to  hyperventilate. 

Replacement  Solutions:  Much  publicity  has 
recently  been  given  to  the  sugar-salt  solution  as  a 
beneficial  supplement  for  athletes.  Most  of  these 
products  are  excellent  fluid  replacement  products, 
and  their  use  to  replace  lost  weight  is  most  appro- 
priate. However,  they  are  not  absorbed  faster  than 
water,  as  advertised,  and  in  our  experience,  they 
are  not  as  good  as  water  for  prevention  of  heat 
problems,  because  one  cannot  get  more  fluid  into 
an  athlete  by  adding  other  substances  to  the  wa- 
ter.7 The  most  important  factor  in  prevention  of 
heat  problems  is  fluid  replacement.  Water  is  still 
the  best  and  cheapest  fluid  available.8 

Agents  Not  Recommended 

There  is  a distinct  difference  between  those 
drugs  which  we  consider  to  be  of  no  value  but 
probably  not  harmful  and  those  which  are  not 
recommended  and  which  can  probably  bring  harm 
to  our  athletes. 

Local  Anesthetics:  The  use  of  injections  of 
local  anesthetics  to  remove  pain  from  an  injured 
part  is  condemned,  if  this  is  for  the  purpose  of  re- 
turning the  athlete  to  participation.  Pain  is  the 
only  way  that  our  bodies  have  to  protect  us  against 
further  injury.  Pain  produces  muscle  spasm,  which 
splints  the  part  and  prevents  motion.  If  we  remove 
that  barrier,  we  deprive  the  athlete  of  his  de- 
fenses against  further  and  more  serious  injury. 
Partial  ligament  tears  may  become  complete,  and 
a poorly  protected  joint  may  lead  to  a fracture. 
Local  anesthetic  is  often  valuable  for  relief  of  pain 
and  muscle  spasm,  but  it  should  always  be  fol- 
lowed by  application  of  cold  and  immobilization. 

Narcotics:  We  will  occasionally  use  Darvon, 
or  codeine  for  relief  of  pain  and  still  permit  an 


August,  1971  j 739 


athlete  to  play,  but  the  use  of  other  narcotic  drugs 
should  be  reserved  for  pain  relief  as  treatment  for 
an  injury  not  for  the  purpose  of  permitting  him 
to  participate. 

Alcohol:  A small  bottle  of  whiskey  used  to  be 
an  important  part  of  a trainer’s  list  50  years  ago, 
but  it  is  neither  recommended  nor  suggested.  Many 
of  us  feel  we  perform  better  with  a little  alcohol, 
but  tests  have  repeatedly  shown  no  beneficial  ef- 
fects from  its  use,  and  there  are  obvious  harmful 
effects. 

Vasodilators:  Use  of  several  of  the  vasodila- 
tors for  athletes  has  been  attempted  in  a theoreti- 
cal attempt  to  increase  the  blood  supply  and  oxy- 
gen available  to  the  muscle  cells.  These  drugs 
have  never  been  shown  to  improve  performance, 
but  several  deaths  have  been  reported  with  their 
use. 

Amphetamines:  The  common  use  of  the  am- 
phetamines as  appetite  depressants  has  made 
these  products  readily  available.  Methampheta- 
mine  (“speed”)  is  now  a prominent  addition  to 
the  drugs  used  by  our  youth.  Studies  have  shown 
that  there  is  a slight  statistical  improvement  in 
performance  by  some  athletes  on  these  drugs.9  The 
effects  are  those  of  stimulation  and  increased  alert- 
ness with  relief  of  depression.  They  superimpose 
excitability  over  feelings  of  fatigue.  They  produce 
an  elevation  of  mood  and  feeling  of  well  being, 
thus  earning  the  name  “pep  pills.” 

Although  physical  dependence  is  rare  with 
these  drugs,  psychological  dependence  is  common 
and  often  leads  to  excessive  use  both  in  dose  and 
frequency  and  has  potential  harmful  applica- 
tions.10’11 

In  the  1968  Olympics,  a French  basketball 
player  died  during  a game.  He  was  on  large  doses 
of  amphetamines.1  The  long  term  use  of  such 
drugs  can  lead  to  indiscriminate  use,  and  it  is 
therefore  inadvisable.  In  my  opinion,  use  of  these 
drugs  is  totally  inconsistent  with  the  practice  of 
ideals  and  sportsmanship.  The  mechanism  of 
deaths  from  these  drugs  is  probably  by  way  of 
cardiac  arrhythmias  or  heat  stroke  from  overex- 
tending the  capabilities  of  the  athlete. 

DMSO:  Diemethyl  sulfoxide  is  an  old,  well- 
known  industrial  solvent  closely  related  to  acetone. 
The  benefit  initially  attributed  to  DMSO  by  its 
supporters  is  the  relief  of  pain.  Pain  is  a symptom 
of  trouble,  and  relief  from  a symptom  may  not 
cure  the  trouble.  With  some  chronic  conditions, 
pain  relief  is  undoubtedly  a benefit.  But  in  sports, 
pain  is  a respected  safeguard  against  the  prema- 
ture return  of  the  athlete  to  competition.  By 
masking  the  pain,  one  can  overlook,  if  not  disre- 
gard, a significant  injury  or  health  problem  and 
thus  put  the  athlete  in  unwarranted  jeopardy  of 
further  abuse.  The  use  of  painkillers  for  this  pur- 


pose has  long  been  condemned  by  conscientious 
sports  personnel.13 

The  effects  attributed  to  DMSO  are  explained 
on  the  basis  that  it  is  a potent  solvent  and  pene- 
trating agent,  even  a carrier  of  other  agents 
through  the  skin.  Thus,  for  example,  a football 
player  treated  with  DMSO  could  be  absorbing 
toxic  “external  use  only”  ingredients  of  commonly 
used  medicinal  products;  also,  to  treat  an  actively 
engaged  football  player  with  DMSO  may  permit 
insecticides  and  other  chemicals  sprayed  on  the 
turf  to  enter  the  bloodstream  and  to  cause  serious 
side-effects. 

Any  drug  powerful  enough  to  alter  the  body 
process  for  a beneficial  purpose  also  is  sufficiently 
powerful  to  pose  significant  hazards  even  in  re- 
fined form  and  prescribed  use  under  close  super- 
vision. As  a recent  JAAIA  editorial  warned,  there 
is  a lack  of  well  controlled  studies  to  evaluate 
DMSO’s  effects.  Its  deadfish  odor  precludes  pla- 
cebo-blind controls,  and  the  sensational  publicity 
has  created  an  aura  of  eager  acceptance  smacking 
of  suggestible  receptiveness.  However,  early  reports 
caution  the  uncritical  that  if  relief  is  provided  by 
DMSO,  it  may  be  of  short  duration  requiring  re- 
peated applications  to  be  effective.  Moreover,  even 
well  controlled  studies  require  years  to  reveal  the 
more  subtle  side  effects  and  to  reflect  long  term 
experiences.  There  have  not  been  sufficient  studies 
to  date  to  determine  whether  serious  toxicity  might 
result  from  the  repeated  applications  of  DMSO. 
Finally,  corroboration  of  a number  of  investigators 
is  necessary  to  determine  safe  and  effective  dosages. 

Several  deaths  from  acute  yellow  atrophy  of 
the  liver  were  attributed  to  this  drug  when  it  was 
under  investigation  several  years  ago.  It  is,  in  our 
opinion,  a very  dangerous  drug  and  should  not  be 
used  until  much  further  research  is  done. 


Anabolic  Steroids 

An  anabolic  aid  may  be  broadly  defined  as  a 
food  or  chemical  preparation  taken  orally  or  by 
injection  in  an  effort  to  increase  the  rate  of 
growth.  The  term  steroid  is  used  to  define  a large 
group  of  substances  chemically  related  to  fats. 
An  androgen  is  a substance  that  produces  male 
characteristics. 

These  have  recently  come  on  the  sports  scene, 
particularly  in  the  individual  sports,  where  weight 
gain  seems  to  be  advantageous. 

In  clinical  use,  these  substances  will  stimulate 
growth  and  will  accelerate  bone  maturation  and 
virilization.  They  have  been  used  in  some  anemias, 
in  osteoporosis,  and  in  chronic  debilitating  dis- 
eases where  a negative  nitrogen  balance  is  present. 
These  substances  are  necessary  for  protein  ana- 
bolism. It  is  true  that  they  do  increase  weight  of 
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athletes  taking  them,  but  the  question  remains, 
‘‘what  effect  do  these  drugs  have  on  normal 
healthy  males?” 

In  prepubertal  boys,  they  will  decrease  the  ul- 
timate height  by  premature  cessation  of  bone 
growth.  Virilization  of  boys  will  occur  premature- 
ly, decreased  testicle  size  may  result,  and  liver  dys- 
function has  been  reported.  This  liver  involvement 
is  of  the  cholestatic  type,  similar  to  that  produced 
by  chlorpromazine.14 

In  the  adult,  as  in  the  youth,  liver  involve- 
ment is  a major  problem,  but  it  has  also  been  sug- 
gested that  there  is  a decrease  in  libido  and  in- 
creased incidence  of  carcinoma  of  the  prostate.15 

Certainly  none  of  these  serious  complications 
can  justify  its  use  by  any  conscientious  physician. 
In  our  opinion,  any  physician  guilty  of  prescribing 
the  drugs  which  are  condemned  is  jeopardizing 
himself  for  malpractice. 

Summary 

In  summary,  drugs  of  any  kind  are  no  substi- 
tute for  good  conditioning,  excellent  coaching,  and 
proper  mental  attitude.  In  certain  instances,  drugs 
may  be  helpful,  but  in  normal  healthy  athletes, 
it  is  not  possible  to  “super  charge”  a cell  and  most 
of  the  drugs  we  give  are  simply  thrown  off  by  our 
bodies. 

The  only  modality  which  has  proved  itself  to 
be  of  value  in  the  healing  of  athletes  is  the  “tinc- 
ture OF  TIME.” 

Generic  and  Trade  Names  of  Drugs 

Phenylbutazone  — Butazolidin  (Geigy  Pharma- 
ceuticals) 

Nicotinyl  alcohol  — Roniacol  (Roche  Labora- 
tories) 

Lidocaine  — Xylocaine  (Astra  Pharmaceutical) 

Belladona  alkaloids  and  phenobarbital  — Donna- 
tal  (A.  H.  Robins  Co.) 

Prochlorperazine  — • Combid  (Smith  Kline  & 
French) 


Oxyphenbutazone  — Tandearil  (Geigy  Pharma- 
ceuticals) 

Dextro  propoxyphene  hydrochloride  — Darvon 
(Eli  Lilly  & Co.) 
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Five  Ohio  Resolutions  Receive  Favorable  Consideration; 
Summary  of  Other  Actions  of  the  House  of  Delegates 


HE  OHIO  DELEGATION  to  the  American 
Medical  Association,  as  directed  by  the  OSMA 
House  of  Delegates,  introduced  five  resolutions  at 
the  June  1971  AMA  House  of  Delegates  session. 
The  five  resolutions  were  titled  “Medical  Student 
Financial  Assistance,”  “Clarification  of  Third 
Party  Responsibility,”  “Social  Security  Adminis- 
tration Regulations,”  “Resident  Training  Pro- 
grams,” and  “American  Graduates  of  Foreign 
Medical  Schools.” 

The  action  by  tbe  House  on  these  resolutions 
is  as  follows: 

Medical  Student  Financial  Assistance 

This  resolution  requests  the  AMA  to  reaffirm 
its  support  for  cooperative  endeavors  between  pub- 
lic and  private  sectors  to  insure  adequate  financial 
assistance  to  medical  students  and  to  join  with 
the  SAMA  to  support  vigorously  continued  efforts 
toward  this  end  with  cognizance  to  be  taken  of 
the  needs  of  the  individual  student  in  determining 
the  assistance  to  be  provided.  The  resolution 
further  called  for  the  Congress  to  be  urged  to 
support  maintaining  or  increasing  federal  aid  to 
medical  students. 


At  the  reference  committee  hearing  it  was 
pointed  out  that  the  AMA  has  already  implement- 
ed recommendations  calling  for  increased  financial 
support  for  medical  students.  Since  increased  fed- 
eral aid  to  medical  students  had  already  been 
requested,  the  House  approved  an  amended  version 
of  the  Ohio  resolution  as  follows: 

RESOLVED,  That  the  American  Medi- 
cal Association  reaffirm  its  support  for  co- 
operative endeavors  between  public  and  pri- 
vate sectors  to  ensure  the  existence  of  adequate 
financial  assistance  to  medical  students;  and 
be  it  further 

RESOLVED,  That  the  American  Medi- 
cal Association  join  with  the  Student  Ameri- 
can Medical  Association  in  vigorously  sup- 
porting continued  efforts  toward  this  end, 
including  the  Health  Professions  Student 
Loan  and  Scholarship  Programs  which  are 
financed  by  the  Federal  Government  and 
operated  by  the  medical  schools  themselves; 
and  be  it  further 

RESOLVED,  That  the  American  Medi- 
cal Association  urge  that  the  Congress  support 
increased  Federal  aid  to  medical  students. 

(Continued  on  page  747) 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


A triumph  over 
trichomoniasis 

The  male  urogenital  tract  is 
by  far  the  main  source  of 
reinfection  in  trichomonal 
vaginitis. 

It  follows  that  neglecting 
to  treat  infected  male  partners 
of  women  with  trichomonal 
vaginitis  invites  therapeutic 
failure. 

Just  as  Flagyl  is  the  best 
agent  available  for 
eradicating  trichomonal 
infection  from  extravaginal 
sites  in  women,  it  is  the 
only  agent  capable  of 
eradicating  demonstrated 
trichomonal  infection  in  men. 

Because  of  published 
reports  of  consistently  high 
cure  rates— often  up  to  100 
percent— and  a relatively  low 
incidence  of  side  effects, 
Flagyl  has  become  the  agent 
of  choice  for  trichomonal 
vaginitis. 


Indications:  For  the  treatment  of 
trichomoniasis  in  both  male  and  female 
patients  and  the  sexual  partners  of 
patients  with  a recurrence  of  the 
infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear 
or  culture. 

Contraindications:  Evidence  of  or  a 
history  of  blood  dyscrasia,  active 
organic  disease  of  the  central  nervous 
system  and  the  first  trimester  of 
pregnancy. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of 
pregnancy  and  restrict  to  patients  not 
cured  by  topical  measures.  Flagyl 
(metronidazole)  is  secreted  in  the  breast 
milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are 
recommended  before  and  after 
treatment  with  the  drug,  especially  if  a 
second  course  is  necessary.  Avoid 
alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps, 
vomiting  and  flushing  may  occur. 
Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There 
is  no  accepted  proof  that  Flagyl  is 
effective  against  other  organisms  and 
it  should  not  be  used  in  the  treatment 
of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping, 
constipation,  a metallic,  sharp  and 
unpleasant  taste,  furry  or  sore  tongue, 
glossitis  and  stomatitis  possibly 
associated  with  a sudden  overgrowth  of 
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metronidazole 


Monilia,  exacerbation  of  vaginal 
moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness, 
vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains, 
confusion,  irritability,  depression, 
insomnia,  mild  erythematous 
eruptions,  “weakness,”  urticaria, 
flushing,  dryness  of  the  mouth,  vagina 
or  vulva,  vaginal  burning,  pruritus, 
dysuria,  cystitis,  a sense  of  pelvic 
pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and 
darkened  urine  have  occurred  in 
patients  receiving  the  drug.  Patients 
receiving  Flagyl  may  experience 
abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 

Dosage  and  Administration:  In  the 
Female.  One  250-mg.  tablet  orally  three 
times  daily  for  ten  days.  Courses  may 
be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between 
courses  and  total  and  differential 
leukocyte  counts  before,  during  and 
after  treatment  are  recommended. 
Vaginal  inserts  of  500  mg.  are  available 
for  use,  particularly  in  stubborn  cases. 
When  the  vaginal  inserts  are  used 
one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two 
250-mg.  tablets  daily  during  the 
ten-day  course  of  treatment.  Do  not  use 
the  vaginal  inserts  as  the  sole  form  of 
therapy.  In  the  Male.  Prescribe  Flagyl 
only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract, 
one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day 
period  when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment 
of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
References  available  on  request. 
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AM  A Convention  (Continued) 

Clarification  of 
Third  Party  Responsibility 

This  resolution  called  on  the  AMA  to  look 
with  disfavor  upon  contracts  and  policies  of  third 
party  insurers  which  promise,  or  create  the  illusion 
of  promising,  that  insurers  will  provide  to  the 
patient  medical  services  rather  than  indemnity 
against  medical  costs.  The  resolution  further  asked 
the  AMA  to  reaffirm  the  position  that  medical 
insurance  contracts  state  clearly  and  concisely 
and  in  simple  terms  only  what  the  contracts  pro- 
vide and  that  this  resolution  guiding  the  formula- 
tion of  medical  policies  be  proposed  to  committees 
of  the  Congress  now  considering  all  bills  on  na- 
tional health  insurance  programs. 

The  House  adopted  a substitute  resolution  in 
lieu  of  the  Ohio  resolution  which  reads  as  follows: 

RESOLVED,  That  the  AMA  affirms 
the  position  that  medical  insurance  contracts 
should  state  in  clear,  concise  and  simple 
terms  the  benefits  provided  and  the  medical 
services  for  which  reimbursement  will  be 
made. 

SSA  Regulations 

This  resolution  dealt  with  restrictive  and 
arbitrary  regulations  of  the  Social  Security  Ad- 
ministration, including  Intermediary  Letter  No. 
70-32,  which  appear  to  be  in  violation  of  the  spirit 
and  intent  of  statutory  law.  Intermediary  Letter 
No.  70-32  deals  specifically  with  the  necessity  and 
frequency  of  physician  visits  to  patients  in  nursing 
homes.  The  resolution  called  on  AMA  to  apprise 
the  SSA  of  the  wisdom  of  returning  to  the  physi- 
cian the  responsibility  to  determine  the  necessity 
and  frequency  of  visits  to  his  patients,  subject  to 
proper  peer  review.  The  resolution  further  called 
on  the  House  to  structure  a mechanism  for  the 
rendering  of  complaints  of  aggrieved  physicians 
directly  to  the  SSA  to  correct  the  present  situation 
where  no  one  in  the  SSA  is  willing  to  accept 
final  responsibility. 

The  reference  committee  stated  that  the 
Council  on  Medical  Service  maintains  a continuing 
liaison  with  both  Medicare  and  Medicaid  agencies 
and  presents  physician  complaints  concerning  such 
regulations  as  part  of  this  effort.  The  reference 
committee  recommended,  and  the  House  con- 
curred that  the  resolution  be  referred  to  the 
Council  on  Medical  Sendee. 

Resident  Training  Program 

This  resolution  requests  the  AMA  Committee 
on  Private  Practice  to  become  involved  in  the 


review  of  residency  training  programs  in  com- 
munity hospitals. 

The  reference  committee  stated  it  was  con- 
scious of  the  importance  of  residency  training  in 
community  hospitals  and  felt  that  the  subject  is 
worthy  of  further  consideration  by  the  Council  on 
Medical  Education  and  the  Council  on  Medical 
Service  and  its  Committee  on  Private  Practice. 

The  following  substitute  resolution  was  pro- 
posed and  adopted  by  the  House: 

RESOLVED,  That  residency  training  in 
community  hospitals  is  worthy  of  strong  and 
continued  support  and  that  the  Council  on 
Medical  Education  and  the  Council  on  Medi- 
cal Service,  with  its  Committee  on  Private 
Practice,  be  urged  to  consider  jointly  ways  in 
which  support  might  be  provided. 

American  Graduates  of 
Foreign  Medical  Schools 

This  resolution  proposed  a change  in  AMA 
policy  concerning  the  eligibility  of  American  gradu- 
ates of  foreign  medical  schools  for  enrollment  in 
AMA  approved  programs  of  graduate  medical  ed- 
ucation. 

During  the  convention,  the  Council  on  Medi- 
cal Education  approved  a new  policy  statement 
regarding  the  eligibility  of  foreign  medical  gradu- 
ates for  appointment  to  approved  internship  and 
residency  programs  which  the  reference  committee 
felt  encompassed  the  intent  of  the  Ohio  resolu- 
tion. The  House  adopted  the  recommendation  that 
the  Ohio  resolution  be  referred  to  the  Council  on 
Medical  Education  for  its  further  study  and  con- 
sideration and  to  report  back  to  the  House  at  the 
Clinical  Convention  in  New  Orleans. 

Address  by  President  Nixon 

Highlight  of  the  Convention  was  the  ap- 
pearance of  Richard  M.  Nixon,  President  of  the 
United  States. 

President  Nixon  in  his  opening  remarks  stated 
that  “I  am  happy  for  this  opportunity  to  salute 
this  profession  which  has  contributed  so  much 
to  the  health  of  the  American  people  and  to  the 
strength  of  this  nation.” 

He  talked  about  the  current  debate  on  na- 
tional health  insurance,  emphasizing  that  “I  be- 
lieve that  the  most  expensive  plan  that  has  been 
offered  — a plan  for  nationalized,  compulsory 
health  insurance  — is  the  plan  that  would  actual- 
ly do  the  most  to  hurt  health  care  in  this  nation.” 
Such  a plan,  the  president  said,  “would  exact 
a very  high  price  from  our  people  in  terms  of 
dollars  and  cents.  But  it  would  exact  an  even 
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higher  price  in  terms  of  the  quality  of  American 

medicine.” 

President  Nixon  emphasized  that  America’s 
health  care  system  needs  reform.  But  he  added 
that  “We  can  never  improve  our  country’s  medical 
system  by  working  against  our  country’s  medical 
profession.  No  system  of  health  care  will  ever 
work  unless  the  doctors  of  the  nation  make  it 
work.  So  let  us  work  together,”  he  said,  “for  a 
system  — a system  that  will  continue  to  provide 
for  choice,  that  will  continue  to  provide  for  quality 
and  one  that  will  at  the  same  time  deal  with  the 
pressing  problems  of  costs  in  an  effective  way  that 
will  not  destroy  quality.” 

The  bulk  of  the  president’s  talk  was  a chal- 
lenge to  America’s  physicians  to  assume  leadership 
in  curing  and  preventing  drug  abuse.  That  prob- 
lem, he  said,  “is  America’s  public  enemy  number 
one.  It  afflicts  the  rich  and  the  poor,  the  blacks 
and  the  white,  the  servicemen  and  the  civilians, 
and  the  ghettos  and  the  suburbs.  It  spreads  like 
a plague  throughout  our  society.  “It  erodes  our 
nation’s  strength.  It  destroys  our  nation’s  spirit. 
And  worst  of  all,  it  undermines  our  nation’s 
future.” 

The  president  finished  this  major  portion  of 
his  speech  by  saying,  “The  AMA  can  once  again 
render  outstanding  sendee  at  a point  of  critical 
need  by  helping  to  develop  what  I would  like  to 
call  Project  USA  — a project  which  would 
marshal  the  tremendous  energy,  the  brains,  the 
dynamism,  the  leadership  — the  leadership  — of 
the  doctors  of  this  country  in  an  all-out  battle 
against  drug  abuse.” 

AMA  Response 

Directly  and  immediately  accepting  the  presi- 
dent’s challenge,  the  Board  of  Trustees  came  be- 
fore the  House  with  its  Report  EE,  which  the 
House  adopted.  The  report  points  out  that  “In 
respect  to  the  urgent  problems  of  drug  abuse,  the 
Council  on  Mental  Health  and  its  Committee  on 
Alcoholism  and  Drug  Dependence  have  already 
given  support  to  the  president’s  announcement  of 
the  establishment  of  a Special  Action  Office  of 
Drug  Abuse  Prevention  within  the  Executive  Of- 
fice and  to  his  proposal  to  strengthen  resources 
and  programs  for  treatment  and  rehabilitation  of 
drug-dependent  persons.” 

The  report  recommended  and  the  House 
adopted  as  policy  that  the  AMA  “strengthen  and 
expand  its  program  to  combat  drug  dependence 
with  particular  attention  to  prevention,  identifica- 
tion, treatment,  rehabilitation  and  research  and 
that  state  and  local  medical  societies  be  urged  to 
give  priority  to  the  implementation  of  this  program 
at  the  community  level  throughout  the  nation.” 
The  House  also  called  upon  “individual  physicians 


— whether  in  practice,  research,  teaching  or  ad- 
ministration — to  give  special  attention  to  prob- 
lems of  drug  abuse  and  to  volunteer  their  efforts 
to  community  programs.” 

Dr.  Hoffman  Named  President-Elect 

Dr.  Charles  A.  (Carl)  Hoffman,  of  Hunting- 
ton,  W.Va.,  and  a physician  who  has  strong  Ohio 
ties,  was  named  President-Elect  of  the  AMA  and 
will  become  the  1 27th  President  next  June. 

The  new  President-Elect  was  born  in  Ironton, 
Ohio,  and  lived  there  for  much  of  his  early  life. 
He  received  degrees  from  both  Ohio  State  Uni- 
versity and  Marshall  University,  Huntington,  be- 
fore he  earned  his  medical  degree  in  1936  at  the 
University  of  Cincinnati  College  of  Medicine.  Dr. 
Hoffman  is  Past  President  of  the  West  Virginia 
State  Medical  Association.  As  a practicing  urolo- 
gist, he  is  a Past  President  of  the  American  Urolog- 
ical Association  and  was  the  first  President  of  the 
.American  Association  of  Clinical  Urologists  which 
he  helped  to  found  three  years  ago. 

Dr.  Hoffman  has  been  serving  as  secretary- 
treasurer  of  the  AMA  and  as  secretary  of  the 
AMA  Board  of  Trustees  to  which  he  was  elected 
in  1969  after  11  years  as  a delegate  to  the  AMA 
House  of  Delegates. 

Other  Officers 

Dr.  Wesley  W.  Hall,  Reno,  Nevada,  was  in- 
stalled as  President  to  succeed  Dr.  Walter  C. 
Bornemeier,  of  Chicago. 

Other  elected  officers  and  members  of  the 
Board  are  the  following  : 

Vice-President,  Ralph  C.  Teall,  California. 

Speaker  of  the  House,  Russell  B.  Roth,  Penn- 
sylvania (reelected). 

Vice-Speaker  of  the  House:  J.  Frank  Walker, 
Georgia  (reelected). 

Trustees:  John  M.  Chenault,  Alabama  (re- 
elected) ; Raymond  T.  Holden,  Washington,  D.C. 
(reelected)  ; John  R.  Kernodle,  North  Carolina 
(reelected)  ; Donald  E.  Wood,  Indiana  (filling  the 
vacancy  of  L.  O.  Simenstad  who  was  ineligible 
for  reelection)  ; Robert  B.  Hunter,  Washington 
(to  fill  the  unexpired  term  of  Burtis  E.  Mont- 
gomery) ; and  Jere  W.  Annis,  Florida  (succeeding 
Charles  A.  Hoffman). 

President  Bornemeier  Reports 

In  describing  his  “Blueprint  for  the  Future,” 
AMA  President  Walter  C.  Bornemeier  pointed 
out  that  of  three  principal  ingredients  of  medical 
care  — cost,  quality  and  availability  — “avail- 
ability is  on  the  front  burner.  People  are  more 
concerned  about  getting  medical  care  w'hen  they 
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need  it,”  he  said,  “than  they  are  about  its  cost  or 
its  quality.  The  question  never  has  been  ‘is  there 
a good  doctor  in  the  house?’  or  ‘is  there  a cheap 
doctor  in  the  house?’  The  question  has  always  been 
‘is  there  a doctor  in  the  house?’  ” 

Along  with  increasing  the  number  of  physi- 
cians being  produced  by  the  nation’s  medical 
schools,  Dr.  Bornemeier  said  that  “group  practice 
appears  to  be  the  answer”  to  availability.  “Groups 
can  be  either  fee-for-  service  or  have  a prepaid 
package  arrangement.  They  could  be  a combina- 
tion of  the  two. 

“When  we  eventually  have  a private  practice 
group  in  every  neighborhood,”  he  said,  “we  will 
have  come  full  circle,  from  a doctor  over  every 
drug  store  to  a multispecialty  group  facility  in 
every  population  center.  It  is  my  firm  conviction 
that  if  we  bring  comprehensive  medical  care  back 
into  the  population  centers,  the  neighborhoods,  and 
have  medical  care  available  24  hours  a day,  seven 
days  a week,  the  people  will  tell  congress  that  the 
present  system  does  not  need  to  be  restructured.” 

Dr.  Bornemeier  also  pointed  out  the  expand- 
ing group  practice  centers  will  lead  to  a strong 
come-back  for  the  family  physician,  who  will  best 
be  able  to  give  complete  care  to  the  whole  patient. 
“Group  practice,”  the  president  said  in  closing  his 
final  report,  “has  been  on  the  increase  and  all 
indices  point  to  accelerated  development  of  this 
type  of  practice.  Along  with  this,  a movement  of 
group  practice  to  the  population  centers  is  in- 
evitable. Competition  between  groups  will  en- 
courage distribution  to  residential  areas.  All  of  this 
adds  up  to  availability,  today’s  most  important 
ingredient  of  health  care.” 

Incoming-President  Speaks 

In  his  inaugural  address,  Incoming  AMA 
President  Wesley  W.  Hall  detailed  some  of  the  pro- 
fession’s more  pressing  problems  of  today,  includ- 
ing the  state  of  medical  education;  the  need  for 
more  manpower;  care  for  the  poor;  rural  health; 
and  the  like.  He  pointed  out,  however,  that  often 
too  much  emphasis  is  put  on  problems  and  not 
enough  on  achievements.  “We  need  not  agonize 
that  we  have  not  done  enough,”  he  said.  “We 
should  trumpet  our  successes  while  we  strive  all 
the  harder  in  those  areas  where  we  have  not  yet 
attained  perfection.  To  assure  that,  in  a rapidly 
changing  world,  the  AMA  will  be  able  to  pursue 
its  historic  goals,”  Dr.  Hall  offered  suggestions  for 
consideration  by  the  House. 

The  first  was  that  the  Association  have  a con- 
stitutional convention  to  “streamline  our  governing 
process  to  suit  the  needs  and  pace  of  the  20th 
century  physicians  and  its  people;”  to  “combine 
overlapping  functions  within  our  organization;” 


and  “enfranchise  those  whose  voices  we  should 
hear.” 

He  listed  major  changes  made  in  past  years 
by  the  AMA,  but  pointed  out  that  “This  year, 
one  or  two  changes  will  not  be  enough.” 

Some  of  his  suggestions  were  “at  least  one 
additional  meeting  day”  for  the  House  to  conduct 
its  business;  reexamination  of  “the  aims  and  duties 
of  our  100-plus  councils,  committees  and  com- 
missions;” moving  “through  our  state  organizations 
to  bring  a greater  number  of  young,  able  and  pro- 
ductive physicians  into  our  Association;”  setting 
“a  limit  upon  the  number  of  terms  delegates  can 
serve  in  this  House;”  and  rescinding  “a  number  of 
outdated  and  long-ignored  resolutions  (that)  re- 
main on  our  books  as  policy  statements.” 

Dr.  Hall  urged  the  Woman’s  Auxiliary  to 
undertake  new  and  increased  activities  in  “en- 
couraging prenatal  care  for  the  expectant  mother, 
especially  in  rural  areas  and  in  areas  where  low- 
income  families  are  concentrated;”  and  in  “help- 
ing to  combat  problems  of  teenage  drug  abuse  and 
addiction.” 

Referring  to  the  fact  that  some  physicians  are 
critical  of  the  AMA,  Dr.  Hall  emphasized  that 
“the  goal  of  the  AMA  and  the  goal  of  these 
colleagues  is  the  same:  to  provide  the  best  pos- 
sible health  care  for  each  and  every'  American, 
at  reasonable  cost. 

“I  urge  all  physicians  — those  in  practice, 
those  in  government,  those  in  research  and  teach- 
ing, those  in  public  health,  those  in  administra- 
tive positions,  those  in  all  facets  of  medical  ac- 
tivity — to  come  under  the  AMA’s  umbrella,  to 
bring  to  us  their  hopes,  their  beliefs,  their  ideas 
and  their  vigor.” 

(The  Board  of  Trustees  brought  before  the 
House  the  question  of  a constitutional  convention, 
as  suggested  by  Dr.  Hall.  Delegates  voted  to  defer 
action  until  the  1971  Clinical  Convention,  mean- 
while requesting  informational  “white  papers”  on 
the  subject  from  the  Council  on  Constitution  and 
Bylaws  and  the  Council  on  Long  Range  Planning 
and  Development.) 

Changes  in  the  Organization 

The  Guam  Medical  Society  of  Agana,  Guam, 
was  accepted  as  a constituent  association  of  the 
AMA,  bringing  to  55  the  number  of  state,  com- 
monwealth and  territorial  associations. 

The  scientific  Section  of  Psychiatry  and 
Neurology  was  separated  to  form  two  sections  — 
the  Section  on  Psychiatry  and  the  Section  on 
Neurology. 

The  Bylaws  of  the  Association  were  amended 
to  create  a new  membership  classification.  Linder 
“Active  Members,”  there  now  are  two  classifica- 
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lions:  Regular  Members  and  Direct  Members. 
There  is  no  charge  in  the  definition  of  Regular 
Members.  Direct  Members  include  service  mem- 
bers: physicians  employed  by  federal  agencies; 
and  interns  and  residents. 

Right  of  Access  to  Medical  Care 

The  House  elaborated  its  existing  policy  re- 
garding the  right  of  access  to  medical  care  by 
adopting  this  statement:  “It  is  the  right  of  every 
citizen  to  have  access  to  adequate  medical  care, 
but  it  is  the  responsibility  of  the  citizen  or  of 
society  to  seek  it.  The  American  Medical  Associa- 
tion will  use  all  means  at  its  disposal  in  an  en- 
deavor to  make  adequate  medical  care  available 
to  meet  the  needs  of  each  person. 

“In  the  spirit  of  inheritance  of  the  Oath  of 
Hippocrates,  the  AMA  reaffirms  its  obligation 
to  humanity.  In  this  effort,  the  AMA  cannot  as- 
sume the  responsibilities  of  government  or  the 
individual  citizen.  The  AMA  also  recognizes  the 
right  of  the  physician  to  choose  whom  he  will 
serve  and  the  conditions  under  which  he  will 
render  this  service.  These  are  integral  essentials 
in  the  delivery  of  quality  medical  care.” 

Drugs  and  Drug  Abuse 

In  addition  to  the  action  taken  in  direct  re- 
sponse to  President  Nixon’s  speech  to  the  House, 
delegates  also  took  several  other  actions  on  the 
subject  of  drugs  and  drug  abuse. 

A report  of  the  Council  on  Mental  Health 
and  its  Committee  on  Alcoholism  and  Drug  De- 
pendence was  filed  for  the  information  of  the 
Association.  It  contains  these  recommendations  for 
the  medical  profession: 

1.  Increased  attention  to  alcoholism  and  drug 
abuse  in  the  curriculum  of  medical  schools. 

2.  Medical  students,  interns  and  residents 
should  be  encouraged  to  associate  themselves  with 
“street  clinics”  to  establish  links  between  the  pro- 
fession and  young  drug  abusers. 

3.  Continued  development  and  dissemination 
of  reliable  information  to  physicians  and  other 
health  professionals. 

4.  Laws  and  regulations  should  be  modified 
to  recognize  alcoholism  and  drug  dependence  as 
illnesses. 

5.  Closer  liaison  between  medical  societies 
and  law  enforcement  and  licensure  bodies  to  deal 
jointly  with  the  problem  of  physicians  suspected  of 
professionally  misusing  or  personally  abusing  drugs. 

6.  Continually  up-dated  factual  material  for 
public  consumption. 

7.  Increased  emphasis  on  the  responsible  use 
of  drugs  for  therapeutic  purposes,  both  by  the 
public  and  by  physicians. 


Delegates  also  resolved  to  “urge  all  physicians 
to  limit  their  use  of  amphetamines  and  other 
stimulant  drugs  to  specific,  well-recognized  medi- 
cal indications.” 

In  addition,  the  House  resolved  to  go  on 
record  favoring  the  implementation  of  stern  mea- 
sures for  narcotic  traffic  control  in  Vietnam,  and 
adequate  treatment  of  addicts  within  the  armed 
forces,  with  adequate  provision  for  the  availability 
of  proper  follow-up  and  aftercare.” 

Terminology  and  Definitions 

Concerned  with  the  growing  use  of  the  term 
“physician’s  associate”  as  opposed  to  the  term 
“physician’s  assistant”  to  describe  new  health 
occupations,  the  Board  and  its  Council  on  Health 
Manpower  recommended  (and  the  House  agreed) 
that  the  term  “physician’s  associate”  be  used  only 
to  denote  another  physician. 

The  House  resolved  that  future  editions  of 
the  publication  AMA  Drug  Evaluations  “avoid  the 
use  of  the  word  ‘irrational.’  ” 

Delegates  adopted  three  definitions  in  the 
area  of  peer  review:  “Peer  Review:  Evaluation  by 
practicing  physicians  of  the  quality  and  efficiency 
of  services  ordered  or  performed  by  other  practic- 
ing physicians.  Peer  review  is  the  all-inclusive 
term  for  medical  review  efforts.  Medical  practice 
analysis;  inpatient  hospital  and  extended  care 
facility  utilization  review;  medical  audit;  am- 
bulatory care  review;  and  claims  review  are  all 
aspects  of  peer  review. 

“Medical  Practice  Analysis:  A function  of 
the  medical  society,  or  other  organization  author- 
ized by  the  medical  society,  designed  to  coordinate 
all  peer  review  efforts  of  a community.  Medical 
practice  analysis  focuses  on  the  development  and 
application  of  criteria  for  optimal  medical  care, 
and  evaluates  the  individual  and  collective  quality, 
volume,  and  cost  of  medical  care,  wherever  pro- 
vided. 

“Claims  Review:  Peer  evaluation  and  ad- 
judication of  claims  questions  referred  for  peer 
review  by  any  party  with  a valid  interest  in  the 

case.” 

Definitions  of  other  elements  named  in  the 
“Peer  Review”  definition  itself  were  referred  back 
to  the  Council  on  Medical  Service  for  further 
refinement. 

Peer  Review 

Further  in  connection  with  peer  review,  the 
House  resolved: 

“That  the  American  Medical  Association  and 
its  constituent  state  associations  reaffirm  their 
support  of  voluntary  mechanisms  of  review  and 
education  by  physicians  such  as  grievance  corn- 
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mittees,  insurance  review  committees,  and  the 
numerous  hospital  review  mechanisms,  many  of 
long  standing; 

“That  the  AMA  and  its  constituent  state 
associations  continue  to  stress  that  peer  review 
shall  be  considered  a professional  function,  and  as 
such  shall  be  carried  out  by  physicians  or  under 
the  sponsorship  of  the  county  and  state  medical 
societies; 

“That  this  House  of  Delegates  call  on  all  state 
and  county  medical  societies  and  the  AMA  to 
take  an  active  responsible  role  in  peer  review 
and  to  document  for  the  information  of  the  public 
current  functioning  procedures  and  programs 
which  are  serving  in  the  interests  of  delivering 
good  medical  care.” 

Assistants  in  Practice 

Considering  the  use  of  assistants  in  medical 
practice,  delegates  resolved  that  “the  physician 
may  properly  delegate  technical  procedures  to  an 
allied  health  worker”  but  affirmed  the  principle 
“that  whatever  privileges  may  at  any  time  be 
granted  either  to  allied  health  workers  or  to  in- 
dependent limited  practitioners,  by  law  or  other- 
wise, such  grant  in  no  way  circumscribes  the 
physician’s  authority  in  that  field  and  in  no  way 
restricts  the  practice  of  medicine  by  the  physician.” 

House  Officers  and  Medical  Students 

The  House  commended  “those  county  medi- 
cal societies  which  have  opened  participation  op- 
portunities to  House  Officers”  and  recommended 
to  county  medical  societies  “that  reduced  mem- 
bership dues  be  provided  for  House  Staff  mem- 
bers.” 

Delegates  also  resolved: 

To  request  the  Board  of  Directors  of  AMA- 
ERF  “to  investigate  the  feasibility  of  providing 
financial  aid  for  the  continuation  and  coordina- 
tion of  the  SAMA-MECO  Project.”  (Medical 
Education  and  Community  Orientation.) 


Additional  Actions  and  Events 

Delegates  adopted  a Judicial  Council  report 
reaffirming  the  position  “that  the  basic  principles 
of  a fair  and  objective  hearing  should  always  be 
accorded  to  the  physician  whose  professional  con- 
duct is  being  reviewed.  These  basic  guarantees  are: 
a specific  charge,  adequate  notice  of  hearing,  the 
opportunity  to  be  present  and  to  hear  the  evi- 
dence, and  to  present  a defense.  These  principles 
apply  when  the  hearing  body  is  a medical  society 
tribunal  or  a hospital  committee.” 

They  adopted  the  report  of  the  Council  on 
Long  Range  Planning  and  Development  which 
included  these  objectives  for  the  AMA: 

1.  To  maintain  an  active,  viable  organization 
representing  the  majority  of  physicians  of  the 
United  States. 

2.  To  serve  as  the  central  coordinating  or- 
ganization of  medicine. 

3.  To  serve  as  the  representative  of  the  medi- 
cal profession  in  its  relations  with  other  health 
professions,  industry,  government,  labor,  con- 
sumers and  other  non-medical  organizations. 

4.  To  develop,  stimulate  and  present  scientific 
and  professional  programs  and  advances  to  the 
profession  and  public. 

5.  To  continue  its  historic  interest  in  all 
levels  of  medical  education. 

6.  To  assimilate  recent  medical  graduates 
into  the  medical  professional  organizations. 

7.  To  promote  high  standards  of  quality 
medical  care. 

Ohio  Student  Recognized 

Delegates  also  recognized  the  medical  winners 
in  the  22nd  International  Science  and  Engineer- 
ing Fair,  whose  exhibits  from  the  fair  were  on 
display  among  the  scientific  exhibits  at  the  con- 
vention. The  two  were  Barbara  Solee,  17,  of 
Jamestown,  N.D.,  with  an  exhibit  on  “Effect  of 
Noise  on  Hamster  Behavior  Patterns;”  and  Thomas 
W.  Wakefield,  17,  of  Toledo,  Ohio,  with  an  exhibit 
on  “Blood  Supply  to  the  Sinu-Atrial  Node  (Pace- 
maker) in  Normal  Human  Hearts.” 
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Exhibit  Selected  as  Outstanding 


/LOSED  NAILING  OF  FEMORAL  SHAF 


A judging  committee  at  the  1971  OSMA  Annual  Meeting  selected  the  exhibit,  “Closed  Nailing  of  Femoral 
Shaft  Fractures  (Kuntscher  Method)  to  receive  the  Gold  Award  in  the  Teaching  Field.  In  the  center  above 
is  Professor  Gerhard  Kuntscher.  distinguished  visitor  from  Flennsburg,  Germany,  for  whom  the  method  is  named. 
At  left  is  OSMA  President  P.  John  Robechek,  and  at  right,  Dr.  James  J.  Rascher,  one  of  the  exhibit  sponsors. 


EVERAL  EXHIBITS  at  the  1971  Annual 
Meeting  of  the  Ohio  State  Medical  Association 
were  selected  to  receive  special  recognition  and 
plaques  and  certificates  presented  in  appreciation 
of  the  sponsors’  outstanding  contributions  in  their 
respective  fields. 

Selected  to  receive  the  Gold  Award  in  the 
Teaching  Field  was  the  exhibit  entitled.  “Closed 
Nailing  of  Femoral  Shaft  Fractures  (Kuntscher 
Method).”  sponsored  by  the  following  team  of 
the  St.  Luke’s  Hospital,  Cleveland:  Stanley  H. 
Nahigan,  M.D.,  James  J.  Rascher,  M.D.,  and 
Joseph  R.  Macys,  M.D. 

Following  is  a brief  description  of  the  exhibit 
and  its  contents  as  presented  by  the  sponsors. 

Closed  Nailing  of  Femoral  Shaft 
Fractures  (Kuntscher  Method) 

Since  1966  the  Department  of  Orthopedic 
Surgery  at  St.  Luke’s  Hospital,  Cleveland,  has 
applied  the  principles  of  the  Kuntscher  method 
in  the  closed  nailing  of  femoral  shaft  fractures. 


These  are  (1)  preoperative  distraction,  (2)  de- 
ferred surgery,  (3)  closed  intramedullary  reaming, 
(4)  no  dissection  at  the  fracture  site,  and  (5) 
large  (15-20  mm)  diameter  cloverleaf  nails. 

Kuntscher’s  method  requires  close  attention 
to  detail  throughout  each  phase  of  the  procedure. 
It  is  applicable  in  most  femoral  diaphyseal  frac- 
tures in  adults  who  are  suitable  candidates  for 
general  anesthesia.  Open  or  closed  diaphyseal 
fractures  can  be  nailed  by  this  method  if  they  lie 
10  cm  distal  to  the  greater  trochanter  and  12  cm 
proximal  to  the  knee  joint. 

Contraindications  to  closed  nailing  are:  (1) 
clinical  evidence  of  fat  embolism,  (2)  intercurrent 
infection,  (3)  unsuitable  fractures  with  longitudi- 
nal comminution  in  either  fragment  or  long 
oblique  fractures.  This  longitudinal  comminution 
if  unrecognized  may  cause  splitting  of  the  shaft 
during  the  nailing  and  in  long  oblique  fractures 
satisfactory  purchase  cannot  be  obtained  on  both 
sides  of  the  fracture  site. 

Preoperative  preparation  is  most  critical.  The 
patient’s  injuries  must  be  stabilized.  In  closed 
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fractures  the  distraction  is  applied  in  the  operating 
room  under  local  anesthesia.  These  shaft  fractures 
are  then  nailed  in  7 to  10  days  after  injury  (range 
3 to  23  days). 

With  open  fractures  the  distraction  is  applied 
in  the  operating  room  following  the  appropriate 
acute  wound  care.  These  fractures  are  nailed  after 
healing  of  the  soft  tissues  in  14  to  16  days  (range 
14  to  25  days).  The  patients  can  be  anticoagulated 
if  indicated. 

The  most  important  feature  of  the  preopera- 
tive preparation  is  distraction  at  the  fracture 
site — ideally  approximately  1 cm  between  the 
fracture  ends.  This  is  best  obtained  using  the  dis- 
tractor  which  achieves  and  maintains  reduction 
before  the  operation. 

In  bilateral  fractures  of  the  femur  only  the 
fracture  to  be  nailed  first  is  placed  in  the  dis- 
tractor.  The  opposite  extremity  is  placed  in  bal- 
anced skeletal  traction  up  to  one-sixth  the  body 
weight.  The  second  fracture  is  nailed  one  week 
after  the  first. 

The  operative  details  were  depicted  in  the 
exhibit  by  a series  of  illustrations  with  emphasis 
on  proper  positioning  of  the  patient,  placement  of 
the  gluteal  skin  incision  and  insertion  of  the 
trochanteric  awl.  The  techniques  of  final  reduc- 
tion and  guide  wire  placement  are  described.  The 
hazards  of  differential  reaming  or  eccentric  ream- 
ing were  illustrated.  The  length  of  the  nail  is 
measured  at  operation  directly  from  the  guide 
wire.  The  diameter  of  the  nail  is  determined  by 
increased  resistance  to  reaming  for  6-10  cm  on 
both  sides  of  the  fracture  site.  This  indicates  that 
there  will  be  good  purchase  in  both  fragments  by 
the  matched  nail.  Usually  15-20  mm.  diameter 
nails  are  used.  The  nail  is  driven  slowly  with  the 
anesthesiologist  monitoring  the  patient  for  transi- 
ent hypotension  which  occurs  occasionally  during 
this  stage. 

Since  adoption  of  this  method  in  1966,  an 
incarcerated  nail  has  not  been  encountered. 

Postoperatively  the  patient  is  placed  in  bal- 
anced suspension.  The  drain  is  removed  at  48 
hours.  Bedside  physical  therapy  is  started  on  the 
first  postoperative  day  when  limb  control  is  at- 
tained, crutch  ambulation  with  partial  weight- 
bearing is  allowed.  In  unstable  fractures  or 
fractures  in  the  distal  third,  the  postoperative  care 
is  altered  to  compensate  for  rotational  instability. 
In  such  patients,  balanced  suspension  or  skeletal 
traction  is  maintained  until  the  fracture  shows 
x-ray  or  clinical  evidence  of  early  consolidation. 

Selected  difficult  cases  of  closed  nailing  are 
illustrated  with  preoperative,  immediate  post- 
operative, and  follow-up  x-rays  after  healing.  This 
includes  a case  of  bilateral  femoral  shaft  fractures, 


one  open  and  one  closed,  fracture  in  the  distal 
third,  and  a pathological  fracture  through  Paget’s 
disease. 

* * * 

Watch  for  coming  issues  of  The  Journal  and 
additional  information  on  the  outstanding  ex- 
hibits. 


ON  THE  OMPAC  FRONT 

What’s  the  Matter?  OMPAC 
Contributions  Slipping  Badly! 

Reports  from  Chicago  AMPAC  office  say 
AMP  AC  1971  membership  is  up  13  percent  from 
the  comparable  first  five  months  of  the  year  period 
for  1970  and  is  running  43  percent  ahead  of  that 
attained  in  the  comparable  period  in  1969  and 
58  percent  ahead  of  the  comparable  period  in 
1967,  two  previous  nonelection  years. 

Not  so  Ohio. 

The  Buckeye  State  membership  stood  at 
2236  on  June  23,  1971,  considerably  below  figures 
for  the  first  six  months  of  any  previous  year. 

How  come? 

Can  it  be  general  apathy  among  Ohio  physi- 
cians? Can  it  be  lack  of  one  or  several  spark  plugs 
in  local  areas  with  the  desire  to  make  OMPAC 
a must  item  on  a doctor's  list  of  things  to  support? 
Have  physicians  forgotten  that  they  must  take 
part  in  politics  in  order  to  cut  any  figure  at  all 
in  helping  to  chart  the  future  of  medical  and 
health  services  in  Ohio  — in  the  country  as  a 
whole? 

As  you  ask  yourself  these  questions,  Doctor, 
and  answer  them  for  yourself,  reach  for  your 
checkbook,  if  you  haven't  already  made  your 
$25.00  contribution  for  1971  to  the  Ohio  Medical 
Political  Action  Committee  and  send  a check  for 
that  amount  to  the  Secretary-Treasurer  of  your 
County  Medical  Society  for  him  to  forward  to 
OMPAC  Headquarters  in  Columbus. 

It  becomes  increasingly  important  year  after 
year  that  only  persons  of  real  quality  be  elected  to 
the  public  offices  of  Ohio  and  the  nation.  OM- 
PAC's  job  is  to  help  in  sending  persons  of  that 
caliber  to  those  offices.  It  takes  money  to  make 
such  efforts  effective. 

Building  up  the  OMPAC  treasury  in  1971  for 
the  crucial  election  year  in  1972  is  a real  must. 

— Ohio  Medical  Political  Action  Committee 
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KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


August 

Radiology  Lectures,  Department  of  Surgery, 
St.  Elizabeth  Hospital,  Youngstown,  3:00  p.m. 
August  3,  Small  Bowel  and  Colon,  Dr.  W.  Torok; 
August  10.  Bilary  System,  Dr.  C.  Hixson;  August 
17,  Genitourinary  System,  I,  Dr.  B.  Einfalt; 
August  24,  Genitourinary  System,  II,  Dr.  Einfalt; 
August  31,  Chest  — Normal  Variations,  Dr. 
Torok. 

Pathology  Lecture  Series,  Department  of  OB- 
Gyn,  St.  Elizabeth  Hospital,  Youngstown,  3:00 
p.m.  August  3,  Diseases  of  the  Vagina,  Dr.  J. 
Tandatnich;  August  10.  Histology  of  the  Cervix, 
Dr.  Tandatnich;  August  17,  Cervix — Inflamma- 
tory Lesions  and  Ca  in  Situ,  Dr.  Tandatnich; 
August  24,  Cervix  — Benign  Lesions,  Dr.  Tan- 
datnich; August  31,  Cervix  — Epidermoid  and 
Adenocarcinoma,  Dr.  Tandatnich. 

Endocrinology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
9:00  a.m.  August  4,  Diabetes,  Dr.  Wm.  Cleary; 
August  18,  Hypercalcemia,  Dr.  Cleary  . 

Pediatric  Conferences,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  10:00 
a.m.  August  5,  Liver  and  Biliary  Tract,  Dr.  J. 
Bleacher;  August  19,  Omphalocele  and  Gas- 
troschisis,  Dr.  Bleacher. 

Visiting  Professor  Series,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1 :00-4:00  p.m.  August  5,  Dr.  Edward  Rotheram, 
Brain  Abscess;  August  12,  Dr.  T.  S.  Danowski, 
Addison’s  Disease;  August  19,  Dr.  Bertram  Flesh- 
ier, Colitis;  August  26,  Dr.  Alvin  Shapiro,  Clinical 
Pharmacology  — Cardioactive  Drugs. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Family  Practice  Continuing  Education  Con- 
ferences, St.  Elizabeth  Hospital,  Youngstown, 
8:00-9:00  a.m.  August  6,  Dermatology  for  the 
Family  Doctor  and  Drugs  that  Almost  Always 
Work,  Drs.  A.  Deramo  and  L.  Caccamo;  August 
13,  Depression  States  and  Their  Management, 
Drs.  R.  Boniface  and  M.  Kachmer;  August  20, 
Obesity  and  Its  Management,  Drs.  B.  Firestone 
and  W.  Cleary;  August  27,  Drugs  and  Their 
Toxicity  in  Elderly  Patients  with  Renal  Compli- 
cations, Drs.  Kessler  and  Caccamo. 

EKG  Lecture  Series,  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Youngstown;  9:00 
a.m.  August  6,  Bundle  Branch  Block,  Dr.  L.  P. 
Caccamo;  August  13,  Hemiblocks  — Introduction, 
Dr.  Caccamo;  August  20,  Hemiblocks,  Dr.  Cac- 
camo; August  27.  Myocardial  Infarction,  Dr. 
Caccamo. 

Hematology  Conferences,  Department  of 
Medicine,  St.  Elizabeth  Hospital,  Youngstown, 
1:00-4:00  p.m.  August  9,  Microangiopathic 
Hemolytic  Anemia,  Dr.  M.  Westerman;  August 
23.  Pernicious  Anemia,  Dr.  W.  Jensen. 

GI  Conferences,  Department  of  Medicine,  St. 
Elizabeth  Hospital,  Youngstown,  1:30  p.m.  August 
10,  Gastric  Ulcers,  Dr.  S.  Gaylord;  August  24, 
Jaundice,  Dr.  Gaylord. 

(Continued  on  page  760) 
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JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  - neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


mLuU  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


when 

G-l  symptoms 
demand 
a potent 
synthetic 
anticholinergic 


move  up  to 
“the  Robinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 


making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind”  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

FortG  (glycopyrrolate) 


INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
dicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
:ute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
’ailable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
ended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
) gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
increatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
ndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
ay  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
>n,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
>rte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
aucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
urred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
ugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
iss,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
blet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
itient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
quired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
1R/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
blets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  TVT  1 • j • (r) 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  J_^OV3.ITlSClllC3 
urinary  retention.  Caution  ambulatory  patients  that  drowsi-  -m-* 
ness  may  result.  | j f 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  R*  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


Educational  Opportunities  in  Ohio — Continued 


Grand  Rounds,  Department  of  Medicine,  St. 
Elizabeth  Hospital.  Youngstown,  8:30  a.m.  August 
10,  Emotional  Problems  of  the  Postcoronary  Pa- 
tient, Drs.  F.  Tiberio  and  R.  Boniface;  August  17, 
Renin  and  Aldosterone  in  Hypertension,  Dr.  E. 
Kessler;  August  24,  Protein-Losing  Enteropathy, 
Dr.  S.  Gaylord. 

Radiolog}-  Lecture  Series,  Department  of  OB 
Gyn,  St.  Elizabeth  Hospital,  Youngstown,  2:00 
p.m.  August  11,  18  and  25,  Radiation  Physics  and 
Biology  — Female  Cancer  Therapy,  Parts  I,  II, 
and  III,  Dr.  W.  Torok. 

Cardiology  Conferences,  Department  of  Medi- 
cine, St.  Elizabeth  Hospital,  Youngstown,  1:00 
p.m.  August  11,  Superior  Venacava  Obstruction, 
Dr.  E.  Saadi;  August  25,  Mitral  Stenosis  with 
Aortic  Stenosis,  Dr.  Saadi. 

Oncology  Conferences,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  8:00 
a.m.  August  12,  Carcinoma  of  the  Colon,  Dr.  F. 
Garcia;  August  19,  Malignant  Melanoma,  Dr.  I. 
Murty;  August  26,  Carcinoma  of  the  Breast,  Dr. 
N.  Badjatia. 

Renal  Transplantation,  Department  of  Sur- 
gery, St.  Elizabeth  Hospital,  Youngstown,  August 
12,  9:30  a.m.,  Dr.  G.  James  Cerilli. 

Grand  Rounds,  Department  of  Surgery,  St. 
Elizabeth  Hospital,  Youngstown,  8:00  a.m.  August 
14,  Esophageal  Diverticulum,  Dr.  N.  Badjatia; 
August  21,  Tracheoesophageal  Fistula,  Dr.  K. 
Murty;  August  28,  Thyroid  and  Diseases,  Dr. 
Badjatia. 

Grand  Rounds,  Department  of  OB-Gyn,  St. 
Elizabeth  Hospital,  Youngstown,  9:00  a.m.  August 
14,  Antepartum  Care,  Dr.  V.  Lepore;  August  21, 
Clinical  Course  of  Labor,  Dr.  F.  Gambrel;  August 
28,  Hemolytic  Disease  of  the  Newborn,  Dr.  W. 
Moskalik. 

Diabetes  Control  and  Treatment  — Pre-Op- 
and  Post-Op,  Combined  Anesthesia-Medical-Sur- 
gical Conference,  St.  Elizabeth  Flospital,  Youngs- 
town, August  14;  9:15  a.m.,  Dr.  Wm.  Cleary. 


September 

American  Association  of  Medical  Clinics, 

“Trusteeship  for  Health”,  22nd  Annual  Meeting, 
Sheraton-Cleveland  Hotel,  September  14-18. 


Visiting  Professor  Program,  Akron  City  Hos- 
pital, 525  E.  Market  Street;  General  Surgery, 
Marion  C.  Anderson,  M.D.,  professor  and  chair- 
man, Department  of  Surgery,  Medical  College  of 
Ohio  at  Toledo;  September  2-3. 

Everyday  LYology  and  Nephrology,  Akron 
City  Hospital,  525  E.  Market  Street,  September 
15,  program  starts  at  8:30  a.m.;  Dr.  M.  J.  Sakol, 
coordinator. 


October 

A Day  of  Hematology,  Akron  City  Hospital, 
525  E.  Market  Street;  October  20;  program  starts 
at  8:30  a.m.  Dr.  M.  J.  Sakol,  coordinator. 

Modern  Concepts  in  Electrocardiography  and 
Cardiac  Arrhythmias  — By  the  American  College 
of  Cardiology  in  cooperation  with  the  University 
of  Cincinnati  Medical  Center  and  the  Shriners 
Burns  Institute;  October  28-30  at  the  University 
of  Cincinnati  Medical  Center.  Contact  American 
College  of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md.  20014. 


Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  love  it  Specify 
DICARBOSIL  1 44' s — 1 44  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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relieve  them  all  with 
all- season  ISOCLOR 

timesule®  tablet  liquid 


WO  ACTIVE  COMPONENTS 

ive  “four  season”  sufferers  dependable  relief 

thlorpheniramine  Maleate  dries  runny  noses  and  eyes,  quiets 
neezing,  wheezing,  soothes  itching  and  reduces  postnasal  drip — 
II  with  a particularly  low  index  of  side  effects  such  as  drowsiness, 
seudoephedrine  HCI:  decongests  throughout  entire  respiratory 
act,  opening  nasal  passages,  dilating  bronchioles,  relaxing 
tight  chest” — as  effectively  as  ephedrine,  but  with  much  less 
;NS  or  cardiovascular  stimulation. 

tOMPOSITION:  Each  tablet  or  10  cc.  (2  teaspoonsful)  of  liquid 


ontains: 

hlorpheniramine  Maleate 4 mg. 

seudoephedrine  HCI  25  mg. 

Each  Isoclor  Timesule  contains: 

hlorpheniramine  Maleate 10  mg. 

seudoephedrine  HCI  65  mg. 


i a special  pellet  form  providing  both  prompt  and  sustained  effect. 
4DICATIONS:  For  relief  of  upper  respiratory  and  bronchial  con- 
estion  associated  with:  the  common  cold,  hay  fever  and  aller- 
ies,  sinusitis,  influenza,  and  vasomotor  and  allergic  rhinitis. 
CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sym- 


pathomimetic agents.  Severe  hypertension  or  severe  cardiac 
disease. 

PRECAUTIONS:  Use  with  caution  in  patients  with  hyperthyroid- 
ism. Patients  susceptible  to  the  soporific  effects  of  chlorphenira- 
mine should  be  warned  against  driving  or  operating  machinery 
should  drowsiness  occur. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100:  Liquid  Pints  and  gallons: 
Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  3-4  h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-%  tsp.  q.  3-4  h. 

20-30  pounds 

Vi-Vi  tsp.  q.  3-4  h. 

15-20  pounds 

VeAA  tsp.  q.  3-4  h. 
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In  the  coronary  ischemic 
patient  on  cerebral  or 
peripheral  vasodilator  therapy 

no  treatment 
conflict 


i 


VASODiLAN 


the  compatible  vasodilator 


• may  be  used  in  your  patients  with 
coronary  insufficiency. 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  diabetes, 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators' '*  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement M and  observation  of  clinical  improvement. 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HC1  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References : ( 1)  Clarkson, 
I.  S.,  and  LePere,  D.  M. : Angiology  //  :1 90- 1 92  (June)  1960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr. : Angiology /5:70-74  (Feb.)  1964.  (3)  Dhry- 
miotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res:  ■/ :1 24- 128 
(April)  1962.  (4)  Whittier,  J.  R. : Angiology75:82-87  (Feb.)  1964. 
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Obituaries 


\ incent  S.  Dattilo,  M.D.,  Akron;  medical 
degree  from  the  University  of  Modena,  Italy, 
1954;  aged  47;  died  June  17:  member  of  OSMA; 
practitioner  in  the  Akron  area  for  15  years;  also 
chief  of  surgery  at  Apple  Creek  State  Hospital. 

George  Austin  Ferguson,  M.D.,  Akron:  Uni- 
versity of  Vermont  College  of  Medicine,  1912: 
aged  80;  died  June  5;  member  of  OSMA  and 
AMA;  practitioner  of  long  standing  in  Akron, 
specializing  in  the  EENT  field:  veteran  of  World 
War  I. 

Emerson  Gillespie,  M.D.,  Canton:  Rush  Med- 
ical College,  1924;  aged  73;  died  May  27:  mem- 
ber of  OSMA.  AMA.  the  American  Academy  of 
Dermatology,  and  American  Academy  of  Facial, 
Plastic  and  Reconstructive  Surgery;  diplomate, 
American  Board  of  Dermatology;  physician  of  long 
standing  in  the  Canton  area,  specializing  in  der- 
matology; veteran  of  both  World  Wars  I and  II. 

Jonas  Bertram  Hirsch,  M.D.,  Toledo;  Univer- 
sity of  Michigan  Medical  School.  1924:  aged  73: 
died  June  23;  member  of  OSMA  and  AMA;  gen- 
eral practitioner  in  the  Toledo  area  since  1926: 
veteran  of  World  War  I. 

Francis  H.  Hutchinson,  M.D.,  Pasadena, 
Calif.:  College  of  Physicians  and  Surgeons,  Balti- 
more, 1911;  aged  88:  died  May  23:  member  of 
OSMA  and  AMA;  former  resident  of  Lima  and 
later  of  Cincinnati:  specialized  in  industrial  medi- 
cine and  for  many  years  associated  physician  for 
the  Baltimore  and  Ohio  Railroad. 

Norton  Eric  Johnson,  M.D.,  Cincinnati: 
Washington  University  School  of  Medicine,  1945: 
aged  57;  died  June  10;  practitioner  in  Cincinnati, 
specializing  in  OB-gyn:  veteran  of  World  War  II. 

Douglass  Stone  King,  M.D.,  Alliance;  West- 
ern Reserve  University  School  of  Medicine,  1939; 
aged  63;  died  June  24:  member  of  OSMA,  AMA, 
and  American  Academy  of  Ophthalmology  and 
Otolaryngology;  diplomate,  American  Board  of 
Otolaryngology:  native  of  Alliance  and  practition- 
er there  since  1947,  specializing  in  EENT  field: 
veteran  of  World  War  II.  Dr.  Christopher  King, 
also  of  Alliance,  is  his  son. 

Arthur  W.  Laird,  M.D.,  Canton:  Chicago 
College  of  Medicine  and  Surgery,  1917:  aged  84: 
died  May  27;  practitioner  for  many  years  in  the 
Canton  and  Cleveland  areas.  Dr.  Arthur  T.  Laird, 
of  Youngstown,  is  a son. 


Eddie  Donald  Mallory,  M.D.,  Franklin,  Ind.: 
Howard  University  College  of  Medicine.  1964; 
aged  32;  died  May  29;  associate  director  of  medi- 
cal services  for  the  Westinghouse  Corporation  in 
Indianapolis;  native  of  Cleveland  and  practiced 
there  for  about  a year. 

Ellis  Leo  Noble,  M.D..  Akron;  Jefferson  Med- 
ical College  of  Philadelphia.  1924:  aged  80:  died 
May  31  ; member  of  the  OSMA,  AMA.  and  Amer- 
ican Academy  of  General  Practice;  practitioner 
of  long  standing  in  the  Akron  area:  veteran  of 
World  War  I. 

May  Schimkola,  M.I)..  Cleveland:  Ohio  State- 
University  College  of  Homeopathic  Medicine. 
1915;  aged  79;  died  June  23:  practitioner  of  long 
standing  in  Cleveland. 

Robert  Grover  Sheperd,  M.D..  Montpelier: 
St.  Louis  University  School  of  Medicine,  1951: 
aged  46;  died  June  6 as  the  result  of  a traffic 
accident;  member  of  OSMA  and  AMA;  Fellow, 
American  College  of  Surgeons;  diplomate,  Ameri- 
can Board  of  Surgery;  formerly  practiced  in 
Toledo,  and  more  recently  in  West  Unity  and 
Montpelier;  past  president  of  the  Williams  County 
Medical  Society. 

Joseph  Webb,  M.D.,  Springfield:  Johns  Hop- 
kins University  School  of  Medicine.  1914;  aged 
83;  died  June  13;  member  of  OSMA  and  AMA; 
lifetime  resident  of  Clark  County  and  practitioner 
of  long  standing  in  Springfield:  veteran  of  World 
War  I. 

Thomas  Philip  Wenzel,  M.D.,  Middletown: 
University  of  Cincinnati  College  of  Medicine, 
1941;  aged  53;  died  June  8;  member  of  OSMA, 
AMA,  the  American  Society  of  Anesthesiologists, 
and  the  International  Anesthesia  Research  Society: 
diplomate,  American  Board  of  Anesthesiology; 
practitioner  in  Middletown  since  1947,  and  in 
recent  years  a specialist  in  anesthesiology;  veteran 
of  World  War  II. 

Edward  Elbert  Woldman,  M.D.,  Philadelphia; 
Ohio  State  University  College  of  Medicine,  1923: 
aged  74;  died  June  11;  former  OSMA  member; 
Fellow,  American  College  of  Physicians;  practi- 
tioner of  long  standing  in  Cleveland:  since  1965, 
chief  medical  consultant,  Philadelphia  YA  Center: 
veteran  of  World  War  II. 
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diethylpropion  hydrochloride, N.F.) 


Vhen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
upport  for  the  weight  control  program  you  recommend. 
EPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
5ss.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
vely  low  incidence  of  CNS  stimulation. 

ontraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
is  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Earning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
atients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
g first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
dverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
easant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
:casionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  -r-107/ \/i\/u  s patent  no.  3,oot.9io 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSONMERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


m 


Painful 
night  leg 
cramps 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully  — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonlsm, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Woman’s  Auxiliary  Highlights 

By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


“DOR  THE  FIRST  TIME  in  a long  time,  this 
reporter  was  not  able  to  attend  the  annual  con- 
vention of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  June  20-24  in  Atlantic  City. 
And  so,  for  the  sake  of  this  column,  she  “pre- 
sumed” on  Mrs.  Carl  F.  Goll,  immediate  state 
past  president  and  presidential  delegate  to  the 
convention,  to  describe  all  the  “doin’s”  in  Atlantic 
City.  After  reading  Dru's  letter,  I’ve  decided  that 
I missed  one  of  the  most  exciting  conventions  of 
all!  Well,  see  for  yourselves! 

Dear  Ruth  (and  all  Ohioans)  : On  Sunday, 
June  20,  all  cars,  buses,  planes  going  East  seemed 
to  be  headed  for  Atlantic  City.  I happened  to  be 
flying  and  took  the  little  commuter  plane  from 
Philadelphia  to  Atlantic  City.  These  little  planes 
fly  low  (a  little  scary  after  a jet)  but  you  really 
get  to  see  more.  The  ocean,  with  the  coastline 
of  old  hotels,  is  a pretty  sight  from  the  air  and 
somehow,  never  loses  the  charm  that  one  associates 
with  this  boardwalk  city. 

We  hardly  had  time  to  unpack  before  it  was 
time  for  the  reception  honoring  Mrs.  R.  C.  L. 
Robertson,  national  president,  and  Mrs.  G. 
Prentiss  Lee,  national  president-elect.  The  recep- 
tion was  held  in  the  Fountain  Room  of  the  Tray- 
more  Hotel  (our  convention  headquarters).  It  was 
fun  — and  a privilege  — meeting  the  doctors  and 
their  wives  from  all  over  the  United  States.  I 
learned  at  this  reception  that  one  of  our  Ohio 
families  — Dr.  and  Mrs.  Sidney  Glueck  of  Spring- 
field  - — were  to  be  photographed  from  the  be- 
ginning to  the  end  of  the  convention  as  a typical 
doctor’s  family  attending  their  first  national  con- 
vention. Bulbs  wTere  flashing  as  Charlotte  (State 
Board  member)  and  Sidney  and  their  daughter 
Susan  attended  this  first  festivity. 

Swinging  Into  Action 

We  had  our  complete  delegation  (18)  at  the 
traditional  Ohio  Breakfast  Monday  morning  in 
the  Mandarin  Room  at  the  Traymore.  The  hour? 
7:30  a.m.!  Ho  hum  — The  wives  of  the  delegates 
from  Ohio  to  the  AM  A had  been  invited  and  we 
were  pleased  to  have  Mrs.  Charles  Hudson  and 
Mrs.  P.  John  Robechek  join  us  plus  our  own  Mrs. 
Karl  F.  Ritter,  past  national  president,  and  Mrs. 


J.  Paul  Sauvageot  who  is  on  the  National  Board 
and  the  new  MD’S  WIFE  editor.  Mrs.  Russell 
Wiessinger,  new  Ohio  president,  and  chairman  of 
delegates,  had  red  carnations  for  us  to  wear  with 
a tiny  map  of  Ohio  on  each  flower.  And  on  the 
map,  our  individual  hometowns  were  pinpointed. 

Our  efficient  National  President,  Mrs.  Robert- 
son, apologized  for  the  15-minute  delay  at  the 
opening  business  session  of  the  Forty-Eighth  An- 
nual Convention.  The  National  Guard  was  to  have 
appeared  promptly  at  9 a.m.  but  didn’t  show; 
and  Dr.  F.  Sterling  Brown,  president  of  the  At- 
lantic County  Medical  Society,  didn’t  show  either! 
The  15-minute  wait  occasioned  something  close  to 
bedlam  with  the  voices  of  500  women  ‘cascading’ 
around  the  room. 

There  were  352  delegates  who  answered  roll 
call  — and  258  additional  alternates,  members 
and  guests.  The  keynote  address  was  given  by 
Walter  H.  Johnson,  Jr.,  of  the  National  Market- 
ing Advisory  Council.  He  titled  his  speech  “From 
Adam’s  Rib  to  Women’s  Lib”!  “We  are  in  a 
changing  world,”  he  said,  “but  chaos  is  usually 
good  for  someone  — sometimes  it  is  good  to  rough 
up  our  lives.”  According  to  Mr.  Johnson,  a voter 
is  a consumer  and  the  government  will  give  an 
increasing  look  over  our  shoulders  to  give  us  what 
we  want:  on  population,  more  progress  in  death 
control  than  in  birth  control;  on  youth,  which  is 
bored  with  our  educational  system  and  the  ser- 
vices we  have  given;  on  the  middle  agers  who  are 
seeking  identity;  on  the  young  who  are  seeking 
identity.  There  have  been  great  pressures  with  in- 
novations the  young  don’t  understand;  the  speaker 
commented,  and,  there  are  some  70,000  publica- 
tions and  papers  to  keep  up  with. 

Mr.  Johnson  had  these  further  comments: 
“We  suffer  from  the  tyranny  of  the  intellectual 
who  is  deciding  what  we  are  and  what  we  should 
be.  The  individual  doctor  is  held  in  high  esteem, 
but  not  as  a group.  The  AMA  is  concerned  with 
the  people’s  unrest.  It  is  their  task  to  persuade 
people  of  the  good  that  our  medicine  provides.” 
The  speaker’s  definition  of  an  auxiliary:  an 

auxiliary  is  an  engine  that  you  use  when  nothing 
else  works.  His  closing  remarks  emphasized  the 
unique  opportunity  doctors’  wives  have  to  serve 
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the  cause  of  medicine.  ‘Return  to  basic  values’, 
lie  advised.  “Just  do  good.” 

The  Unexpected 

When  Mrs.  Robertson  made  her  report,  she 
said  it  was  a misnomer  to  call  it  a presidents’  report 
because  it  really  was  a report  of  1200  county 
auxiliaries.  Then  came  the  great  news  — that 
President  and  Mrs.  Nixon  would  be  in  Atlantic 
City  the  next  day  and  because  of  that,  the  con- 
vention agenda  would  have  to  be  changed  for 
Tuesday.  Mrs.  Robertson  announced  that  there 
would  be  2.000  tickets  available  for  convention 
hall  and  another  1200  for  closed  circuit  television 
at  Haddon  Hall.  I was  very  privileged  — for  one 
ticket  would  be  given  to  each  presidential  delegate. 
There  were  many  “oil’s  and  ah’s”  but  that  was 
the  only  way  it  could  be  handled  fairly  with  such 
a limited  number  of  available  tickets  for  so  large 
a convention. 

“It  was  back  to  business  then,  with  nomi- 
nations for  the  1972  Nominating  Committee  be- 
ginning from  two  floor  mikes.  Seconds  later,  the 
unbelievable  happened.  I saw  a few  flames  be- 
tween the  two  large  draperies  that  separated  us 
from  the  adjoining  room.  One  brave  soul  rushed 
up  and  pulled  the  two  drapes  closer  together, 
probably  hoping  no  one  would  see  the  flames! 
It  was  a little  bit  of  a “scene”  — Mrs.  Robertson 
saying  “please  remain  seated  ....  The  fire  is 
under  control”  ....  and  a few  flames  still  peek- 
a-booing  between  the  curtains.  We  are  all  intel- 
ligent women,  so  we  did  as  we  were  told  and  it 
was  just  a minor  fire  — but  it  added  (?)  to  the 
otherwise  well  organized  meeting.  Margery  Robert- 
son said  later  she  felt  like  a school  teacher  trying 
to  keep  her  children  in  order! 

“Rise  Up,  Proud  Eagles" 

The  theme  for  the  annual  luncheon  honoring 
the  AM  A officers,  trustees  and  their  wives  was 
“Rise  Up  Proud  Eagles”  — but  I didn't  rise  up 
so  much  when  I learned  that  Ohio  once  again  was 
second  only  to  California  in  AMA-ERF  contribu- 
tions — $90,000  for  California,  $51,000  for  Ohio 
— the  most  either  state  has  ever  contributed.  But 
I guess  there  is  no  way  of  beating  California  with 
its  membership  almost  double  ours.  I was  delighted 
that  our  Muskingum  County  won  an  award  (per 
capita  award)  for  counties  in  the  membership 
category  from  26-60.  Congratulations,  Muskingum! 

Monday  afternoon  featured  the  State  Report 
Presentations  (Adult  Responsibility  in  Action)  of 
the  Southern,  North  Central  and  Eastern  Regions. 
As  your  immediate  past  president,  it  was  my 
privilege  to  give  the  two-minute  Ohio  report. 
Highlighted  were  Mobile  Meals,  a sample  drug 
program  and  a nurses’  scholarship  project.  Not 
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Pre-Sate 


(chlorphentermine  hydrochloride) 

Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e  several  weeks)  adiunct 
in  a regimen  ot  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma.  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types  advanced  arterio- 
sclerosis. severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect;  discontinue  the  drug  Tolerance  to  the  anorectic 
effect  may  develop  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child  Use 
of  the  drug  during  lactation  is  not  recommended  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus. and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen 
Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea unpleasant  taste,  constipation  Endocrine:  changes  in 
libido  impotence  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations. panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base,  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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only  has  Lucas  County  auxiliary  performed  a 
terrific  job  with  its  Mobile  Meals,  but  two 
auxiliary  members  — Mrs.  Howard  Smith  and 
Mrs.  Daniel  Wolff  — have  written  instructional 
sheets,  procedures,  and  how  to  set  up  a pilot  pro- 
gram. They  have  detailed  costs  and  planned  for 
colored  photographs  — all  this  material  for  use 
to  other  auxiliaries.  They  have  taken  their  time 
to  visit  three  other  auxiliaries  to  help  them  start 
such  projects. 

Franklin  County  auxiliary  found  a new  use 
for  sample  drugs  (which  has  become  a problem 
in  some  doctors’  offices).  This  group  collected 
$5,000  worth  of  drugs  in  one  week  for  a newT 
Family  Health  Center  in  Columbus.  They  are  now 
helping  (with  the  aid  of  a registered  pharmacist) 
to  sort  and  “pop”  pills  daily.  Cuyahoga  County 
auxiliary  was  mentioned  as  having  contributed 
$7,000  to  nurses’  scholarships  on  one  project  - 
the  sale  of  unusually  attractive  watches. 

Show  and  Fell 

Ohio’s  booth  at  the  Show  and  Tell  exhibit 
featured  a display  of  our  new  membership  letter, 
the  colored  photographs  of  Mobile  Meals  in  Ohio, 
our  “To  Keep  In  Touch”  letter  and  safety  whistles. 
Again  I showed  our  “Self-Defense  for  Women” 
and  TV-Radio  series.  Considerable  interest  was 
evidenced  in  all  these  projects,  extra  copies  were 
given  out  at  the  booth  and  names  and  addresses 
of  interested  parties  were  recorded,  so  our  Central 
Office  could  send  additional  copies  to  those  de- 
siring them. 

The  Tuesday  morning  meeting  was  very  short, 
because  the  lucky  ticket  holders  rushed  to  hear 


President  Nixon.  Doors  were  locked  at  10:30  a.m. 
and  the  President  and  Mrs.  Nixon  (and  entourage) 
arrived  at  11:00  a.m.  What  a thrill  for  the  lucky 
ticket  holders!! 

More  rushing  after  the  talk,  as  we  headed 
back  to  the  Traymore  for  a one  o’clock  luncheon — 
the  theme  of  which  was  “This  Land  Is  Our  Land.” 
At  the  time  the  theme  was  chosen,  no  one  had 
had  any  idea  that  we  would  be  returning  from 
hearing  President  Nixon  talk  to  us  in  person!  This 
luncheon  honored  the  honorary  members  of  the 
national  auxiliary,  national  past  presidents  and 
state  presidents  (and  was  I pleased  to  be  one  of 
those) . The  guest  speaker  was  the  Honorable 
Patricia  Reilly  Hitt,  assistant  secretary,  Commu- 
nity Field  Service,  Department  of  HEW. 

Wednesday 

At  tl  ie  Wednesday  meeting,  we  were  remind- 
ed that  next  year  the  national  convention  would 
be  in  San  Francisco  and  that  the  Woman’s 
Auxiliary  to  the  American  Medical  Association 
would  be  celebrating  its  fiftieth  anniversary.  To 
add  a little  humor  to  the  business  session,  five 
auxiliary  members  entered  the  meeting  room  and 
walked  toward  the  center,  carrying  small  flags  to 
“present  colors”  — since  the  National  Guard 
never  did  show  up.  Then  the  piece  de  resistance — 
the  installation  of  new  officers,  beautifully  done 
by  Mrs.  E.  Arthur  Underwood,  a national  past 
president. 

Mrs.  G.  Prentiss  Lee,  the  newly  installed  na- 
tional president,  said  in  her  inaugural  address: 
“There  should  be  no  discord  in  our  own  ranks. 
Unity  will  be  the  name  of  the  game  this  year. 
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Become  identified  with  the  problems  of  today  — 
listen,  learn,  be  flexible  and  action  oriented.  Action 
begins  with  the  county  auxiliary  member — YOU.” 

I could  ramble  on  and  on  about  other  serious 
and  fun  experiences  here  in  Atlantic  City  — 
riding  the  little  jitneys,  shopping  on  the  Boardwalk, 
visiting  the  OSMA  hospitality  room  at  Haddon 
Hall.  This  is  a city  of  fun  and  salt  water  taffy, 
of  good  food  and  salt  air.  And  this  convention 
was  a time  — and  most  importantly  so  — of 
significant  sessions  and  future  planning. 

Special  Notes 

I am  deeply  indebted  to  Dru  Goll  for  this 
excellent  job  of  reporting  on  National  Convention. 
Many,  many  thanks! 

Our  delegates  from  Ohio  included : Mrs. 

Goll,  presidential  delegate;  Mrs.  Russell  Wies- 
singer,  chairman  of  delegates;  Mrs.  H.  I.  Hum- 
phrey; Mrs.  L.  A.  Loria;  Mrs.  Malachi  W.  Sloan, 
II;  Mrs.  C.  A.  Colombi;  Mrs.  Carl  M.  P’rye;  Mrs. 
Karl  F.  Ritter;  Mrs.  Dwight  Becker;  Mrs.  Reuben 
Gould;  Mrs.  Sidney  Glueck;  Mrs.  Henry  Craw- 
ford; Mrs.  I.  A.  Nickerson;  Mrs.  William  Craw- 
ford; Mrs.  John  Madison;  Mrs.  Frederick  Osgood; 
Mrs.  K.  P.  Swisterski. 

Health  Insurance 

Mrs.  Malachi  W.  Sloan,  II,  legislative  chair- 
man and  OMPAC  Board  member,  has  an  urgent 
message  that  should  receive  the  widest  possible 
publicity:  “1972  is  being  referred  to  as  the  X year 
of  our  life  — the  Crisis  Year.  We  are  calling  on 
all  wives  of  physicians  to  join  ranks  now  and 
become  conversant  with  what  constitutes  a good 
Health  Insurance  plan.  We  must  talk  about  it 
wherever  we  have  opportunity.  We  must  work 
for  the  best  plan  — Medicredit,  the  AMA  spon- 
sored bill.  The  following  memorandum  has  reach- 


ed me  and  I feel  it  is  urgent  that  it  be  passed  on 
to  the  whole  medical  family  — 

1)  Health  care  should  be  financed  through 
the  use  of  voluntary  insurance  on  a risk  and 
underwriting  basis;  2)  A program  should  be  a 
voluntary  one,  encouraging  participation  through 
financial  incentives  rather  than  through  compul- 
sion; 3)  Pluralistic  means  of  health  care  delivery 
should  be  afforded;  4)  Federal  funding  should  be 
through  general  revenues,  with  any  other  funds 
from  state  and  private  sources,  as  opposed  to  any 
payroll  tax;  5)  A separation  of  medical  and 
institutional  components  in  the  financing  of  any 
health  care  plan  should  be  provided  so  that  the 
separate  expenditures  are  ascertainable;  6)  The 
scope  and  duration  of  benefits  should  be  compre- 
hensive in  nature,  and  adequate  in  their  de- 
scription and  provision ; 

7)  The  program  should  be  explicit,  so  as  to 
avoid  basic  changes  in  the  Congressional  intent 
being  made  through  regulations;  8)  Cost  and 
quality  review  mechanisms  must  be  set  up  utilizing 
professional  review  principles  at  local  level;  9) 
State  licensure  and  certification  should  be  main- 
tained; 10)  Any  corporate  arrangements  for  pro- 
visions of  medical  services  should  be  in  confor- 
mance with  professional  ethics;  11)  Cost-sharing 
by  the  recipient,  where  financially  capable,  should 
be  maintained;  and  12)  Government  subsidy  or 
assistance  should  be  related  to  the  individual’s 
ability  to  pay. 

“Write  the  OSMA  office,”  Mrs.  Sloan  urges, 
“for  a copy  of  the  fine  descriptive  booklet  “Medi- 
cal and  Health  Care  for  All.”  Read  it,  talk  about 
it  — and  never  underestimate  woman  power!” 

The  vital  importance  of  our  efforts  regarding 
all  this  can  be  found  in  this  significant  quotation 
of  George  Washington;  “If,  to  please  the  people, 
we  offer  what  we  ourselves  disapprove,  how  can 
we  afterwards  defend  our  work?” 
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Physicians  seeking  locations  in  Ohio  are  in- 
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Association,  17  South  High  Street,  Suite  500, 
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efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
o/o  The  Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi,  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 
13,000  students,  modem  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  o/o  The  Ohio  State  Medical  Journal. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller. 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PJD  SICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210,  Phone  (513)  651-2470. 


CENTRALLY  AIR  CONDITIONED  FULL  SER- 
VICE OFFICE:  Prime  University  Heights  Cleveland 
Heights,  South  Euclid  intersection.  Excellent  for  In- 
ternist, General  Practitioner,  Ophthalmologist,  or  other 
specialist.  Opposite  May’s  on  the  Heights.  Doctors  Cen- 
ter Bldg.  14077  Cedar  Road,  Cleveland,  Ohio  44118. 
Phone  216-321-5060. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


WANTED : Desperate  need  for  two  or  more  physi- 
cians. Desirable  section  of  Ohio  Trading  Center  of 
approx.  20,000.  Contact  H.  D.  Smith,  Chamber  of  Com- 
merce, East  Palestine,  Ohio  44413. 


DOCTOR,  are  you  tired  of  city  congestion?  Come 
to  one  of  Ohio’s  most  scenic  areas.  A 4-year  college  in 
vicinity;  divided  highways;  rivers  and  lakes.  We  need 
doctors  for  our  expansion  program  at  the  Mental  Health 
Center.  Write  P.O.  Box  651,  Portsmouth,  Ohio  45662. 


OB-GYN : Excellent  opportunity  for  qualified  Ob- 
stetrician-Gynecologist; office  space,  equipment,  staff 
and  excellent  financial  arrangements.  Unlimited  poten- 
tial. Call  Administrator  (304-675-4340),  “Collect”. 


FULL  TIME  EMERGENCY  ROOM  PHYSI- 
CIAN, Lake  County  Memorial  Hospitals,  Painesville 
and  Willoughby,  Ohio.  Position  available  immediately, 
approximately  $25,000  annually.  Contact  William  E. 
Fletcher,  M.D.,  89  E.  High  Street.  Painesville,  Ohio; 
phone  (216)  354-3100. 
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CLASSIFIED  ADVERTISEMENTS 
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NORTHWEST  OHIO-SURGEON  AND  GENER- 
ALIST,  to  join  active,  busy  group.  New  office,  new 
hospital,  good  area.  Send  for  prospectus.  Archbold 
Medical  Group,  Archbold,  Ohio  43502. 


FAMILY  PRACTICE  RESIDENCY  — Just  ap- 
proved — openings  at  all  levels  — can  start  immediately 
— for  details  contact:  A.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Hospital,  309  E. 
State,  Columbus,  Ohio  43215. 


WE  ARE  IN  NEED  OF  PHYSICIANS  to  run 
Emergency  Room  in  Southeast  Ohio  Hospital:  Doctor 
needed  who  can  adjust  to  local  situation,  including  out- 
patient care:  Salary  $25,000  per  year.  Terms  and  details 
may  be  discussed  with  Harold  J.  Rolph,  Administrator, 
Lawrence  County  General  Hospital,  I ronton,  Ohio: 
Phone  (614-542-3231). 


MEDICAL  DIRECTOR 

We  are  seeking  a part-time  Medical  Director 
for  our  Industrial  Dispensary  located  in  the 
Greater  Cleveland  area.  Activities  include  pre- 
employment physicals,  industrial  accident  cases, 
safety  training  of  Company  personnel,  etc.  Hours 
required  in  the  Dispensary  are  8:00  A.M.  to 
12:00  Noon,  Monday  through  Friday.  Prefer  an 
American  Board  of  Surgery  Diplomate  or  Equiva- 
lent. Attractive  salary  and  fringe  benefits.  Reply, 
in  confidence,  to  Box  632,  c/o  Ohio  State  Medical 
Journal. 

An  Equal  Opportunity  Employer 


FULL-TIME  INDUSTRIAL  PHYSICIAN 

40  hour  week.  Office  and  plant  population. 
Plant  in  suburban  Cincinnati.  No  industrial 
experience  necessary.  Outstanding  fringe  bene- 
fits. Salary  negotiable.  Call  Paul  Bauer,  782- 
7317  collect,  or  write  to  Ford  Motor  Company, 
Box  1939,  Cincinnati,  Ohio  45241. 

An  Equal  Opportunity  Employer 


MARIETTA,  OHIO — A new  group  is  now  being 
formed  to  provide  Emergency  and  Outpatient  services  to 
a growing  area.  Guaranteed  minimum  income  with 
excellent  potential  and  no  investment.  The  low  pressure 
atmosphere  makes  this  a real  opportunity  and  yet  chal- 
lenging. Contact  J.  E.  LaBarre,  M.D.,  Marietta  Memo- 
rial Hospital,  Marietta,  Ohio  45750. 


PSYCHIATRIST  for  Mental  Hygiene  Clinic  at 
Cleveland  Veterans  Administration  Hospital,  10701  East 
Blvd.,  Cleveland,  Ohio  44106.  40-hour  week;  excellent 
fringe  benefits;  retirement  program.  New  Day  Center 
facilities;  opportunity  to  treat  young  veterans.  Hospital 
has  University  affiliation  including  in-patient  psychiatric 
residency  program.  Allowance  for  moving  expense.  Salary 
up  to  $27,483,  depending  on  qualifications.  Contact 
Chief,  Out-patient  Psychiatry  Service,  Area  Code  216, 
791-3800,  EXT.  417. 
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For  the  treatment  of  the  aging  patient 

Cerebro-Nicin 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN^  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 


*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole. 

Nicotinic  Acid 

Ascorbic  Acid 

Thiamine  HCI 

1 -Glutamic  Acid.... 

Niacinamide 

Riboflavin 

Pyridoxine 


.100  mg. 
100  mg. 
.100  mg. 
. 25  mg. 
, 50  mg. 
. 5 mg. 

2 mg. 

3 mg. 


DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 


Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  DCCCD  T/N 


Write  for  literature  and  samples... 


REFER  TO 

PDR 


( the  brown  pharmaceutical  co. 

2500  W. 6th  St., Los  Angeles, Calif.90057 


Write  for  Product  Catalog 


The  treatment  of 

impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 


Thyroid  Eit.  (1  |r.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-C0MPIEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  («/<  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 


Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria.  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reference!:  1.  Montesano.  P . and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence  Clin  Med  12  69.  1966  2.  Oublin,  M F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67,  1964  3 Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6.  1962  4.  Heilman,  L , Bradlow,  H l.,  Zumoff.  B . Fukushima,  0.  K.,  and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone  J Clin  Endocr  19  936, 
1959.  5 Farris,  E.  J.,  and  Colton,  S W Effects  of  l-thyroxine  and  liothyromne  on  spermatogenesis. 
J Urol  79-863.  1958  6.  Osol,  A . and  Farrar,  G E United  States  Dispensatory  (ed  25).  Lippmcott,  Phila- 
delphia. 1955,  p 1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext. (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


( ^ A 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Choice  of  4 strengths: 

Android  Android-HP 


Android 

(thyroid-androgen)  tablets 


Nrite  tor  literature  and  samples:  (BRtflYfffc  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2'A  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  inTel-E-DoseT  M-  packages  of  1000. 
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Patients  fell  asleep 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by  • ^ 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.1 2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  1 5 mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  "A  System  for  Automatically  Analyz- 
ing Sleep,’’  Scientific  Exhibit  presented  at  Clinical  Convention, 

A M. A .,  Boston,  Nov.  29-Dec.  2,  1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 
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LIBRARY  OF  MEDICINE  HC|)>  please  consult  Complete  Product 


BOSTON 

28  SEP 


Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  riot  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 


Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e  g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
•weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 


Precautions:  In  elder  / and  debilitated,  initial 
dosage  should  be  limited  to  15  rng  to  pre- 
clude oversedation,  dizziness  and/or  ataxia 
If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  poter  ?ia! 
additive  effects.  Employ  usual  precautions  in 
patients  -who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies 
Periodic  blood  counts  and  fiver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function 


Adverse  Reactions:  Dizz  ness,  draws  ness 
iightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderiy  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  Intolerance  or  overdosage,  have  been 
reported.  Also  reported  ‘were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  'weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Caps  ales  containing  15  mg  or 
30  rng  flurazepam  HCI. 


ne  30-mg  capsule  h.s.  — usual  adult  dosage, 
ne  15-mg  capsule  h.s.  — initial  dosage  for 
derly  or  debilitated  patients. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

tly^TOtOIl  chlorthalidone  usp 
Makes  water,  not  waves. 


lectrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
>urse,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

ygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
ypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
tould  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
:rforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
ipplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
arsing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
i fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
lildbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
titiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare, 
educe  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
^termination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
nbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
itassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
itients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
lorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
ypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
irombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
ancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
impounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
ay.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg„  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
•e  the  complete  prescribing  information. 

EIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  hy.  nn.t 


THE  NIGHT  SHIFT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem 
and  disturbed  sleep 
is  often  its  nocturnal 
expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression 


WHEN  THE  DIAGNOSIS 
IS  DEPRESSION 

ELAVILHCI 

[AMITRIPTYLINE  HCI|MSD] 

TABLETS:  10  mg,  25  mg,  and  50  mg 
INJECTION:  10  mg/cc 

When  depression  is  serious  enough  to  warrant  medication, 
ELAVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
energizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
embodies  a mild  antianxiety  action  which  manifests  itself 
even  before  the  fundamental  antidepressant  activity  of  the 
drug  becomes  evident.  Daytime  drowsiness  occurs  in  some 
patients,  usually  within  the  first  few  days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients 
or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible.  Should  not  be  given  to  patients  who 
have  received  an  MAOI  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note-.  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  less,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 

MSD  MERCK  SHARP  & DOHME 
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VASOHLAN 


the  compatible  vasodilator 


• has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

• conflicts  have  not  been  reported  with  con- 
currently administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

• complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufficiency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators'  4 have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been 
demonstrated  both  by  objective  measurement*  ' and  observation  of  clinical  improvement.'  3 
Composition:  VASODILAN  tablets,  isoxsuprine  HC1,  10  mg.  and  20  mg.  Vasodilan  syrup, 
isoxsuprine  HCI,  10  mg.  per  5 ml.  teaspoonful.  Indications:  In  cerebral  vascular  dis- 
orders, for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con- 
ditions such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders,  for 
relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp- 
ing of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom- 
mended doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied  : Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose;20  mg. — bottles  of  100  and  500.  Syrup,  10  mg.  per  5 ml. 
teaspoonful — bottles  of  1 pint.  References:  1.  Clarkson,  I.  S.,  and  LePere,  D.  M. : Angi- 
ology  77:190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  A.  D.,  and  Whittier, 

J.  R.:  Curr.  Ther.  Res.  -7:124-128  (April)  1962.  4.  Whittier, 

J.  R. : Angiology  75:82-87  (Feb.)  1964. 
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LABORATORIES 


Applications  of  Telemedicine 
in  Ohio  and  Massachusetts 


By  John  W.  Zimmi  ri.y,  M.D.,  Jackson 


/^ANE  OF  THE  FEW  telemedicine  networks  in 
'^>'the  nation,  making  possible  medical  diagnosis, 
consultation,  and  conference  over  two-way,  closed 
circuit  television,  is  being  developed  in  Ohio. 

Initiated  in  1969  by  the  Ohio  Valley  Health 
Services  Foundation  (OVHSF)  and  the  Ohio 
Education  Television  Network  (OETN),  the 
Medical  Microwave  System  currently  links  the 
Ohio  State  University  Telecommunication  Center 
in  Columbus  with  WOUB-TV  at  Ohio  University 
in  Athens. 

Its  purpose  • — - to  broaden  contact  between 
health  professionals  in  medical  centers  and  in 
outlying  Ohio  areas,  to  offset  the  physician  short- 
age, and  in  general,  to  extend  health  care  in  the 
state. 

So  far,  three  physician  teleconsultation  ses- 
sions and  four  nurse  educational  conferences  have 
been  broadcast  over  the  system. 

'I'lie  first  consultation  session  took  place  on 
October  20,  1970.  Participating  in  the  broadcast 
from  WOUB-TV  studios  in  Athens,  I presented  a 
female  multiple  sclerosis  patient  to  Dr.  John  L. 
Melvin,  physiatrist  at  The  Ohio  State  University 
Hospitals,  who  was  at  OSU  Telecommunication 
Center  facilities  in  Columbus,  more  than  50  miles 
away. 

Following  a short  review  of  the  case  history 
and  discussion  of  x-rays  which  appeared  on  the 
television  screen,  Dr.  Melvin  directed  an  examina- 
tion of  the  patient.  Speaking  face  to  face  to  us 
both,  he  asked  questions  and  viewed  the  patient 
as  she  demonstrated  the  extent  of  her  limb 
strength  and  coordination.  Also  present  was  the 
practical  nurse  who  had  been  working  with  the 
patient  over  the  past  year.  She  joined  in  the 
discussion  concerning  the  patient’s  progress  and 
illustrated  various  forms  of  physiotherapy  that 
were  being  employed.  At  the  end  of  the  hour- 
long  session,  additional  appropriate  therapeutic 
methods  and  exercises  were  discussed  and  sched- 


The  author  is  a general  practitioner  in  Jackson, 
and  is  a member  of  the  General  Board  and  the 
Executive  Board  of  the  Ohio  Valley  Health 
Services  Foundation,  Inc.,  based  at  Athens. 


tiled  for  inclusion  in  the  patient’s  rehabilitation 
program. 

Taking  part  in  the  broadcast  clearly  pointed 
up  the  benefits  and  advantages  of  the  microwave 
communication.  The  two-way  television  contact 
eliminated  the  need  for  the  patient  to  be  trans- 
ported to  Columbus  to  receive  the  consideration 
of  a specialist.  The  condition  of  the  patient  could 
be  sufficiently  explained  and  demonstrated  due  to 
the  camera’s  ability  to  focus  sharply  on  the  area 
of  the  patient  being  discussed.  And,  though  miles 
apart,  personal  rapport  was  maintained  between 
both  physicians  and  patient  because  of  the  close 
visual  contact  over  the  television  monitors  and  the 
two-way  voice  communication. 

Long-Range  Goals 

Still  in  experimental  stages  at  this  time,  the 
microwave  system  connects  only  the  two  television 
facilities.  However,  its  developers  hope  that 
eventually  transmissions  between  medical  teach- 
ing centers  and  hospitals  throughout  the  state  will 
be  a reality. 

Applications  for  such  an  interactive  tele- 
vision network  in  expanding  the  availability  and 
quality  of  health  care  in  Ohio  are  numerous.  The 
effectiveness  and  accessibility  of  our  current  health 
manpower  pool  could  be  multiplied  and  magni- 
fied. 

The  expertise  and  knowledge  contained  in 
medical  teaching  centers  and  large  hospitals 
could  be  instantly  available  to  the  patients  and 
health  personnel  in  small  hospitals  or  remote 
areas. 

In  many  cases,  physicians  could  draw  upon 
the  skill  and  advice  of  far-away  specialists  while 
the  patient  remained  in  the  local  community 
hospital,  thus  negating  the  need  for  a costly  trip 
to  the  larger  institution.  In  addition,  patients 
discharged  from  medical  centers  could  receive 
follow-up  and  continuing  care  from  their  con- 
sulting physicians  while  remaining  in  their  home 
towns. 

Allied  and  other  health  personnel  (psychol- 
ogists. occupational  therapists,  speech  therapists, 
and  social  workers,  etc.)  could  supplement,  via 
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At  the  first  telediagnosis  and  consultation 
session  held  over  the  Medical  Micro-Wave 
System  on  October  20,  1970,  Dr.  John  W. 
Zimmerly,  right,  at  WOUB-TV  in  Athens  dis- 
cusses the  medical  history  of  a multiple  sclerosis 
patient  he  will  present  to  Dr.  John  L.  Melvin, 
physiatrist,  who  is  at  OSU  telecommunication 


facilities  in  Columbus  - — more  than  50  miles 
away.  When  the  patient  is  presented,  Dr.  Mel- 
vin, left,  is  able  to  direct  an  examination,  con- 
verse with  both  physician  and  patient  and 
then  make  recommendations  for  further  re- 
habilitative therapy  over  the  two-way  audio/ 
visual  hookup. 


television,  the  corresponding  services  available  in 
small  hospitals  or  extended  care  facilities. 

Another  possibility  would  be  medical  coverage 
for  areas  lacking  sufficient  physician  manpower 
through  electronically  equipped  medical  stations. 
Specially  trained  nurses  or  other  paramedical 
personnel  at  the  stations  could  take  the  patients’ 
histories,  conduct  pertinent  physical  examinations, 
and  relay  the  information  directly  to  a hospital- 
based  physician  over  the  two-way  television  hook- 
up. The  physician  could  build  on  these  data  with 
his  own  questions  and  observations  and  finally 
suggest  treatment,  prescribe  drugs,  or  recommend 
a visit  to  the  hospital. 

Also  technically  feasible  would  be  the  es- 
tablishment of  partial  coronary  care  units  (CCU) 
for  emergency  use  in  hospitals  lacking  this  facility. 
By  attaching  terminals  to  the  patient,  he  could 
be  linked  to  the  sophisticated  heart  monitoring 
equipment  of  a hospital  with  a fully  contained 
CCU.  The  CCU  staff  there  could  monitor  the 
patient  and  advise  the  local  hospital  personnel  on 


necessary  treatment  — intravenous  solutions, 
drugs,  heart  pacing,  and  even  defibrillation.  Then, 
when  the  patient  was  stabilized  he  could  be  trans- 
ported in  a coronary  care  ambulance  to  the  near- 
est hospital  with  complete  coronary  care. 

Extensive  use  can  also  be  made  of  the  micro- 
wave  system  as  an  educational  tool.  Workshop, 
panel  discussions,  conferences,  and  inservice  train- 
ing for  many  medical  disciplines  could  be  pre- 
sented over  the  television  circuit. 

Present  Development 

Considering  these  long-range  goals  and  map- 
ping the  present  development  of  the  Medical 
Micro-Wave  System  is  a steering  Committee 
headed  by  Dr.  William  G.  Pace,  III,  assistant 
dean  of  the  OSU  College  of  Medicine  and  Co- 
ordinator of  the  Ohio  State  Regional  Medical 
Program.  Included  on  the  committee  are  rep- 
resentatives of  OVHSF ; OETN ; the  OSU  College 
of  Medicine  and  its  Center  for  Continuing  Medi- 
cal Education;  the  University  of  Cincinnati  Col- 
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lege  of  Medicine;  the  Ohio  Hospital  Association, 
the  Ohio  University  Special  Projects  for  Off- 
Campus  Academic  Programs,  stations  YVOUB- 
TV  and  WOSU-TV.  Serving  as  interim  director 
for  the  project  is  John  E.  Burke. 

This  advisory  group  plans  to  concentrate 
on  making  microwave  services  available  first  to 
hospitals  in  seven  southeastern  Ohio  counties: 
Athens,  Gallia,  Hocking,  Jackson,  Lawrence,  Vin- 
ton, and  Meigs.  One  step  toward  this  objective  is 
a proposal,  now  being  reviewed  for  funding  by 
the  Appalachian  Regional  Commission,  which 
would  provide  a two-way  color  television  connec- 
tion between  the  OSU  College  of  Medicine  and 
O'Bleness  Hospital  in  Athens. 

Funding  for  the  project,  thus  far,  has  come 
through  the  OVHSF,  which  requested  and  re- 
ceived partial  funding  of  the  study  from  the 
Appalachian  Regional  Commission.  Technical  as- 
sistance has  been  provided  by  OETVN,  which 
has  also  contributed  microwave  distribution  ser- 
vices, equipment,  and  personnel. 

Early  Development 

The  new  Ohio  microwave  operation  is  being 
modeled  after  its  successful  prototype  developed 
by  the  originator  of  the  telemedicine  concept,  Dr. 
Kenneth  T.  Bird,  and  based  at  the  Massachusetts 
General  Hospital  in  Boston.  The  main  telecenter 
there  is  linked  by  two-way  television  to  the  hos- 
pital's satellite  medical  station  at  Logan  Inter- 
national Airport  in  Boston  and  to  the  Veterans 
Administration  Hospital  at  Bedford. 

The  system  was  first  introduced  at  the  air- 
port medical  station  in  Spring  of  1968  as  a three- 
year  project  funded  by  the  U.S.  Department  of 
Health  Education  and  Welfare  (HEW).  The 
medical  station  was  considered  a natural  setting 


for  the  project  since,  though  only  three  miles 
away  from  Massachusetts  General,  it  serves  an 
airport  population  equal  to  that  of  a small  town 
of  10,000  inhabitants. 

This  telecenter,  used  mainly  for  telediagnosis, 
is  available  16  hours  a day.  A highly  trained  nurs- 
ing staff  assists  with  patients  and  manages  the 
sophisticated  electronic  equipment  for  most  of  the 
television  exchange  sessions. 

Usually,  when  a patient  is  admitted,  the 
nurse  takes  his  history',  performs  an  initial  ex- 
amination, and  decides  whether  the  doctor  should 
be  called  by  phone  or  alerted  for  telediagnosis.  If 
telediagnosis  is  to  be  employed,  the  nurse  places 
the  patient  in  front  of  the  television  screen  on 
which  he  will  see  the  physician.  On  a similar 
screen  at  the  Massachusetts  General  telecenter, 
the  physician  views  the  patient  and  nurse. 

A small  fixed  camera  is  mounted  beneath 
the  television  screen  at  each  end  of  the  circuit. 
From  a small  compact  panel  unit,  the  doctor 
controls  the  two-way  sound  system,  his  camera 
at  the  hospital,  and  one  at  the  medical  station. 
He  can  tilt  the  cameras,  pan  from  side-to-side  or 
zoom  in  for  a close  study  of  the  patient  at  the 
airport.  A third  camera,  a mobile  unit,  is  oper- 
ated by  the  nurse  and  is  also  used  to  move  in  close 
on  such  areas  as  lacerated  fingers,  or  other  lesions 
or  injuries. 

During  the  telediagnosis  exchange,  additional 
electronic  equipment  can  be  utilized  as  needed. 
The  patient's  blood  pressure,  heartbeat,  and  res- 
piration can  be  measured  and  relayed  to  the 
physician  and,  by  connecting  special  sensors  to 
the  patient,  stethoscope  sounds  and  other  vital 
signs  can  be  transmitted.  A microscope  connected 
to  a camera  is  on  hand  to  project  fields  of  a slide. 
And  the  physician  can  interpret  x-ray  film  by 
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focusing  the  remote  camera  on  a lighted  view 
box. 

At  the  conclusion  of  the  examination,  the 
physician  writes  out  his  notes  and  prescription 
on  an  electronic  relay  writer  which  duplicates  his 
handwritten  impressions  at  the  medical  station. 
This  device  provides  simultaneous  records  for 
the  medical  station  and  the  hospital. 

Effectiveness  Noted 

According  to  Dr.  Bird,  the  telediagnosis  sys- 
tem has  been  effective  in  about  90  percent  of  the 
cases  handled  in  the  three  years  the  project  has 
been  operational.  Reaction  to  the  innovative 
method  of  health  care  delivery',  from  both  patients 
and  physicians,  has  been  generally  favorable. 
Recent  studies  show  that  a majority  of  the  ap- 
proximately 1,600  patients  seen  during  the  first 
two  years  have  reacted  positively  to  the  setup. 
Many  of  them  stated  that  being  able  to  see  and 
speak  with  the  doctor  over  the  television  circuit 
satisfies  their  need  for  the  physicians  personal 
presence.  Physicians  participating  in  the  program 
have  estimated  that  they  have  been  able  to  see 
at  least  50  percent  more  patients  than  they  did 
prior  to  the  two-way  connection. 

The  second  telecenter,  also  financed  through 
HEW,  covers  the  top  floor  of  the  Veterans  Ad- 
ministration Hospital  at  Bedford,  some  16  miles 
from  Massachusetts  General  Hospital.  Since  the 
1,000-bed  veterans  hospital  is  mainly  a psychiatric 
facility,  this  circuit  is  used  primarily  for  tele- 
consultation. 

The  emphasis  here  is  on  health  information 
exchange  either  patient,  disease  or  procedure 
oriented.  Each  day,  at  least  six  hours  of  transac- 
tions between  the  two  hospitals  focus  on  medical 
service,  education,  and  research.  Daily  rounds  are 
scheduled  for  physicians,  nurses,  telepsychiatric 


consultations  and  discussions  between  medical 
specialists,  social  workers,  clinical  psychologists, 
physical  therapists,  dieticians,  nurses,  and  other 
health  professionals. 

Uses  Unlimited 

Uses  lor  the  system  are  as  varied  as  are 
the  medical  needs  and  problems  encountered.  In 
one  series  of  transactions,  a research  specialist  at 
Bedford  may  confer  with  his  counterpart  at 
Massachusetts  General  in  studying  alpha  brain- 
waves of  connective  tissue,  or  biochemstry,  with 
both  scientists  helping  to  hasten  conclusions  in 
their  field. 

Or  as  a follow-up  service  for  the  patients,  an 
amputee  transferred  from  Massachusetts  General 
to  Bedford  could  consult  directly  with  his  ortho- 
pedic surgeon  at  Massachusetts  General. 

In  another  consultation  broadcast,  a speech 
therapist  from  Massachusetts  General  could  assist 
the  chief  of  physical  therapy  in  developing  a 
speech  therapy  training  program  at  the  VA 
hospital. 

Following  a teleconsultation  session,  the  par- 
ticipating health  professionals  dictate  a summary 
of  their  results  and  reactions  to  the  television 
transaction.  Transcriptions  of  these  data  are  made 
for  both  record  keeping  and  documentation.  With 
the  patient’s  consent,  videotaped  recording  of  in- 
dividual sessions  can  be  produced  at  both  ends  of 
the  telephone  circuit  for  teaching  purposes  or  to 
repeat  a demonstration. 

The  pioneering  Boston  network  illustrates 
how  television  can  be  adapted  to  serve  medicine 
by,  concurrently,  increasing  the  availability  of 
health  resources  and  the  capability  of  the  pro- 
viders of  health  care.  Hopefully,  similar  benefits 
await  Ohioans  through  the  evolving  Medical 
Microwave  System. 
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affords  sustained  pain  relieving  action 
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tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
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tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established:  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 
It  should  also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents.  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses.  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion.  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed.  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported.  No  causal  rela- 
tionship has  been  established. 
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New  Prescribing  Rules  on 

Amphetamine 

and  Methamphetamine 

The  following  announcement  made  on  July 
22  is  of  particular  interest  to  physicians  as  well 
as  pharmacists. 

The  State  Medical  and  Pharmacy  Boards 
jointly  announce  new  Federal  requirements  for 
the  prescribing  and  dispensing  of  Amphetamine 
and  Methamphetamine  drugs  (became)  effective 
on  August  6,  1971. 

The  Bureau  of  Narcotics  and  Dangerous 
Drugs  has  moved  these  two  drugs  and  certain 
combination  products  containing  them  into  Sched- 
ule II  of  the  Federal  Controlled  Substances  Act. 
This  places  them  in  the  same  category  as  Hard 
Narcotic  Drugs  (Morphine,  Demerol,  Methadone, 
etc.)  and  limits  their  use  and  distribution  accord- 
ing to  the  following  requirements: 

1.  Official  Federal  order  forms  must 
be  used  for  transfer. 

2.  Separate  records  must  be  maintain- 
ed as  is  now  required  for  other  drugs  in 
Schedule  II. 

3.  Written  prescriptions  are  required 
and  must  be  signed  by  the  prescribing 
practitioner. 

4.  Refilling  of  prescriptions  is  pro- 
hibited. 

5.  Prescriptions  now  on  file  bearing 
additional  authorized  refills  cannot  be  re- 
filled on  or  after  August  6,  1971. 

All  regulations  presently  in  effect  for  Sched- 
ule II  controlled  substances  will  now  apply  to 
Amphetamine  and  Methamphetamine  products 
and  combinations.  One  product  (Eskatrol)  is  ex- 
cepted from  the  new  regulation  pending  hearings 
and  further  action  by  the  BNDD. 


Dr.  Carl  E.  Wasmuth,  chairman  of  the  Board 
of  Governors  of  the  Cleveland  Clinic  Foundation, 
has  announced  that  the  Clinic  has  contracted 
with  Applied  Data  Research,  Inc.  for  a com- 
puter-based communications  system.  It  will  be  the 
first  such  system  to  be  used  in  a medical  institu- 
tion in  Ohio,  Dr.  Wasmuth  reported.  The  system 
is  designed  to  facilitate  the  increasing  volume  and 
complexity  of  communications  needed  to  serve  the 
Clinic’s  patients.  It  will  be  installed  at  the  Clinic 
by  mid-1972. 


College  of  Surgeons  Monograph 
Points  Up  Progress  in  Education 

The  role  of  the  American  College  of  Surgeons 
in  graduate  education,  since  its  founding  in  1913, 
is  chronicled  in  a new,  82-page  publication. 

Entitled,  “The  .American  College  of  Surgeons 
and  Graduate  Education  in  Surgery  ...  A Chron- 
icle of  Surgical  Advancement,”  the  monograph 
was  edited  by  George  W.  Stephenson,  M.D., 
assistant  director,  Fellowship,  American  College 
of  Surgeons. 

The  monograph,  which  was  published  as  a 
“special  issue”  in  the  College  Bulletin  (May,  1971) 
is  of  particular  interest  to  deans  of  medical  schools 
and  to  surgeons  who  have  served  on  various 
committees  concerned  through  the  years  with 
problems  and  challenges  in  the  field  of  graduate 
education. 

Dr.  Stephenson’s  chronicle  of  surgical  ad- 
vancements is  replete  with  the  names  of  such 
leading  surgeons  as:  Drs.  Donald  G.  Balfour, 
William  J.  Mayo,  Allen  O.  Whipple,  Evarts  A. 
Graham,  Samuel  C.  Harvey,  J.  Englebert  Dunphy, 
Robert  M.  Zollinger,  Loyal  Davis,  and  many 
others. 

Lions  Clubs  Increase 
Gifts  for  Eye  Research 

The  Ohio  Lions  Eye  Research  Foundation 
recently  presented  checks  to  the  Department  of 
Ophthalmology  of  the  University  of  Cincinnati 
College  of  Medicine.  The  amount  of  the  annual 
gift  was  $18,864  to  be  spent  for  continuing  projects 
in  the  eye  pathology  laboratories  and  in  eye  re- 
search pathology. 

In  addition,  a special  gift  of  $19,708  from 
the  Roy  C.  Harkrader  estate,  was  made  to  the 
department  for  the  purchase  of  a Zeiss  retinal 
photocoagulator  for  eye  surgery. 

Gifts  over  the  past  ten  years  from  the  Ohio 
Lions  Eye  Research  Foundation  to  the  UC 
Ophthalmology  Department  total  over  $160,000. 


The  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pa.  19104,  has  an- 
nounced its  annual  series  of  postgraduate  courses 
for  1971-1972.  Details  are  available  from  the 
college.  One  of  these  courses,  “Modern  Concepts 
in  Clinical  Cardiology,”  will  be  cosponsored  by 
the  University  of  Cincinnati  College  of  Medicine, 
June  12-16,  1972. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 

QUl-A-ZONE 

wwwwwwvwvwm 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 

SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


The  Person,  the  Doctor,  and 
Social  Security  Disability  Insurance 


TC  VERY  PHYSICIAN  IN  OHIO  should  bo 
1 ' familiar  with  the  Bureau  of  Disability  Determi- 
nation of  The  Rehabilitation  Services  Commission. 
The  Bureau  of  Disability  Determination  is  a state 
agency  charged  with  administering  the  disability 
section  of  the  Social  Security  Law.  This  means 
that  federal  guidelines  must  be  followed.  It  is  im- 
portant that  every  physician  understand  the  precise 
criteria  if  he  has  a patient  who  he  feels  is  eligible 
for  this  aid.  To  this  end  a booklet  “Disability 
Evaluation  Under  Social  Security,  a Handbook 
for  Physicians”  was  sent  to  every  physician  in  Ohio 
in  January'  and  February,  1971. 

“Disability”  under  social  security  means  in- 
ability to  work  because  of  a physical  or  mental 
impairment  that  has  lasted  or  is  expected  to  last 
at  least  12  months,  or  is  expected  to  result  in 
death. 

The  first  action  under  this  law  must  be 
initiated  by  the  patient  himself.  He  must  go  to  the 
local  district  office  of  Social  Security  (which  can 
be  found  under  Social  Security  Administration  in 
any  city  telephone  directory)  and  apply  for  dis- 
ability insurance.  During  the  interview  at  the  local 
office  the  applicant  must  give  his  reason  for  ap- 
plying for  disability  and  list  the  hospitals,  clinics, 
and  physicians  who  will  have  information  concern- 
ing his  health  status.  This  information  is  forward- 
ed to  the  Bureau  of  Disability  Determination  in 
Columbus,  Ohio. 

While  the  applicant’s  eligibility  is  checked 
through  Social  Security  Headquarters  in  Baltimore, 
Maryland,  a trained  lay  medical  examiner  con- 
tacts medical  sources  listed  in  the  application.  The 
attending  physician  will  receive  a letter  asking 
specific  questions  about  the  body  systems  involved 
in  the  patient’s  complaint.  These  questions  are 
designed  to  elicit  the  prescribed  information  that 
the  Bureau  of  Disability  Determination  must  have 
to  adjudicate  the  case.  Helpful  guidelines  for 
answering  these  questions  may  be  found  in  the 
physicians’  handbook  mentioned  above. 

Any  fees  which  the  physician  may  wish  to 
charge  for  a medical  report  are  the  applicant’s 


This  article  is  presented  to  better  acquaint  physicians 
with  operation  of  a program  which  is  faced  with 
increasing  activity.  It  was  forwarded  to  The 
Journal  by  Richard  C.  Brandes,  M.D.,  chief 
medical  consultant,  Bureau  of  Disability  De- 
termination, State  of  Ohio,  with  headquarters 
in  Columbus. 


responsibility.  If  the  physician’s  records  are  current 
and  comprehensive,  he  will  have  little  trouble  in 
answering  the  questions.  Symptoms,  physical  find- 
ings, and  laboratory  reports,  including  x-ray  reports 
and  electrocardiogram,  are  essential.  Every  state- 
ment of  disability  must  be  accompanied  by  the 
proper  data. 

Let  us  look  at  a typical  application.  The  in- 
terviewer records  that  the  applicant  states  his 
arthritis  is  so  bad  that  he  can  no  longer  work.  The 
following  questions  will  be  asked  of  the  attending 
physician : 

1. )  Please  describe  any  swelling  effusion, 
synovial  proliferation  or  joint  deformities. 

2. )  Please  give  the  range  of  motion  in  degrees 
of  the  affected  joint. 

3. )  List  pertinent  laboratory  findings  with 
dates. 

4. )  X-ray  findings  and  dates. 

5. )  What  is  the  applicant’s  tolerance  for 
standing,  walking,  stooping,  bending,  lifting, 
climbing,  and  sitting? 

6. )  What  is  the  applicant’s  response  to 
therapy? 

7. )  What  is  the  onset  date  and  diagnosis? 

If  every  question  is  answered  properly,  a determi- 
nation can  be  made  very  quickly  following  the 
guidelines  prescribed  under  the  federal  law. 

If  any  of  the  information  required  cannot  be 
supplied  by  the  attending  physician  it  must  be 
obtained  from  other  sources  such  as  hospital 
records.  Sometimes  a telephone  call  to  the  physi- 
cian will  give  the  needed  information  when  the 
type  of  evidence  is  not  understood. 

In  disposing  of  a case,  certain  factors  in  ad- 
dition to  medical  findings  are  considered.  These 
are  age,  skill,  ability  to  retrain,  and  the  local  labor- 
market.  At  the  state  level  the  application  may  be 
approved  or  denied.  In  either  case  the  applicant 
may  be  referred  for  rehabilitation  to  the  Bureau 
of  Vocational  Rehabilitation  for  this  evaluation. 

All  cases  are  reviewed  by  Social  Security 
Headquarters  in  Baltimore,  Maryland,  where  the 
final  decision  is  made  based  upon  the  information 
and  opinions  of  the  state  agency.  In  the  state  of 
Ohio  this  agency  is  the  Bureau  of  Disability  De- 
termination. 


790  I The  Ohio  State  Medical  Journal 


when 

■-I  symptoms 
lemand 
i potent 
ynthetic 
mticholinergic 


move  up  to 
“the  Robinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind”  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

Forte  (glycopyrrolate) 

DICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
ated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
ible,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
ed  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm, 
astric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
•eatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
ome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
oe  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PFI 
(glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
oma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
sd  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 

1 include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PFI  Forte  is  one 

! three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
nt's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
red  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 

2 in  bottles  of  100  and  500.  ■ Robinul-PFI  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 

:s  engraved  AFIR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 
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Highlights  in  Ohio  Welfare 


Professional  Liaison  and  Advisory  Committee 
for  Division  of  Medical  Assistance  Is  Named 


’ I 'HE  Division  of  Medical  Assistance  (DMA) 

of  the  Department  of  Public  Welfare  asked 
the  Ohio  State  Medical  Association  in  May  to 
appoint  a liaison  committee  to  serve  as  a profes- 
sional consulting  group  to  the  Division.  At  a time 
when  the  socioeconomics  of  health  care  is  playing 
an  increasingly  influential  role  in  the  delivery  of 
services,  the  Division  of  Medical  Assistance  has 
been  confronted  with  a burgeoning  accumulation 
of  problems  and  proposed  policy  changes  in  medi- 
cal practice  that  have  made  the  administration  of 
the  Medicaid  program  more  exacting. 

The  Division  of  Medical  Assistance  has  had  a 
number  of  consultants  in  the  various  specialities 
who  are  involved  with  specific  issues  relating  to 
utilization,  fees  and  disability  determination,  but 
in  the  past  it  has  been  obliged  to  look  to  its  own 
Manual  or  to  HEW  for  overall  policy  guidelines. 
The  Department  of  Public  Welfare  (DPW)  must 
operate  autonomously  in  implementing  policies 
and  procedures  and  has  not  had  the  experience  or 
expertise  to  function  efficiently  without  outside 
support.  The  DMA  has  available  a Medical  As- 
sistance Advisory  Committee,  representing  dif- 
ferent civic  groups  and  various  providers  of  ser- 
vices, to  which  it  looks  for  broad,  constructive 
surveillance.  But  there  had  been  a need  for  a 
group  of  physicians  to  whom  to  refer,  for  recom- 
mendations, problems  relative  to  medical  practice 
and  ethics.  The  Professional  Liaison  and  Advisory 
Committee  (PLAAC)  will  perform  this  function. 

On  June  1,  1971,  OSMA  President,  P.  John 
Robechek,  M.I).  appointed  the  following  physi- 
cians representing  different  specialities  to  serve  as 
PLAAC  members:  Paul  A.  Jones,  M.D.,  Zanes- 
ville; Elliott  W.  Schilke,  M.D.,  Springfield; 
Clarence  L.  Huggins,  M.I).,  Cleveland;  Thomas 
Washam,  M.I).,  Columbus;  Charles  E.  Jaeckle, 
M.D..  Defiance;  W.  John  Garvin,  M.D.,  Colum- 
bus; Paul  Metzger,  M.D.,  Columbus;  deWavne 
Richey,  M.D.,  Shaker  Heights;  and  Howard  \\ . 


Highlights  in  Ohio  Welfare  is  a regular  feature  of 
The  Journal  and  is  conducted  to  give  readers 
information  about  the  organization  and  activities 
of  the  Ohio  Department  of  Public  Welfare  and 
related  programs  in  Ohio.  Material  for  the 
column  is  contributed  by  personnel  of  the  Welfare 
Department. 


Lowery,  M.D.,  Columbus.  The  Ohio  Osteopathic 
Association  of  Physicians  and  Surgeons  submitted 
the  following  names  to  serve  on  the  Committee: 
Philip  Golding,  D.O.,  Columbus  and  David  Smith, 

D. O.,  Massillon. 

The  Professional  Liaison  and  Advisory  Com- 
mittee held  its  first  meeting  on  July  14,  1971.  John 

E.  Hansan,  director  of  the  Ohio  Department  of 
Public  Welfare  spoke  of  the  Department’s  activi- 
ties, the  budget,  a new  “Office  of  Innovation”  and 
a planned  study  by  a private  consulting  firm  to 
develop  a model  Medicaid  system.  The  meeting 
was  productive  as  a number  of  issues  were  discus- 
sed including  future  agenda  which  would  be  con- 
cerned with  policy  recommendations  for  such  ser- 
vice items  as  dialysis,  organ  transplants,  cosmetic 
surgery,  abortion,  and  pharmacy  programs. 

It  was  agreed  that  the  Division  of  Medical 
Assistance  would  call  the  meetings  as  the  occasion 
arose.  It  is  anticipated  they  will  take  place  at 
about  monthly  intervals. 

The  Department  of  Public  Welfare  considers 
the  formation  of  this  committee  as  a timely  and 
welcome  action.  The  Department  has  placed  its 
physician  relations  as  a top  priority  item  and  hopes 
that  improvement  in  this  area  will  result  in  a better 
coordinated  effort  not  only  to  develop  and  clarify 
policies  but  to  render  better  health  care  to  the 
welfare  recipient. 


Dr.  Ben  T.  Yamaguchi,  Jr.,  has  been  named 
general  chairman  of  Cincinnati’s  second  annual 
International  Folk  Festival,  scheduled  November 
20-21. 


Dr.  William  E.  Donze  was  one  of  the  princi- 
pal promoters  of  an  antique  automobile  parade  as 
part  of  the  50th  anniversary  celebration  ot  the 
Southwest  General  Hospital,  of  Berea.  The  parade 
was  jointly  sponsored  by  the  hospital  and  the 
North  Ohio  Chapter  of  the  Antique  Automobile 
Club  of  America. 


September,  1971 
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Introducing 


1'^w  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simple 
but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  wit 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 


The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


ROCOM”  C«> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

■ — Health  History  Medical  Record 

— 1 System  [ | System 

□ Telephone  System  Appointment  System 

Name  Specialty 


Street 


City State 

Please  do  not  forget  Zip  Code 
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Rocom  Telephone  System  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
ue  for  at  least  10  days. 
Studies  indicate  that 
Lincocin  does  not  share 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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Lincocin* 
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EXPiSO' 


So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincomycin  hydrochloride, 
Upjohn) 


Mr  , . , 

w MAh  3 «c  i 


Lincocin 
to  300  mg.  P®f 


3Gm,per  10  cc. 
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A Sterile  Solution  (300  mg.  per  ml.)  Q 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci, pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

‘Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hy persensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions—  Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Yz  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— Original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus 


ORE  AND  MORE  ECONOMISTS  are 
supporting  the  viewpoint  that  business  re- 
covery will  proceed  moderately  in  the  remaining 
months  of  1971,  and  will  gain  momentum  month 
by  month  in  1972.  Cutbacks  in  defense  spending 
and  a lag  in  capital  expenditures  have  slowed  the 
recovery  this  year.  But  we  are  moving  ahead 
notwithstanding  the  roadblocks  caused  by  a stub- 
bornly high  unemployment  rate,  and  the  decline 
in  the  country’s  foreign  trade  posture.  The  bright 
spots  are  the  corporate  earnings  pickup  and  the 
upturn  in  consumer  spending. 

This  means  that  it  is  appropriate  to  invest 
now  in  companies  that  will  share  in  this  recovery. 
Over  the  past  few  months  I have  recommended^ 
such  stocks  and  this  month  I suggest  you  look 
at  Roadway  Express,  Inc.,  listed  in  the  over-the- 
counter  market.  This  company  has  shown  a re- 
markable history  of  growth  in  revenues  and 
earnings.  Roadway’s  franchise  in  the  eastern  half 
of  the  nation  comprises  over  48,000  miles  of 
authorized  interstate  routes.  It  operates  through 
153  terminals  and  senes  more  than  18,000  com- 
munities, and  it  continues  to  expand  each  year. 
This  is  an  excellent  long  term  growth  stock  as  it 
is  apparent  that  the  company  will  show  a steady 
gain  from  acquisitions,  completion  of  the  Inter- 
state Highway  Systems  and  the  growth  of  industries 
located  in  its  market  area.  This  is  a quality  stock 
and  a good  one  to  own. 

If  you  support  my  conservative  approach  in 
selecting  investments,  you  should  also  consider 
Sears,  Roebuck  & Company.  Everyone  knows  and 
respects  this  company,  which  is  by  far  the  largest 
retailer  of  general  merchandise.  It  has  over  800 
retail  stores  in  the  U.S.  and  also  has  a large  mail 
order  division.  About  35  new  stores  are  to  be 
opened  in  the  year  1971.  Last  year  sales  were  a 
record  $9.3  billion  and  1971  should  show  a sub- 
stantive increase.  Literally,  “Sears  has  everything’’ 


This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company,  Columbus. 


including  an  able  and  aggressive  management,  and 
the  stock  is  high  grade  and  would  be  an  excellent 
addition  to  your  portfolio. 

Hitch  your  wagon  to  a star.  Those  of  you  who 
regularly  read  this  column  will  recall  several 
months  ago  (January,  1971,  to  be  exact)  I rec- 
ommended an  investment  in  Houston  Lighting 
& Power  Co.  I emphasized  the  growth  in  earnings 
and  also  pointed  out  this  city  was  expanding  rapid- 
ly, to  say  the  least.  Moody’s  Investors  Service, 
Inc.,  provides  a statistical  service  of  ratings  which 
indicates  the  investment  qualities  of  bonds.  Re- 
cently, the  rating  on  Houston’s  general  obligation 
bonds  was  raised  to  AA  and  this  Service  pointed 
out  some  facts  about  this  city  that  are  amazing 
- and  facts  are  stubborn  things.  For  instance, 
during  each  of  the  last  two  decades  population  has 
increased  by  58  percent  and  31  percent  respectively 
to  the  present  1.233,000.  The  Houston  Gulf  Coast 
area  now  ranks  as  the  world's  petroleum  refining 
capital,  with  about  40  percent  of  every  basic 
petro-chemical  produced  in  this  country  coming 
from  this  region.  Houston  practically  has  full 
employment  compared  to  troublesome  employment 
problems  elsewhere.  Building  is  booming,  with 
permit  values  exceeding  $430  million  in  1969  and 
the  current  overall  office  space  occupancy  rate  is 
over  97  percent.  This  is  solid  growth  and  the  kind 
of  situation  you  should  seek  when  you  make  long 
term  growth  investments.  This  city  is  a very  bright 
star. 

The  Congressional  decision  to  bail  Lockheed 
Aircraft  Corporation  out  of  its  current  financial 
crises  together  with  the  propping  up  of  Penn 
Central,  has  added  fuel  to  the  emotionalism  of 
the  issue  of  judging  the  merits  of  bank  loan  guar- 
antees by  the  government.  Most  of  us  live  by  the 
market  enterprise  system  which  promotes  the  sur- 
vival of  the  fittest.  Admitting  that  there  are  many 
factors  to  be  considered  in  such  an  issue,  I’m 
sure  Congress  cannot  offer  similar  protection  to 
other  businesses.  The  49  to  48  vote  in  the  Senate 
on  the  Lockheed  issue  indicates  that  many  are 
concerned  about  a $250  million  loan  to  avoid 
bankruptcy. 
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(diethylpropion  hydrochloride,  N.  F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg,  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no  3.001,910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully  — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Q103  2/71 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Ohio  Medical  Indemnity  Moves  into  New  Home 


The  need  to  administer  a wider  scope  of  ser- 
vices and  benefits  made  it  necessary  for  Ohio 
Medical  Indemnity,  Inc.,  to  expand  its  staff  of 
employees  and  its  facilities.  In  a mere  25  years, 
Ohio’s  Blue  Shield  Plan  has  grown  from  a one- 
room  office  with  a staff  of  three  to  a streamlined 
organization  of  250  employees. 

Above  is  the  entrance  to  the  new  modem 
complex  recently  opened  at  6740  North  High 
Street,  Worthington,  north  of  Columbus.  The  new 
facility  is  designed  to  induce  the  optimum  ef- 
ficiency in  service  to  OMI’s  subscribers  and  to  the 
medical  profession. 

Ohio  Medical  Indemnity  was  founded  in  1945 
by  the  Ohio  State  Medical  Association  and  is 
guided  by  a Board  of  Directors  of  13  physicians 
and  eight  laymen,  the  laymen  representing  a 
variety  of  Ohio  firms. 

OMI's  first  contract  paid  a maximum  of  $200 
for  surgical  procedures  performed  only  in  a hos- 
pital. Even  with  these  limitations,  OMI’s  venture 
into  this  kind  of  coverage  was  a pioneering  effort. 
As  the  public’s  desire  for  better  benefits  grew, 
Ohio  Medical’s  coverage  grew,  too,  by  increasing 
maximum  indemnity  payments  and  adding  cover- 
age for  various  medical  procedures,  including  in- 
hospital  medical  treatment,  obstetrical  payments, 
anesthesia,  diagnostic  x-rays,  and  radiotherapy. 


In  1963,  Blue  Shield  introduced  an  innovative 
contract  that  paid  physicians’  usual,  customary  and 
reasonable  charges  for  covered  services,  and  a 
Major  Medical  contract  to  cover  large  medical 
expenses.  Now  dental  coverage  for  all  forms  of 
dental  procedures  has  been  added  to  OMI’s  variety 
of  coverages. 

As  the  popularity  of  prepaid  health  and 
medical  care  became  more  widespread,  OMI 
membership  increased  too,  reaching  the  million 
mark  in  1951,  and  skyrocketing  to  two  million  a 
short  four  years  later. 

It  was  in  1955  that  OMI,  having  outgrown 
its  offices  in  the  Beggs  Building  in  downtown 
Columbus,  moved  to  its  own  building  at  3770 
North  High  Street  in  Columbus. 

By  1969,  OMI  surpassed  the  three  million 
membership  mark  and  has  become  the  fifth  largest 
of  the  nation’s  72  Blue  Shield  Plans. 

With  the  marked  upgrading  of  benefits  and 
the  phenomenal  increase  in  membership  came  a 
rapid  rise  in  claims  payments.  In  the  first  year  of 
operation,  OMI  dealt  with  only  1,000  claims  for 
the  entire  12-month  period.  Now  the  claims  staff 
processes  more  than  4,000  claims  per  day.  In  1970, 
OMI  paid  a record  $62.7  million  in  claims  pay- 
ments, an  increase  of  22.2  percent  from  the 
previous  year. 
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Now 

200- 

lUnbreakable 
Plastic 
Bottle 


Same  price  as 
150  -ml.  size* 


■® 


■ 

phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


* Based  on  Lilly  selling  price  to  wholesalers. 
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A Review  of  Eight  Cases  of  Bronchial  Adenoma 


Shrikant  D.  Anagol,  M.D.,  and  Joseph  Roshe,  M.D. 


The  Authors 

• Dr.  Anagol,  Toledo,  is  Resident  in  Surgery. 
Medical  College  of  Ohio  at  Toledo  and  Associated 
Hospitals. 

• Dr.  Roshe,  Toledo,  is  Clinical  Assistant  Pro- 
fessor of  Surgery,  Medical  College  of  Ohio  at 
Toledo;  and  Director,  Department  of  Thoracic 
and  Cardiovascular  Surgery,  St.  Vincent  Hospital 
and  Medical  Center. 


"DRONCHIAL  ADENOMAS  comprise  a group 
' of  bronchial  neoplasms  which  have  similar 
gross  appearance  but  differ  considerably  in  micro- 
scopic appearance.  In  general  they  have  been 
considered  to  be  benign,  although  it  is  conceded 
that  they  sometimes  give  rise  to  metastases.1 
Bronchial  adenomas  present  certain  unique  diag- 
nostic problems  unlike  those  of  bronchogenic 
carcinomas  with  which  they  are  most  often  con- 
fused.2 

The  present  study  was  undertaken  to  review 
and  analyze  the  experience  with  bronchial  ade- 
noma in  the  St.  Vincent  Hospital  and  Medical 
Center  at  Toledo  over  the  15-year  period  between 
1954  and  1968. 

Material  and  Methods 

A diagnosis  of  bronchial  adenoma,  confirmed 
by  microscopic  examination  of  tissue  resected  for 
biopsy  at  the  time  of  bronchoscopy  or  resected  at 
surgery,  was  the  requisite  for  inclusion  in  this 
series.  In  a review  of  the  clinical  records  of 
patients  admitted  to  the  hospital  during  this  15- 
year  period,  eight  cases  met  this  criterion.  Table 
1 summarizes  the  eight  cases  in  our  series. 
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Age,  Sex,  and  Race 

Of  the  eight  patients,  four  were  males  and 
four  were  females;  median  age  of  the  entire  group 
was  47  years.  The  mean  age  of  male  patients  was 
37  years  and  that  of  female  patients,  57  years.  The 
youngest  was  an  18-year-old  boy  and  the  oldest  a 
69-year-old  woman.  Six  patients  were  40  years  old 
or  more.  All  eight  patients  were  white. 

Means  of  Discovery’ 

Six  of  the  eight  patients  had  pulmonary 
symptoms  which  led  to  x-ray  studies  of  the  chest; 
five  showed  a definite  lesion.  In  one  case,  chest 
x-ray  was  not  conclusive;  bronchography  revealed 
a filling  defect  in  the  right  posterior  basal  seg- 
mental bronchus  (case  1).  Bronchoscopy  was  done 


Table  1.  Summary  of  Cases. 
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recurrence 
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No  recurrence 

Doing  well 
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No  recurrence 
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Doing  well 
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Table  2.  Comparative  Study  of  Bronchial  Adenoma 
and  Bronchopulmonary  Carcinoma. 


St.  Vincent 
Hospital 

Markel, 
et  al 

Memorial 

Hospital 

Donahue, 
et  al 

Bronchial 

adenoma 

8 

62 

32 

35 

Bronchopulmonary 
carcinoma  604 

3000 

3300 

2953 

Adenoma 

percent 

1.3 

2.0 

1.0 

1.2 

in  five  cases,  and  the  tumor  was  visualized  and 
tissue  was  resected  for  biopsy  in  two  patients.  The 
seventh  patient  was  in  the  hospital  for  treatment 
of  allergy  and  the  routine  chest  x-ray  showed  the 
lesion  in  the  lung.  The  eighth  patient  came  to  the 
hospital  because  a routine  chest  x-ray  showed  a 
soft  round  mass  in  the  right  lung;  he  subsequently 
complained  of  chest  pain. 

Symptoms  and  Their  Duration 

Cough  was  the  most  common  presenting 
symptom  (five  cases)  ; next  in  frequency  was 
pleuritic  chest  pain  (three  cases).  The  longest 
duration  of  symptoms  prior  to  diagnosis  was  three 
years,  the  shortest  was  two  weeks.  Two  patients 


Table  3.  Age  and  Sex  Distribution. 
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No.  of 

Patients  M 

F 

Markel, 
No.  of 
Patients 

et  al 
M 

- F 

Souders 
No.  of 
Patients 

M 

- F 

11-20 

1 

1 
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8 
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40 

37 

36 

38 
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Fig.  1.  Laminogram  of  coin  lesion  (arrows)  in  left  lower 
lobe  ( case  5 ) . 


had  no  symptoms  prior  to  hospitalization.  None 
of  these  patients  had  hemoptysis. 

Physical  Signs 

Only  one  patient  had  positive  physical  find- 
ings, rales  at  the  base  of  the  right  lung. 

X-ray  Findings 

The  most  common  radiologic  finding  was  a 
soft,  rounded  mass  in  a lung  field.  Three  were 
described  as  “coin”  lesions  and  one  showed  an 
increased  density  in  the  right  lower  lobe.  Lamina- 
grams  were  done  in  two  cases  and  neither  showed 
calcification  (Fig.  1). 

Bronchoscopy 

Bronchoscopy  was  performed  in  five  of  the 
eight  cases.  In  three  patients,  the  tumor  was  not 
visualized.  Bronchial  washings  obtained  for  cyto- 
logic examination  were  negative.  In  two  patients, 
the  tumor  was  visualized  and  biopsy  was  accom- 
plished in  both  cases. 


Pathologic  Findings 

Six  adenomas  were  located  in  the  right  lung, 
of  which  two  were  in  the  upper  lobe,  two  in  the 
middle,  and  two  in  the  lower  lobe.  Two  were  in 
the  left  lung,  one  in  the  upper  lobe,  and  one  in 
the  lower  lobe.  Six  tumors  in  the  series  were 
classified  as  carcinoid  tumors,  one  was  a cylindro- 
ma, and  the  other  was  a mucoepidermoid  tumor. 
None  was  of  the  “mixed”  type. 

Treatment  and  Follow-Up 

All  eight  patients  underwent  resectional 
surgery:  five  had  lobectomy,  two  had  wedge  re- 
section, and  one  had  pneumonectomy.  There  was 
no  evidence  of  local  or  distant  metastases  present 
at  the  time  of  surgery  in  these  patients. 

One  patient  has  been  followed  for  12  years 
without  recurrence.  Two  patients  were  lost  to 
follow-up:  one  after  six  years  and  the  other  after 
two  years.  The  remainder  are  all  doing  well  to 
date.  The  shortest  period  of  follow-up  has  been 
two  years. 

Discussion 

In  our  series,  bronchial  adenomas  comprised 
only  1.3  percent  of  all  bronchopulmonary  neo- 
plasms diagnosed  at  the  hospital  during  the  same 
period.  This  compares  favorably  with  the  series 
summarized  in  Table  2.  In  Markel’s  series,  bron- 
chial adenomas  formed  2 percent,3  in  the  Me- 
morial Hospital  series,  only  1 percent,4  and  in 
Donahue’s  series,  1.2  percent.5 

The  diagnosis  is  most  frequently  established 
from  history,  chest  x-ray,  and  bronchoscopic 


Table  4.  Symptomatology. 

Symptoms  St.  Vincent  Batson,  et  al  Bower 

(8  Cases)  (43  Cases)  (28  Cases) 


Cough 

5 

28 

17 

Pleuritic  pain 

3 

8 

6 

Recurrent  infection 

2 

13 

Hemoptysis 

19 

8 

History  of  pneumonia 

1 

8 

Asymptomatic 

1 

4 

7 

Table  5. 
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1 
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Table  6.  Histologic  Classification. 


St.  Vincent  Moersch  Goodner,  ct  al  Payne,  et  al 


No. 

Percent 

No. 

Percent 

No. 

Percent 

No. 

Percent 

Carcinoid 

6 

75.0 

77 

90.0 

22 

84.0 

145 

89.5 

Cylindroma 

1 

12.5 

9 

10.0 

5 

16.0 

13 

8.0 

Mucoepidermoid 

1 

12.5 

4 

2.5 

Total 

8 

100.0 

80 

100.0 

27 

1 00.0 

162 

100.0 

Table  7.  Treatment. 


St. 

Vincent 

1970 

Donahue, 
et  al 
1968 

Bower 

1965 

Batson, 
et  al 
1965 

Bronschoscopic 

removal 

Wedge  resection 

2 

2 

18 

i 

(m 

ultiple ) 

Lobectomy 

5 

13 

18 

27 

Bilobectomy 

2 

4 

Pneumonectomy 

i 

16 

3 

0 

Other 

2 

2 

1 

Total 

8 

35 

41 

33 

examination.  Hemoptysis  is  supposedly  a common 
and  important  presenting  symptom  of  bronchial 
adenoma;  however,  none  of  our  patients  had 
hemoptysis.  Chest  x-rays  were  helpful  in  calling 
attention  to  the  lesions  in  the  lung;  laminograms 
and  bronchography  are  valuable  in  the  delineation 
of  the  tumor.  Bronchoscopic  biopsy  is  considered 
hazardous  by  some  since  bleeding  is  sometimes 
difficult  to  control. 

Nearly  all  reports  on  bronchial  adenoma  have 
stressed  their  occurrence  in  young  females  in  con- 
trast to  bronchogenic  carcinoma  which  occurs 
predominantly  in  older  males.  In  the  present 
series,  half  of  the  patients  were  females  but  their 
average  age  was  57  years  in  contrast  to  an  average 
age  of  37  years  in  the  males.  Table  3 shows  the 
average  age  of  our  patients  to  be  about  10  years 
more  than  those  of  Markel’s  series3  and  Souders’ 
series.6  The  average  age  of  our  female  patients  was 
20  years  more  than  that  of  the  male  patients. 

Routine  chest  x-ray  was  a very  important 
means  of  discovering  asymptomatic  bronchial 
adenomas,  as  demonstrated  in  two  of  our  patients. 
It  is  likely  that  more  adenomata  will  be  identified 


I able  8.  Follow-up  of  Cases.  (No  Recurrences). 


No.  Pts.  12  Yrs.  6 Yrs.  4 

Yrs.  2 

Yrs. 

Carcinoid 

6 1 

3 

2 

Cylindroma 

1 1 

Mucoepidermoid 

Total 

1 

8 1 1 

3 

1 

3 

in  the  future  as  routine  chest  x-rays  become  more 
widely  employed.'  Table  4 lists  the  usual  symptoms, 
cough  and  chest  pain  being  the  most  common. 
Hemoptysis  is  another  common  symptom  in  most 
reported  series.7'8  It  is  striking  that  we  had  no 
patients  with  hemoptysis. 

Bronchoscopy  is  an  invaluable  tool  in  diagnos- 
ing adenomas,  since  many  of  these  tumors  can  be 
visualized.  Biopsy  is  important  in  excluding  car- 
cinoma. Cytologic  study  of  bronchial  washings  or 
sputum  is  rarely  diagnostic  for  bronchial  adenoma 
in  contrast  to  carcinoma. 

The  majority  of  adenomas  are  situated  in  the 
right  lung.  There  is  no  satisfactory  explanation 
for  this.  Table  5 compares  the  location  of  the 
tumors  in  three  series.  In  ours,  six  out  of  eight 
tumors  were  on  the  right  side,  Markel  and  as- 
sociates3 found  that  35  of  51  tumors  were  located 
on  the  right  side,  and  Moersh  and  McDonald9 
reported  48  of  86  tumors  on  the  right  side. 

Table  6 compares  histologic  classification  of 
bronchial  adenomas  in  our  series  with  that  of  three 
other  series.  Carcinoid  tumors  formed  75  percent 
of  our  series  as  compared  with  84  and  90  percent 
in  the  other  three  series  shown.4'9’10 

Over  the  years  adenomas  have  been  treated 
in  a variety  of  ways:  radiation,  endoscopic  re- 
moval, bronchotomy  with  local  polypectomy, 
sleeve  resection  of  bronchus,  and  pulmonary  re- 
section. Today  there  is  general  agreement  that 
thoracotomy  and  removal  of  bronchial  adenomas 
by  limited  resection  is  preferable  to  endoscopic 
removal  or  radiation  therapy:7  the  latter  methods 
should  be  reserved  for  poor  risk  patients. 

Lobectomy  gives  good  results,  and  was  used 
in  five  of  eight  patients  in  our  series.  Table  7 
compares  the  treatment  employed  in  our  series 
with  three  other  series.  It  is  evident  that  lobectomy 
is  the  most  common  operation  done. 

Five-year  survival  rates  vary  considerably  in 
different  series.  We  have  had  no  recurrences  to 
date.  Table  8 summarizes  the  follow-up  of  our 
eight  patients. 

Summary 

Eight  cases  of  bronchial  adenoma  seen  at  our 
hospital  during  a 15-year  period  from  1954  to 
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1968  have  been  reviewed.  Bronchial  adenomas 
comprised  only  1.3  percent  of  all  bronchopulmo- 
nary neoplasms  diagnosed  at  the  hospital  during 
this  period.  Our  cases  were  reviewed  from  the 
aspects  of  age,  sex,  symptomatology,  radiography 
findings,  diagnostic  methods,  treatment  and  re- 
sults; they  were  compared  with  larger  series  re- 
ported in  the  literature. 
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13  ADIOGRAPHIC  SKULL  EXAMINATION  FOR  TRAUMA,  — Increas- 
-L'-ing  use  of  x-ray  evaluation  of  head  injury  adds  to  the  cost  of  medical 
care,  but  produces  diminishing  yields  of  useful  information.  Classification  of 
1500  patients  on  the  basis  of  preliminary  clinical  examination  resulted  in  their 
assignment  to  high-yield  groups  (92  fractures  in  1065  radiographic  examina- 
tions) or  low-yield  groups  (one  fracture  in  435  radiographic  examinations). 
X-ray  examination  in  the  latter  group  could  have  been  deferred  or  omitted 
without  adverse  effect  on  the  patient’s  medical  care.  Such  a strategy  applied 
on  a national  scale  potentially  could  result  in  a yearly  saving  of  $15,000,000 
in  health-care  cost. 

Funds  and  personnel  for  health  care  are  not  unlimited  and  are,  in  fact, 
becoming  more  and  more  restricted. 

We  question  whether  physicians  will  be  successful  in  defending  against 
their  critics  standards  of  patient  selection  in  which  20  percent  of  skull  radio- 
graphs are  performed  for  trivial  injury  or  in  which  34  percent  are  performed 
for  primarily  medicolegal  reasons  or  in  which  50  percent  are  performed  with 
the  estimation  that  there  is  only  one  chance  in  100  of  finding  a fracture, 
with  a true  yield  of  one  in  378. 

At  $30  per  skull  series,  our  survey  predicts  a cost  of  approximately  $7,650 
to  find  each  fracture  in  the  “medicolegal”  group  and  $11,340  in  the  “one  in 
100”  group.  If  only  30  percent  of  these  fractures  will  have  their  therapy  altered, 
the  cost  to  find  such  a serious  fracture  rises  to  $25,500  and  $37,800  respectively. 
We  cannot  presume  to  state  whether  these  costs  are  excessive  or  reasonable, 
but  at  some  level  the  cost  does  become  prohibitive. 

Decreased  utilization  of  any  procedure  can  be  predicted  to  be  of  some 
detriment  to  patient  care,  even  if  only  in  a very  small  percentage  of  patients 
in  whom  abnormality  is  discovered  by  chance.  It  is  ethically  displeasing  to 
put  a “price  tag”  on  disability,  illness,  and  death  caused  by  such  a cutback  in 
utilization.  Furthermore,  physicians  fear  that  for  not  discovering  a clinically 
occult  fracture  they  are  liable  to  malpractice  suits  sufficiently  harassing  and 
costly  to  justify  virtually  endless  medically  unindicated  examinations. 

A major  subject  of  economic,  legal,  and  moral,  but  most  of  all  medical 
study  during  the  next  years  must  be  where  to  spend  best  the  limited  resources 
available  to  health  care. 

It  is  hoped  that  this  research  and  similar  efforts  larger  in  scope  and  from 
other  clinical  settings  can  help  to  make  such  decisions  medically  rational.  — 
Russell  S.  Bell,  M.D.,  and  John  W.  Loop,  M.D.,  Seattle:  The  New  England 
Journal  of  Medicine,  284:236-239,  Feb.  4,  1971. 
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The  Gastrointestinal  Submucosal  Lipoma 


A Cause  of  Bleeding  and  Pain 


Wesley  Furste,  M.D.,  Drew  Arnold,  M.D.,  and  William  Uriggs,  M.D. 


ALTHOUGH  THE  submucosal  lipoma  of  the 
gastrointestinal  tract  may  be  only  a benign 
and  small  lesion,  this  tumor  may  present  itself 
as  both  a diagnostic  problem  and  as  a life- 
endangering  tumor.  This  type  of  lipoma  has  been 
responsible  for  severe  bleeding  and  has  produced 
pain  by  intussusception  and  obstruction.  The  sub- 
mucosal lipoma  has  been  mistaken  for  a malig- 
nant lesion  so  that  an  unnecessarily  extensive  re- 
section has  been  performed  instead  of  a limited 
local  excision.1-2 

Twenty-five  microscopically  proved,  submu- 
cosal lipomata,  which  have  been  encountered  in 
the  central  Ohio  practice  of  ourselves  and  of  our 
associates  during  the  past  20  years,  constitute  the 
clinical  material  for  this  report.  As  indicated  in 
Table  I,  these  lipomata  were  distributed  through- 
out the  gastrointestinal  tract. 

Case  Reports 

Gastric,  Submucosal  Lipoma  with  Bleeding. — 
The  following  case  is  reported  to  emphasize  that 
a stomach  lesion,  which  is  associated  with  severe 
hemorrhage  and  which  possibly  has  the  appear- 
ance of  a carcinoma  on  radiographic  studies,  may 
be  an  easily  resectable  and  curable  lipoma.34 
Moreover,  failure  to  recognize  and  remove  such 
a lipoma  may  result  in  exsanguinating  hemor- 
rhage.5 

The  rarity  of  this  type  of  lipoma  is  empha- 
sized by  Stout.6  He  observed  that,  in  651  benign 
and  malignant  gastric  tumors  which  were  ex- 
amined at  the  Columbia  University  Laboratory- 
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of  Surgical  Pathology  during  a 42-year  period, 
only  one  lipoma  was  found,  and  no  liposarcomas 
were  encountered.  In  his  series,  the  incidence  of 
gastric  lipomata  was  0.2  percent  of  all  gastric 
tumors  or  0.9  percent  of  benign  stomach  tumors. 

Case  1.  For  five  days  prior  to  admission,  a 62- 
year-old,  white  woman  noticed  tarry  stools,  progressive 
weakness,  and  a distinct  paleness  of  her  skin.  The  hemo- 
globin was  6.3  gm  per  100  ml.  A roentgenographic 
examination  of  the  upper  part  of  the  gastrointestinal 
tract  showed  a persistent  gastric  defect  and  indicated 
motility  in  the  entire  stomach  with  complete  emptying 
in  two  hours. 

At  exploratory  laparotomy,  there  was  a 2 cm  di- 
ameter, 3 cm  high,  submucosal  lipoma  on  the  distal  third 
of  the  greater  curvature  of  the  stomach  just  proximal 
to  the  pyloric  antrum.  At  the  apex  of  the  lipoma,  there 
was  an  ulcer  1.2  X 0.8  cm  with  a 0.8  cm  depth  A partial 
gastrectomy  with  removal  of  the  lipoma  and  with  a 
border  of  several  centimeters  of  normal  stomach  was 
performed.  The  postoperative  course  was  excellent. 

Duodenal,  Submucosal  Lipoma  with  Bleed- 
ing.— As  with  the  gastric  lipoma  described  in 
case  1,  a duodenal  lipoma  may  ulcerate  and 
bleed  considerably.7  In  case  2,  the  patient  was 
given  2,000  cc  of  blood,  and  then  transferred  to 
the  surgical  service  for  operation. 

Case  2.  During  several  weeks,  a 63-year-old,  white, 
obese  man  became  progressively  weak  and  pale  and  had 
tarry  stools.  An  upper  gastrointestinal  roentgenographic 
examination  indicated  a pedunculated  mass  with  central 
ulceration  in  the  descending  portion  of  the  duodenum. 
At  laparotomy,  a 3.5  X 2.5  cm  pedunculated  lipoma 
was  removed.  The  postoperative  course  was  uncompli- 
cated. 

Jejunal,  Submucosal  Lipoma  with  Bleeding. — 
In  case  3,  a jejunotomy  permitted  easy  removal 
of  a lipoma  responsible  for  marked  bleeding.  A 
precise,  radiologic  diagnosis  made  possible  a quick- 
ly executed,  local  excision  in  a patient  who  was 
a poor  surgical  risk. 

Case  3.  During  several  days  before  hospital  admis- 
sion, an  83-year-old,  white  man  noted  loss  of  appetite 
and  numerous,  black,  liquid,  foul-smelling  stools;  and 
he  rapidly  became  pale  and  weak.  Approximately  one 
year  prior  to  admission,  a cutaneous  squamous  cell  car- 
cinoma had  been  removed  from  the  right  popliteal  area. 

The  patient  was  lethargic  and  pale  with  a pulse 
rate  of  86  beats  per  minute.  Abdominal  examination  was 
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within  normal  limits.  The  hemoglobin  was  10.0  gm  per 
100  ml.  Roentgenographic  examination  of  the  upper  part 
of  the  gastrointestinal  tract  revealed  in  the  jejunum, 
just  distal  to  the  ligament  of  Treitz,  a smoothly  defined, 
oval  mass  which  changed  shape  somewhat  with  palpa- 
tion and  compression  but  which  remained  fixed  in 
position. 

At  laparotomy,  a 3 X 2 cm  mass  was  found  im- 
mediately underneath  the  mucosa  of  the  posterior  wall 
of  the  jejunum  several  inches  beyond  the  ligament  of 
Treitz.  Lipomectomy  was  easily  accomplished.  After 
discharge  from  the  hospital,  the  patient  was  well,  but 
he  then  deteriorated  and  died  one  year  later  due  to 
metastases  from  the  squamous  cell  carcinoma  of  the 
right  popliteal  area. 

Jejunal,  Submucosal  Lipoma  with  Pain.  Re- 
peated bouts  of  unexplained  abdominal  pain  over 
a period  of  many  months  may  be  caused  by  some 
unusual  lesion,  such  as  a submucosal  lipoma  of 
the  jejunum  with  recurrent  intussusception.  This 
lesion  may  not  be  demonstrated  by  presently 
available  diagnostic  tests,  including  roentgenologic 
studies,  and  exploratory  laparotomy  may  have  to 
be  undertaken  for  both  diagnostic  and  therapeutic- 
purposes.  In  the  following  case,  laparotomy  pro- 
vided an  exact  diagnosis,  permitted  the  indicated 
surgical  therapy,  and  resulted  in  a cure.8 

Case  4.  For  several  days,  a 74-year-old,  white 
housewife  had  been  having  both  crampy  and  sharp  ab- 
dominal pain,  which  at  first  was  in  the  lower  half  of 
the  abdomen  and  then  was  in  the  upper  half.  During 
the  preceding  three  years,  the  patient  had  had  similar 
episodes  of  pain  which  had  occurred  sporadically  about 
every  one  to  two  months.  Outpatient  upper  gastrointesti- 
nal and  barium  enema  roentgenographic  examinations 
had  not  indicated  any  organic  lesion. 

The  patient  was  an  acutely  ill,  somewhat  dehy- 
drated, aged,  white,  conscious  woman  with  tenderness 
and  slight  rebound  tenderness  over  a 6 cm  diameter, 
soft,  movable,  intra-abdominal  mass  just  inferior  to  the 
umbilicus  Peristaltic  sounds  were  hyperactive. 

On  the  night  of  admission,  the  hemoglobin  was  14.5 
gm  per  100  ml,  and  the  total  leukocyte  count  was  14,250 
per  cu  mm,  with  92  percent  neutrophils,  7 percent 
lymphocytes,  and  1 percent  monocytes. 

At  emergency  laparotomy  the  following  afternoon, 
after  the  patient  was  given  a general  anesthetic,  the 
mass  was  no  longer  palpable  on  either  abdominal  or 
bimanual  vaginal  examination.  When  the  peritoneal 
cavity  was  explored,  there  was  found  a 3 X 2.5  X 2.5 
cm  tumor  with  its  base  the  antimesenteric  border  of  the 
distal  jejunum.  This  lipoma  was  the  leading  point  of 
a recurring  intussusception.  Proximal  to  the  lesion,  the 
small  bowel  was  edematous  for  15  cm.  Apparently  the 
edematous  small  intestine  had  been  intussuscepting  dis- 
tally;  and  it  and  the  tumor  had  made  up  the  palpable 
mass  which  had  disappeared  just  prior  to  operation. 
Since  the  pathologist,  who  had  been  called  to  the  operat- 
ing room,  believed  that  the  tumor  was  benign  rather 


Table  1.  Location  of  Submucosal  Lipomata 


Location 

No. 

Stomach 

1 

Duodenum 

7 

Jejunum 

2 

Ileum 

1 

Ileocecal  valve 

3 

Cecum  and/or  ascending  colon 

3 

Transverse  colon 

3 

Splenic  flexure  of  the  colon 

1 

Descending  colon 

2 

Sigmoid  colon 

2 

Total 

25 
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than  malignant,  local  resection  of  a submucosal  lipoma 
was  performed.  The  postoperative  course  was  excellent. 

Ileocecal  Valve,  Submucosal  Lipoma  with 
Pain. — A submucosal  lipoma  of  the  ileocecal  valve 
is  found  infrequently,  and  it  is  even  more  unusual 
for  it  to  cause  acute  mechanical  obstruction  in 
association  with  ileocolic  intussusception.9  In  case 
5,  at  laparotomy  the  intussusception  was  reduced 
without  difficulty  by  pressure  exerted  along  the 
large  intestine  from  the  transverse  colon  to  the 
cecum.  Because  of  an  irreducible  mass  which  per- 
sisted in  the  area  of  the  ileocecal  valve  and  because 
there  was  no  evidence  of  malignancy,  cecotomy 
and  excision  of  a pedunculated  lipoma  were  per- 
formed. Following  the  reduction  of  the  intussus- 
ception, the  transintestinal  removal  of  the  benign 
tumor  was  preferable  to  extensive  resection,  and 
this  was  not  followed  by  complications. 

Case  5.  During  two  days  prior  to  hospitalization, 
a 48-year-old,  white  man  had  crampy  abdominal  dis- 
tress, nausea,  vomiting,  and  no  bowel  movements.  The 
abdomen  was  slightly  distended,  and  there  was  slight 
generalized  tenderness  and  rebound  tenderness.  The 
total  leukocyte  count  was  12,400  per  cu  mm.  A barium 
enema  stopped  abruptly  in  the  region  of  the  mid-trans- 
verse colon. 

At  exploration,  an  ileocolic  intussusception  with  the 
most  distal  segment  in  the  middle  portion  of  the  trans- 
verse colon  was  discovered.  It  presented  itself  as  a firm 
mass  about  8 cm  in  diameter.  By  pressure,  it  was  possible 
to  reduce  the  intussusception  to  a mass  in  the  cecal 
area.  The  cecum  was  opened,  and  a lipoma  with  a 
pedicle  which  originated  at  the  ileocecal  valve  was  dis- 
covered. The  lipoma  was  excised,  and  the  cecotomy  and 
the  abdominal  wound  were  closed  without  drainage. 
During  a five-year  follow-up  period,  no  complications 
occurred. 

Transverse  Colon  Submucosal  Lipoma  with 
Pain  and  Bleeding. — Colonic  lipomata  may  indi- 
cate their  presence  to  the  patient  by  pain — either 
crampy  pain  or  simply  an  uncomfortable  sensation 
in  the  abdomen — and  by  intestinal  bleeding.101' 
In  case  6.  the  patient  had  complained  of  severe. 
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crampy,  pain  and  had  noticed  dark  red  blood  in 
her  stools. 

Case  6.  At  the  time  of  admission  to  the  hospital, 
this  57-year-old  white  woman  complained  of  severe  ab- 
dominal pain.  Crampy  and  severe  intermittent  abdominal 
pain  had  been  noticed  for  several  weeks,  and  constipa- 
tion, which  had  been  present  for  years,  had  become 
much  worse.  On  several  occasions  during  the  year  prior 
to  admission,  dark  red  blood  had  been  noticed  in  the 
feces.  On  examination,  the  patient  appeared  to  be  acute- 
ly ill  and  pale.  Deep  in  the  left  upper  quadrant  of  the 
abdomen,  there  was  a firm  movable  10  X 5 cm  mass. 
The  radiologist  reported  a 9 X 5 cm  polypoid  mass  arising 
in  the  proximal  transverse  colon.  The  hemoglobin  was 
10.4  gm  per  100  ml,  and  the  hematocrit  was  33  percent. 
At  laparotomy,  the  transverse  colon  contained  a 9.0  cm 
long  and  3.5  cm  diameter  intraluminal  mass  attached  to 
one  side  of  the  colon.  With  slight  pressure,  this  mass 
easily  intussuscepted  into  the  splenic  flexure,  and  re- 
tracted the  hepatic  flexure  and  ascending  colon  with  it. 
Local  resection  of  a submucosal  lipoma  was  done.  The 
pathologist  found  ulceration  and  necrosis  of  the  colonic 
mucosa  over  the  intraluminal  end  of  the  tumor.  The 
postoperative  course  was  entirely  uneventful. 

Distal  Descending  Colon,  Submucosal  Li- 
poma with  Pain  and  Bleeding. — In  case  7,  the 
presenting  picture  was  that  of  partial  bowel  ob- 
struction with  hemorrhage.  Because  the  surgeon 
was  concerned  about  the  possibility  of  malignancy, 
a wide  resection  was  performed. 

Case  7.  For  two  weeks,  a 51 -year-old,  obese,  white 
woman  complained  of  crampy  abdominal  pain  associ- 
ated with  alternating  constipation  and  bloody  diarrhea. 
A barium  enema  examination  indicated  a polypoid  mass 
in  the  distal  descending  colon.  Resection  of  the  distal 
colon,  anastomosis  of  the  transverse  colon  to  the  proxi- 
mal rectum,  and  appendicostomy  resulted  in  an  unevent- 
ful postoperative  course. 

Asymptomatic,  Cecal  Submucosal  Lipoma. — 
In  the  following  case,  the  patient  was  admitted 
to  the  hospital  for  evaluation  of  vague  abdominal 
pain.  A cecal  lesion  was  discovered  by  a barium 
enema  examination,  and  laparotomy  was  under- 
taken. Both  preoperatively  and  postoperatively, 
the  attending  surgeon  thought  that  the  vague 
abdominal  pain  was  not  due  to  the  cecal  lipoma. 

Case  8.  For  approximately  two  years,  this  63-year- 
old,  white  man  complained  of  vague  abdominal  pain, 
but  abdominal  examination  was  within  normal  limits. 
A barium  enema  examination,  which  was  one  of  nu- 
merous investigative  measures,  showed  a radiolucent 
4x3  cm  mass  attached  to  the  wall  of  the  cecum.  At 
laparotomy,  a submucosal  lipoma  was  removed  from  the 
wall  of  the  cecum. 

Comments 

Clinical  Picture.  Bleeding  from  a submucosal 
lipoma  may  frequently  produce  the  difficult  prob- 
lem of  localizing  the  site  of  bleeding  in  the  gastro- 
intestinal tract.  Corresponding  to  the  severity  of 
the  bleeding,  there  is  a fall  in  the  total  erythrocyte 
count,  hemoglobin,  and  hematocrit.  In  this  series 
of  13  patients  with  symptomatic  lipomata,  ten  (77 
percent)  had  symptoms  of  progressive  bleeding 
with  or  without  pain  (Table  2). 

Abdominal  pain  may  be  the  result  of  ob- 
struction produced  by  either  intussusception  of  a 


lipoma  or  by  blocking  of  the  intestinal  lumen  by 
a tumor,  and  it  is  usually  crampy  in  character. 
As  obstruction  becomes  more  complete,  the  pa- 
tient's abdomen  becomes  distended,  he  stops 
passing  flatus,  and  he  ceases  to  have  bowel  move- 
ments. In  this  series  of  symptomatic  lipomata, 
eight  (62  percent)  of  the  patients  had  pain  with 
or  without  bleeding.  Recurrent  bouts  of  pain  were 
produced  by  the  repeated  occurrence  and  spon- 
taneous reduction  of  an  intussusception  containing 
a jejunal  lipoma  (case  4)  ; an  acute  attack  of  pain 
was  due  to  an  ileocecal  valve  lipoma  with  ileocolic 
intussusception  and  complete  bowel  obstruction 
(case  5);  and  pain  and  bloody  diarrhea  were 
associated  with  a distal  descending  colon  lipoma 
which  was  responsible  for  partial  bowel  obstruc- 
tion (case  7). 

Roentgenologic  Considerations. — Roentgeno- 
logic examinations  may  show  indirect  evidence  of 
the  presence  of  a submucosal  lipoma  as  with  in- 
tussusception or  intestinal  obstruction;  or  they 
may  directly  visualize  the  tumor. 

Frequently,  clues  that  a lesion  is  probably 
benign  are  present.12  Criteria  suggesting  benignity 
include  a smooth,  perhaps  lobulated,  external 
contour,  an  absence  of  fixation  of  the  area  in 
question  to  other  adjacent  structures,  and  an  ab- 
sence of  rigidity  of  adjacent  segments  of  the  same 
bowel  loop.  The  submucosal  position  of  the  lesion 
may  be  suspected  if  a different  amount  of  the 
tumor  is  seen  to  project  into  the  lumen  at  different 
times.13  With  a barium  enema,  usually  more  of 
a submucosal  lipoma  is  seen  to  project  into  the 
lumen  after  evacuation  than  when  the  colon  is 
distended.  The  angle  formed  at  the  junction  of 
the  tumor  and  the  bowel  wall  is  less  acute  and 
more  variable  with  the  nonpedunculated  sub- 
mucosal lipoma  than  with  growths  arising  from 
the  mucosal  surface. 

Because  of  the  pliable  consistency  of  the  sub- 
mucosal lipoma,  its  contours  and  configurations 
during  roentgenologic  viewing  are  frequently  al- 
tered by  peristalsis.  Such  alteration  of  the  lipoma’s 
contours  and  of  its  configuration  is  called  the 
squeeze  sign.14 

Lipomata  are  unique  radiographically.  Be- 
cause of  their  fat  content,  they  are  radiolucent 
when  contrasted  with  water-density  tissues  and 
fluids.15  Technics  to  enhance  such  radiographic 
contrast  difference  utilize  low  kilovoltage  exposures 


Table  2.  Classification  of  Submucosal  Lipomata  in 
Respect  to  Clinical  Picture* 


Type 

Primary  No.  of 

Symptoms  Lipomata 

Lipomata 

% 

I 

None  12 

48 

11 

Bleeding  5 

20 

III 

Pain  3 

12 

IV 

Bleeding  and  pain  5 

20 

Total 

25 

100% 

* Age  range:  35  to  83  years  inclusive. 


814  The  Ohio  State  Medical  Journal 


and  the  introduction  of  tap  water  into  the  bowel 
lumen.  The  identification  by  such  means  of  a 
radiolucent  mass  may  be  virtually  pathognomonic 
for  a fatty  tumor.  Laminographic  studies  added 
to  such  technic  may  enable  a distinction  for  even 
small  fatty  tumors.  Failure  to  demonstrate  radio- 
lucency  of  the  tumor  does  not  entirely  rule  out 
the  diagnosis  of  a lipoma.  If  the  lipoma  contains 
a high  proportion  of  connective  tissue,  edema 
fluid,  or  other  nonfat  elements,  if  the  lipoma  is  too 
small  to  define,  or  if  the  patient  is  too  obese,  the 
method  may  fail.16 

Therapy. — Before  treating  a submucosal  li- 
poma by  operation,  it  is  important  that  other  con- 
ditions which  might  produce  pain  or  bleedmg, 
such  as  duodenal  ulcer  or  acute  intermittent  por- 
phyria,17 be  eliminated  by  the  appropriate  tests. 
In  this  series,  48  percent  of  the  lipomata  were 
incidental  findings  in  complete  diagnostic  evalu- 
ations, at  operations  for  conditions  other  than  a 
lipoma,  or  at  autopsies,  and  they  were  not  responsi- 
ble for  either  bleeding  or  pain. 

Since  the  lipoma  is  a benign  tumor,  it  can 
be  treated  adequately  by  a limited  local  excision 
with  minimal  surgical  trauma  for  the  patient. 
Such  local  excision,  rather  than  an  extensive  re- 
section, is  of  importance  since  54  percent  of  the 
symptomatic  lipomata  in  this  report  occurred  in 
patients  60  years  of  age  or  older  who  are  usually 
not  the  best  of  operative  risks. 

If  the  surgeon  is  in  doubt  as  to  whether  or 
not  a gastrointestinal  mass  is  a benign  lipoma,  he 
should  not  hesitate  to  call  the  pathologist  to  the 
operating  room.  If  both  believe  that  the  lesion 
is  benign,  the  surgeon  may  proceed  with  gastrot- 
omy  or  enterotomy  for  direct  examination  of  the 
mass  rather  than  perform  a wide  resection  im- 
mediately. 

Prognosis. — Since  the  symptomatic,  submu- 
cosal lipoma  is  a benign  tumor,  early  detection 
and  surgical  excision  should  result  in  a cure.  An 
untreated,  bleeding,  gastric  lipoma,  such  as  the 
tumor  in  case  1,  could  lead  to  exsanguination.  A 
neglected  ileocecal  valve  lipoma,  similar  to  the 
one  in  case  5,  could  be  responsible  for  intussuscep- 
tion, mechanical  bowel  obstruction,  intestinal  gan- 
grene, and  death.  In  the  series  of  13  symptomatic, 
submucosal  lipomata  reported,  there  were  no 
deaths  in  the  hospital,  and  there  were  none  later 
as  a result  of  the  lipomata.  The  patients  were 
followed  up  to  as  long  as  ten  years  with  no  recur- 
rence of  the  tumor. 

Summary 

The  submucosal  lipoma  of  the  stomach,  small 
intestine,  or  large  intestine  may  be  mistaken  for  a 
malignant  lesion. 

Of  25  lipomata  occurring  in  patients  ranging 
in  age  from  35  to  83  years  inclusive,  52  percent 


were  symptomatic  and  48  percent  were  asympto- 
matic. 

Of  the  patients  with  symptomatic  lipomata, 
77  percent  had  bleeding  with  or  without  pain,  and 
62  percent  had  pain  with  or  without  bleeding. 

Roentgenologic  studies  may  occasionally  pro- 
vide the  exact  diagnosis.  More  often,  they  may 
suggest  a benign  tumor.  They  are  of  considerable 
help  in  indicating  a space-occupying  lesion,  intus- 
susception, or  intestinal  obstruction.  By  special 
water  contrast  and  laminographic  methods  along 
with  careful  evaluation  for  smoothness  and  pli- 
ability of  the  leison,  they  may  indicate  a fatty 
tumor. 

Prior  to  removal  of  a submucosal  lipoma, 
complete  studies  should  be  considered  to  eliminate 
other  possible  causes  of  bleeding  and  pain. 

The  correct  diagnosis  of  a symptomatic,  sub- 
mucosal lipoma  indicates  a local  excision,  and 
eliminates  an  unnecessay  extensive  resection. 

The  operative  mortality  rate  for  the  cases 
presented  was  zero. 
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Increasing  Thyroid  Cancer  in  Ohio 
1968  Through  1970 

John  Robert  Sin  key,  M.l). 


' I 'HYROID  CANCER  is  an  apparently  different 

disease  in  different  geographical  areas  of  the 
United  States.  The  reason  for  this  is  not  clear. 
Thyroid  cancer  presents  further  difficulty  in  diag- 
nosis because  of  the  difference  of  opinion  among 
pathologists  as  to  what  criteria  must  be  necessary 
for  the  diagnosis.  It  tends  to  be  a slow  growing 
tumor  but  on  occasion  can  cause  very  rapid  death 
of  the  patient. 

The  reason  for  writing  this  article  is  the  ap- 
parent increase  in  percentage  of  cancer  of  the 
thyroid  as  seen  in  the  last  three  years  of  this 
practice.  A previous  report  showed  our  percentage 
of  cancer  to  be  fairly  stable  over  a period  of  years 
at  5 percent.  The  total  number  of  thyroidectomies 
performed  for  nodular  goiter  decreased  in  the 
years  1968  through  1970,  but  the  percentage  of 
cancer  was  12  percent  for  the  total  of  three  years. 
In  1968,  sixty-five  patients  with  nodular  goiters 
were  operated  on  and  ten  cancers  were  found  for  a 
percentage  of  14.  In  1969,  ninety-four  patients  with 
nodular  goiters  were  operated  on  and  nine  cancers 
(10  percent)  were  found.  In  1970,  eighty-four 
patients  with  nodular  goiters  were  operated  on 
and  11  cancers  (13  percent)  were  found. 
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thyroiditis,  or  Hashimoto’s  disease,  were  included. 
Not  included  as  cancers  were  two  cases  in  1968, 
one  case  in  1969,  and  three  cases  in  1970,  where 
the  pathologist  found  some  of  the  criteria  but  not 
enough  to  make  a clear-cut  diagnosis  of  cancer. 
These  cases  were  counted  as  adenoma  for  statistical 
purposes. 

In  1968,  there  was  one  patient,  who  had  a 
small  follicular-type  carcinoma  in  a toxic  smooth 
goiter  with  exophthalmos.  In  1969,  a fetal,  papil- 
lary, non-encapsulated  adenoma  was  found  in  a 
patient  operated  on  for  chronic  thyroiditis.  This 
was  not  called  cancer. 


Classification 

The  classification  was  based  on  the  pathol- 
ogist’s diagnosis,  so  each  was  a proven  adenoma  or 
carcinoma.  All  adenomas,  including  those  found 
associated  with  iodized  hyperplasia  and  chronic 
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Case  Reports 

Three  of  the  patients  operated  on  are  now 
dead.  The  first  patient  was  age  41  years  and  had 
an  adenocarcinoma,  mixed  papillary  follicular 
type,  with  a primary  lesion  which  was  only  2.3  X 
1.5  X 1.5  centimeters  in  size.  At  the  time  of  the 
thyroidectomy,  all  regional  lymph  nodes  were 
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microscopically  negative  for  cancer,  but  the  pa- 
tient had  a known  adenocarcinoma  in  the  right 
humerus  and  a suspected  lesion  in  the  chest. 
X-ray,  and  later  cobalt,  therapy  was  given  on  the 
arm  lesion  and  chest  lesion.  Because  of  pain,  it  was 
necessary  to  amputate  the  arm.  Microscopically, 
much  of  the  tissue  showed  no  x-ray  necrosis.  The 
patient  was  on  supressive  doses  of  thyroid  extract 
without  apparent  effect.  She  had  developed  a 
cerebral  metastasis  and  was  given  massive  doses 
of  I131  without  apparent  effect.  Autopsy  failed  to 
show  much  evidence  of  cell  destruction  from  any 
form  of  treatment. 

The  second  patient  had  a small  cell  ana- 
plastic-type carcinoma.  She  was  a 56-year-old 
woman  and  again  the  primary  lesion  was  relatively 
small,  measuring  4.5  X 4 X 2 centimeters  in  size. 
Six  weeks  preoperatively,  this  patient  developed 
pneumonia,  and  roentgenograms  made  preopera- 
tively were  interpreted  as  showing  some  hilar 
lvmphadenopathy,  probably  secondary  to  a resolv- 
ing pneumonia.  At  the  time  of  surgery,  a small  cell 
anaplastic  carcinoma  was  removed.  Roentgenogram 


of  her  chest  one  month  later  showed  massive 
mediastinal  involvement,  which  in  retrospect  was 
present  before  surgery.  Cobalt  therapy  and  supres- 
sive doses  of  thyroid  extract  were  given  but  did 
not  help. 

The  third  patient  in  this  series  was  a 70-year- 
old  woman  with  papillary  cancer.  Cerebral 
metastasis  was  suggested  but  not  proved.  She  died 
trom  a cerebral  hemorrhage.  It  would  be  an  un- 
usual spread  for  a papillary  tumor  but  it  is  un- 
usual for  a patient  this  age  to  have  a papillary 
tumor. 

Summary 

Of  the  30  cancers  presented  9 were  papillary, 
10  were  follicular,  8 were  mixed  papillary  follicu- 
lar type,  2 were  medullary,  and  1 was  small  cell 
anaplastic.  This  group  is  too  small  for  any  further 
meaningful  statistical  analysis  at  the  present  time. 

The  percentage  of  cancer  seen  in  this  clinic 
from  1968  to  1970  has  been  12  percent  instead 
of  our  previously  reported  5 percent. 


C MOKING  AX’D  CANCER  OF  THE  LOWER  URINARY  TRACT. — In- 
^ terviews  were  conducted  with  470  patients  with  transitional  or  squamous- 
cell carcinoma  of  the  lower  urinary  tract,  more  than  90  percent  of  whom  had  a 
bladder  tumor.  An  age-stratified  and  sex-stratified  but  otherwise  random  sample 
of  500  persons  drawn  from  the  population  of  the  entire  study  area  was  also 
interviewed  as  a control.  Among  men,  cigarette  smokers  have  a reladve  risk 
of  bladder  cancer  of  1.89  as  compared  with  nonsmokers,  and  about  39  percent 
of  the  cases  are  related  to  smoking.  This  amounts  to  16.4  cases  per  year  per 
100,000  men  20  years  of  age  and  over.  Among  women  20  years  of  age  and 
over,  the  comparable  figures  are  2.00,  29  percent  and  3.9  cases  per  year  per 
100,000.  For  both  sexes  risk  is  increased  among  those  who  smoked  heavily  and 
those  who  inhaled.  None  of  the  excess  risk  of  bladder  cancer  associated  with 
cigarette  smoking  is  explained  by  any  indirect  association  with  occupational 
experience.  No  significant  risk  is  associated  with  pipe  or  cigar  smoking.  The 
data  also  suggest  that  incidence  rates  will  increase  during  the  next  decade  or 
so,  especially  among  women.  — Philip  Cole,  M.D.,  Richard  R.  Monson,  M.D., 
Hedda  Haning,  M.D.,  and  Gilbert  H.  Friedell,  M.D.,  Boston:  The  New 
England  Journal  of  Medicine,  284:129-134,  Jan.  21,  1971. 
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Granulomatous  Mastitis 

Benign  Lesion  Which  Looks  Malignant 


Robert  K.  Finley,  Jr.,  M.D. 


Granulomatous  mastitis  looks  like 

cancer  but  isn’t.  Adair  presented  ten  cases 
in  1933  and  called  it  “plasma  cell  mastitis.” 
These  were  studied  pathologically  by  Ewing,  who 
also  called  it  “plasma  cell  mastitis.”  Ingier,  in 
1909,  called  it  “mastitis  obliterans.”  In  1928, 
Cutler  named  it  “localized  lymphogranuloma.” 
Geschickter  called  it  “periductal  mastitis.”  This 
term  has  been  favored  by  Milward. 

These  are  nonspecific  inflammations  of  the 
breast,  some  of  which  show  suppuration.  The  cul- 
tures are  sterile,  and  there  are  no  acid-fast  bacilli 
present.  One  case  presented  in  this  group  was 
originally  diagnosed  as  granulomatous  mastitis, 
but  it  proved  to  be  blastomycosis  after  repeated 
biopsies  of  lesions. 

Clinically,  the  patient  presents  a history  of 
pain  in  the  breast,  which  Adair  feels  is  first  acute 
and  then  becomes  somewhat  less  acute.  Redness 
of  the  skin  occurs  in  a large  number  of  patients, 
the  mass  is  usually  attached  to  the  skin,  and  there 
is  often  skin  edema  or  peau  d’orange.  Usually  the 
clinical  picture  is  that  of  carcinoma.  Mammo- 
grams are  difficult  to  interpret.  In  five  cases  pre- 
sented here,  two  are  interpreted  as  being  benign. 
Nodes  are  often  present  in  the  axilla,  usually 
nontender.  The  mass  is  described  as  being  hard, 
and  in  one  of  the  cases  presented  herein,  the  lesion 
appeared  to  be  inflammatory  carcinoma.  Five 
cases  of  this  condition  are  presented. 

Case  Reports 

Case  No.  1 was  a 28-year-old  woman  with  a history  of 
a left  breast  tumor  of  one  week’s  duration.  She  had  no 
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nipple  discharge,  no  history  of  trauma,  and  no  dimpling 
of  the  skin,  but  she  did  have  soreness.  Her  youngest 
child  was  3 years  old.  On  physical  examination,  a 
tumor  was  visible,  and  this  was  associated  with  retrac- 
tion of  the  skin,  attachment  to  the  skin,  edema,  and 
dimpling  (Fig.  1).  No  axillary  nodes  were  palpable. 
Preoperatively,  carcinoma  was  suspected.  The  mammo- 
gram was  negative.  A diffuse  mass  was  found  at  surgery 
and  was  removed  for  biopsy.  Microscopically,  this  proved 
to  be  granulomatous  mastitis  with  many  plasma  cells 
and  foreign  body  giant  cells.  Three  weeks  postoperative- 
ly,  she  developed  another  mass,  which  was  aspirated. 
Thick,  yellow  pus  was  obtained,  but  it  was  sterile.  Eight 
weeks  postoperatively,  at  another  institution,  another 
area  was  opened,  tissue  resected  for  biopsy  and  packed 
open.  Foreign  body  giant  cells  were  mentioned  in  the 
pathology  report.  She  developed  another  abscess  one 
month  later.  This  was  aspirated,  and  again  the  pus  was 
sterile,  it  was  negative  for  acid-fast  bacilli.  She  was  seen 
at  another  clinic  and  treated  with  cortisone  for  “auto 
immune  mastitis.”  She  has  now  been  well  for  eight 
months. 

Case  No.  2 was  a 48-year-old  woman  with  a three-week 
history  of  a painful  mass  with  some  redness  of  the 
breast.  There  was  no  drainage.  Her  grandmother  had 
diabetes.  Her  youngest  child  was  1 2 years  old.  She  had 
not  nursed.  She  had  been  on  oral  contraceptives.  The 
mass  appeared  hard  and  was  attached  to  the  skin.  Edema 
was  present.  Preoperatively  there  were  no  nodes  present 
in  the  axilla.  The  preoperative  impression  was  carci- 
noma. At  operation,  there  was  a mass,  which  was  sterile. 
The  biopsy  showed  many  plasma  cells,  foreign  body 


Fig.  1.  Mass  shown  with  retraction  and  dimpling  of 
skin  (case  1). 


* 


Fig.  2.  Photograph  of  breast  showing  granulomatous 
lesion  of  blastomycosis  (case  2). 


giant  cells,  and  chronic  granulomatous  mastitis.  She 
received  no  antibiotics.  Four  weeks  later,  she  developed 
a right  supraclavicular  mass,  which  was  aspirated,  yield- 
ing a small  amount  of  pus.  The  specimen  was  again 
sterile  on  a routine  culture.  This  mass  was  opened  and 
drained  with  a very  slow  resolution.  In  one  month,  she 
developed  a left  supraclavicular  mass,  which  was  opened, 
drained,  and  biopsied.  On  this  mass  a diagnosis  of 
blastomycosis  was  made.  Cultures  were  taken  to  confirm 
this  (Figs.  2 and  3). 

Case  No.  3 was  a 42-year-old  woman  who  had  a two- 
week  history  of  breast  pain.  She  did  have  some  drainage 
from  the  nipple,  but  there  was  no  redness  of  the  skin. 

She  had  a 5 cm  hard  mass,  which  was  attached  to  the 
skin.  There  was  no  overlying  edema  or  redness.  Pre- 
operatively,  it  was  felt  she  had  carcinoma.  A biopsy  was 
done  and  pus  was  found  within  a thick  indurated  area. 

This  was  sterile  and  the  pathologist’s  diagnosis  was 
granulomatous  mastitis.  She  was  not  treated  with  anti- 
biotics and  has  since  been  well. 

Case  No.  4 was  a 32-year-old  woman  with  a three-week 
history  of  a painful  mass  in  the  breast.  She  was  a 
diabetic.  Her  youngest  child  was  5 years  old.  She  was 
receiving  no  hormones.  She  had  a 6 cm  hard  mass, 
which  was  attached  to  the  skin.  There  was  no  edema. 

The  preoperative  diagnosis  was  a malignant  tumor,  and 
the  mammogram  was  consistent  with  this.  The  biopsy 
showed  granulomatous  mastitis  with  abscess  formation. 

Again  the  pus  that  was  aspirated  was  sterile.  Three 
months  later  she  underwent  a repeat  incision  and 
drainage  which  showed  staphylococcus.  She  was  treated 
with  antibiotics  and  has  since  been  well. 

Case  No.  5 was  a 26-year-old  woman  who  for  two 
months  noted  a painful  mass  in  the  breast.  Initially,  this 
was  quite  painful,  but  the  pain  then  became  less  severe. 

There  was  redness  of  the  skin.  Her  youngest  child  was 

! 


Fig.  3.  Photomicrograph  showing  blastomycosis  organism 
(case  2). 
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3 years  old.  She  had  a large  mass,  which  occupied  most 
of  the  breast.  Tender  nodes  were  present  in  the  axilla. 
This  mass  was  attached  to  the  skin,  and  there  was  deep 
tissue  edema.  The  preoperative  impression  was  inflam- 
matory carcinoma  of  the  breast.  Mammogram  was 
negative.  The  culture  was  sterile,  and  a biopsy  of  the 
skin  was  done  under  local  anesthesia,  revealing  only 
inflammatory  reaction.  However,  a formal  biopsy  showed 
granulomatous  mastitis  with  multiple  abscesses  deep  in 
the  breast  tissue. 

Discussion 

Granulomatous  mastitis  occurs  in  patients 
who  are  not  lactating  and  who  may  or  may  not 
have  a history  of  abscess  following  lactation.  In 
this  group,  four  out  of  five  of  the  patients  had  a 
diabetic  history  in  the  family.  The  lesion  presents 
as  an  initially  tender  mass,  which  has  the  physical 
appearance  of  cancer  characterized  by  peau 
d’orange  of  the  skin,  often  palpable  axillary  nodes, 
and  a rather  alarming  growth  rate.  The  treatment 
is  that  of  adequate  drainage,  if  suppuration  has 
occurred,  or  excision  of  the  mass  for  biopsy  pur- 
poses. Antibiotics  may  be  helpful  if  the  mass  be- 
comes secondarily  infected. 

Summary 

Granulomatous  mastitis  is  a benign  condition 
of  the  nonlactating  breast  which  resembles  a 


malignant  tumor.  Five  cases  are  presented  to 
illustrate  this  condition.  Mammograms  may  be 
positive  in  this  group  of  patients,  as  they  were  in 
two  of  the  five  patients  described.  Adequate 
drainage  of  suppurated  areas  is  important,  and 
careful  bacterial  analysis  for  other  causes  of  granu- 
lomatous reaction  should  be  made. 
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TMPAIRMENT  OF  DRUG  METABOLISM. — Normal  medical  students  re- 

ceived  either  allopurinol  or  nortriptyline.  To  quantitate  changes  in  rates  of 
drug  metabolism  produced  by  allopurinol  or  nortriptyline  administration,  the 
plasma  half-lives  of  antipyrine  or  bishydroxycoumarin  were  determined  both 
before  and  24  hours  after  the  last  dose  of  allopurinol  or  nortriptyline.  Allopuri- 
nol and  nortriptyline  each  markedly  prolonged  the  plasma  half-lives  of  antipy- 
rine and  bishydroxycoumarin;  large  individual  variations  in  prolongation  times 
were  observed.  In  rats,  allopurinol  and  nortriptyline  each  reduced  the  activity 
of  hepatic  microsomal  drug-metabolizing  enzymes  and  slightly  lowered  the  level 
of  cytochrome  P-450.  These  results  in  rats  support  the  interpretation  that  in 
man  prolongation  of  antipyrine  and  bishydroxycoumarin  half-lives  after  allo- 
purinol or  nortriptyline  pretreatment  is  produced  by  reduced  rates  of  drug 
biotransformation  in  liver  microsomes.  Lowering  of  the  usual  dose  and  close 
monitoring  of  blood  levels  of  drugs  given  simultaneously  with  allopurinol  or 
nortriptyline  are  recommended  to  avoid  the  potential  danger  of  drug  accumu- 
lation due  to  slowed  metabolism.  — Elliot  S.  Vesell,  M.D.,  G.  Thomas  Pas- 
sananti,  Ph.D.,  and  Frank  E.  Greene,  Ph.D.,  Hershey,  Pa.:  The  New  England 
Journal  of  Medicine,  283:1484-1488,  Dec.  31,  1970. 
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Olfactory  Neuroblastoma 


Case  Report 


A.  P.  Panagopoulos,  M.D. 


'T'HIS  TYPE  OF  NEUROBLASTOMA  is  rare, 
and  relatively  few  cases  have  been  reported. 
It  occurs  in  the  nose  and  paranasal  cavities  uni- 
laterally. It  has  been  found  only  in  adults  and 
mostly  in  females.  In  general,  it  is  considered  to 
be  a benign  tumor. 

Berger,  Luc,  and  Richard,  in  1924,  were  the 
first  to  describe  this  tumor  and  they  named  it 
‘Testhesioneuroepitheliome  olfactif”  — olfactory 
esthesioneuroepithelioma.  Since  then  though,  and 
this  is  confusing,  other  authors  referring  to  the 
same  tumor  called  it,  primary  intranasal  neuro- 
blastoma, olfactory  neuroblastoma,  olfactory  neu- 
roepithelioma, olfactory  esthesioneurocytoma,  and 
olfactory  esthesioneuroblastoma. 

I believe  the  main  reason  for  the  multiple 
terms  for  this  neurogenic  tumor  is  the  different 
theories  of  its  origin.  Today,  three  are  the  most 
accepted  ones.  Most  authors  support  the  theory 
that  the  tumor  originates  from  the  olfactory  pla- 
code and  more  specifically  its  stem  cells,  the  es- 
thesioneuroblasts.  Others  believe  that  it  originates 
from  the  nasal  mucosa’s  sympathetic  elements,  and 
a few  feel  that  it  is  produced  by  ectopic  foci  from 
Jacobson’s  organ. 

Clinical  examination  of  this  tumor  shows  it 
is  a polypoid  type  obstructing  the  involved  nasal 
cavity,  soft  but  firm,  hemorrhagic,  and  of  grayish- 
white  brain-like  mass  in  appearance. 

Microscopically  the  olfactory'  neuroblastoma 
shows  loose  fibrillar  glial  tissue  with  small  neuro- 
epithelial cells  of  which  the  nuclei  are  round  or 


Presented  at  the  Meeting  of  the  American  Society 
of  Maxillofacial  Surgeons,  Boston,  May,  1970. 
Submitted  January  13,  1971. 


The  Author 

* Dr-  Panagopoulos,  Painesville,  is  a member  of 
the  Active  Staff  at  Lake  County  Memorial  Hos- 
pital. 


oval,  pointed  at  one  end.  The  cells  grow  in  clusters 
or  lobular  patterns  and  are  separated  by  vascular 
stroma.  Periodically  a rosette  formation  of  the 
cells  can  be  observed.  This  architecture  with 
small  variations  is  rather  constant. 

The  most  accepted  treatment  of  this  tumor 
is  the  combination  of  surgery  and  x-ray  therapy. 

Case  Report 

I first  saw  this  24-year-old  woman  on  August 
25,  1965  with  the  chief  complaint  of  obstruction 
of  her  right  nose  for  two  years. 

The  patient  stated  that  her  first  symptoms 
were  lacrimation  of  the  right  eye,  nasal  infection, 
and  nasal  airway  obstruction  of  the  right  side. 
This  was  interpreted  by  her  physician  to  be  a 
sinus  condition,  and  she  was  placed  on  treatment 
with  antihistaminics  and  nose  drops.  The  lacrima- 
tion of  the  right  eye  eventually  became  almost 
continuous.  As  a result  of  this,  she  had  to  resign 
from  her  position  as  a teacher,  because  the  young 
children  kept  asking  her  why  she  was  crying.  The 
patient  was  then  referred  to  me. 

A physical  examination  at  that  time  revealed 
the  left  nasal  cavity  to  be  free  of  disease  but  in 
the  right,  there  was  a growth  obstructing  the 
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Figs.  1 and  2.  X-ray  studies  revealing  marked  occlusion  of  right  maxillary  sinus,  right  nasal  cavity,  and  right  ethmoid 
region.  No  bone  erosion  shown. 


nasal  cavity  and  causing  nasal  infection  and  lacri- 
mation  of  the  right  eye.  Translumination  of  the 
maxillary  sinuses  showed  the  right  maxillary  sinus 
darker.  No  adenopathy  was  found.  My  diagnosis 
at  that  time  was  neoplastic  growth  of  the  right 
nose  and  right  maxillary  sinus. 

The  patient  was  admitted  to  the  hospital  for 
further  evaluation.  X-ray  studies  revealed  marked 
occlusion  of  the  right  maxillary  sinus,  right  nasal 
cavity,  and  right  ethmoid  region  (Figs.  1 and  2). 


Although  the  associated  bone  walls  showed  con- 
siderable thinning,  no  bone  erosion  could  be 
demonstrated. 

The  patient  underwent  surgery  with  the  at- 
tempt to  remove  the  growth  through  a right 
maxillary  sinusotomy  and  through  the  nasal  cavity. 
From  the  beginning,  I realized  this  was  an  unusual 
type  of  growth— very  fragile  (almost  melting)  and 
extremely  hemorrhagic.  The  right  nasal  cavity 
and  right  maxillary  sinus  were  freed  of  any  visible 


Fig.  3.  Low  magnification  showing  cell  formation  in 
clusters  of  various  size  separated  by  vascular  stroma. 
Small  foci  of  calcification  are  scattered. 
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tumor,  but  because  of  excessive  bleeding  and 
blood  loss,  no  attempt  was  made  at  that  time  to 
explore  the  right  ethmoid  cells. 

The  pathology  report  was:  olfactory  neuro- 
blastoma. This  was  confirmed  by  other  pathology 
centers  as  well  as  the  Armed  Forces  Institute  of 
Pathology.  The  tumor  is  made  up  of  relatively 
large  clusters  or  lobules  of  vaiying  size,  which  are 
incompletely  outlined  by  delicate  septa  of  fibrous 
tissue.  These  septa  support  thin-walled  vascular 
channels.  The  individual  tumor  cells  are  small, 
with  round  or  oval  nuclei  which  are  moderately 
uniform  in  size  and  appearance.  Many  have 
slightly  pointed  ends.  They  are,  in  general,  vesicu- 
lar, but  a few  pyknotic  forms  are  seen  throughout 
the  tumor.  Cellular  outlines  are  indistinct,  but  the 
cells  are  closely  associated  with  very  fine  fibrils 
which,  in  aggregate,  form  loose  fibrillar  bundles, 
like  glial  tissue.  Rosette  formation  is  not  seen. 
Small  foci  of  calcification  are  scattered  here  and 
there.  A few  fragments  are  covered  on  their  super- 
ficial aspects  by  psuedostratified  columnar  ciliated 
epithelium  which,  in  some  areas,  has  undergone 


squamous  metaplasia.  Mitotic  activity  is  not  noted 
among  the  tumor  cells,  and  this,  together  with 
the  absence  of  necrosis,  and  the  orderly  lobular 
histologic  pattern,  bespeaks  a relatively  benign 
tumor.  (Figs.  3 and  4). 

The  patient  did  well  postoperatively,  the  lac- 
rimation  stopped,  and  the  nasal  function  was  re- 
stored. Evaluation  by  the  x-ray  therapy  and 
pathology  departments  was  that  this  tumor  was 
rather  sensitive  to  radiation  and  the  patient  re- 
ceived about  5000  rads  in  28  sessions  after  surgery. 

One  year  later,  the  patient  was  readmitted  to 
the  hospital  for  further  studies  for  the  possibility 
of  reoccurrence  or  metastasis.  She  was  found  free 
of  such  disease.  In  the  five  years  since  surgery, 
the  patient  has  had  periodic  checkups  which  were 
also  negative.  She  is  asymptomatic,  and  since  sur- 
gery, she  has  had  two  children  who  have  no 
problems. 

This  case  report  is  the  result  of  the  teamwork  of 
Drs.  S.  I.  Davies  (pathology) ; G.  L.  Sackett,  Sr. 
(x-ray  therapy);  B.  J.  Endress  (ophthalmology); 
and  the  author  (otolaryngology). 


T"\IAGNOSIS  OF  COLONIC  POLYPS.  — There  has  been  a striking  im- 
provement in  the  diagnosis  of  colonic  lesions  since  the  development  of  the 
colonofiberscope.  We  are  now  finding  that  it  is  a most  valuable  tool.  The 
Japanese,  who  have  had  a great  deal  of  experience  with  this  instrument,  have 
reported  better  results  than  we  have  so  far  been  able  to  obtain.  Thus,  Matsu- 
naga  and  Tajima,  in  188  cases,  observed  an  incidence  of  14.3  percent  of  polyps, 
as  compared  with  only  3.4  percent  demonstrated  on  ordinary  sigmoidoscopy. 
They  found  it  possible,  without  hazard,  to  reach  the  sigmoid  in  100  percent 
of  cases,  the  descending  colon  in  92  percent,  the  transverse  colon  in  86  percent, 
and  the  ascending  colon  in  42  percent. 

This  method  will  not  be  available  to  all  doctors,  who  will  rely  more  on 
the  standard  examinations.  The  guaiac  test  is  valuable,  but  there  are  so  many 
false-positive  results  from  a meat-containing  diet  that  it  has  lost  favor.  Greegor 
put  278  asymptomatic  patients  on  a meat-free,  high-protein  diet  for  three 
days.  This  reduced  the  number  of  positive  stools  from  23.0  to  8.5  percent. 
These  patients  were  then  investigated  further,  and  three  cancers  were  found. 

Rasgon  has  investigated  the  importance  of  routine  sigmoidoscopic  exami- 
nation in  asymptomatic  patients.  In  eight  years  in  a Permanente  clinic,  he 
carried  out  1900  such  examinations  in  patients  over  40  years  of  age.  Benign 
polyps  were  found  in  6.2  percent,  as  well  as  eight  adenocarcinomas.  — Claude 
E.  Welch,  M.D.,  Boston:  The  New  England  Journal  of  Medicine,  284:471- 
479,  March  4,  1971. 
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MATERNAL  HEALTH  IN  OHIO 


Maternal  Mortality  Report 
for  Ohio  — 1968 

By  the  OSMA  Committee  on  Maternal  Health 


The  COMMITTEE  on  Maternal  Health  is 
pleased  to  present  this  FOURTEENTH  An- 
nual Report  for  the  year  1968,  in  compliance  with 
a House  of  Delegates  directive  adopted  April  23, 
1953  creating  the  Committee,  and  follow-up  ac- 
tion taken  by  the  OSMA  Council,  January  6, 
1954.1 

Five  sections  comprise  this  report.  The  first 
section  reviews  the  activities  of  your  Committee 
since  its  last  report  to  The  Council,  September 
20,  1970.2  The  second  portion  enumerates  various 
projects  developed  and  pursued  by  the  Committee 
in  fulfilling  its  prescribed  functions. 

Section  three  presents  a statistical  summary 
of  the  Ohio  Maternal  Mortality  Study  for  1968* 
covering  88  counties,  while  the  following  portion 
analyzes  and  compares  the  data.  Again,  the 
reader  may  note  that  the  data  include  figures  for 
patients  who  died  outside  of  hospitals,  as  well  as 
those  who  died  during  hospitalization.  In  the  final 
part,  recommendations  are  advanced  by  the  Com- 
mittee, based  upon  its  experience  in  the  study 
and  its  allied  facets. 

Activities 

The  Committee  on  Maternal  Health  con- 
sists of  20  members  who  represent  the  1 1 Councilor 
Districts  of  Ohio.  One  member  departed  from 
Ohio  for  assignment  in  another  state;  he  is  cur- 
rently to  be  replaced  by  another  specialist. 

As  this  article  is  prepared,  one  meeting  has 
been  held  in  1971;  it  was  a most  successful  two- 
day  conference,  held  in  the  Granville  Inn,  January 
23  and  24. 

Eighty-eight  cases  have  been  reviewed  and 
classified  so  far  this  year  by  the  Committee,  using 
“Guiding  Principles  for  Obstetric  Care”3  as  a 


*A  continuous  state-wide  Maternal  Mortality  Study 
is  being  conducted  in  Ohio  by  the  Committee  on 
Maternal  Health  of  the  Ohio  State  Medical  As- 
sociation, in  cooperation  with  the  Ohio  Depart- 
ment of  Health,  and  assisted  by  representatives 
of  the  various  County  Medical  Societies  of  the 
state.  Since  work  of  the  Committee  is  educational 
as  well  as  statistical,  summaries  of  some  of  the 
cases  studied  by  the  Committee,  based  on  anony- 
mous data  submitted,  are  published  in  The  Ohio 
State  Medical  Journal  from  time  to  time.  Each 
presentation  is  brief  but  informative.  It  contains 
opinions  of  the  Committee,  based  on  the  data 
submitted  for  review. 


standard  for  “Ideal  Care.”  Meanwhile,  using  an 
intermember  mail  correspondence  system,  progress 
on  other  projects  has  been  maintained  (see  below). 

Various  queries  from  individuals  in  Ohio 
hospitals  and  OB-Gyn  Departments  have  been 
answered  with  advice  or  recommendations  from 
time  to  time;  these  have  included  questions  con- 
cerning “pit-drips,”  “Stat  postpartum  steriliza- 
tions,” definitions  of  live  births  and  fetal  deaths, 
requirements  for  sterilization,  etc.  Currently,  a 
question  concerning  payment  by  the  Civilian 
Health  and  Medical  Program  of  the  Uniformed 
Services  (CHAM PUS)  for  maternity  care  to  mili- 
tary dependents  under  a community  hospital 
nurse-midwifery  health  care  program  is  being 
studied. 

During  the  54th  meeting  (Granville),  mem- 
bers discussed  problems  relative  to  perinatal  mor- 
tality studies  in  Ohio.  Views  represented  reflections 
received  from  the  Committee  on  Maternal  and 
Perinatal  Health,  District  V,  American  College  of 
Obstetrics  and  Gynecology.  After  due  deliberation, 
the  Committee  recommended  to  the  Council  that 
a committee  be  appointed  to  explore  the  feasibility 
of  the  OSMA  sponsoring  a permanent  committee 
on  perinatal  health.  The  Council  followed  through 
by  appointing  selected  members  to  meet  Sunday, 
June  27,  1971,  as  this  article  is  submitted  for 
publication. 

Projects 

During  the  past  14  completed  years  (1955- 
1968),  data  on  all  cases  has  been  transcribed  onto 
1462  IBM  cards.  This  data  is  readily  available 
for  the  preparation  of  educational  programs. 

For  the  OSMA  Annual  Meeting  in  Columbus, 
May  11  to  14,  1971,  the  Committee  prepared  an 
exhibit  entitled  “Maternal  Deaths  Due  to  Anes- 
thesia.” Differing  from  a previous  display,  the 
1971  booth  depicted  maternal  deaths  due  to 
various  agents  and  methods  of  administration, 
together  with  factors  related  to  avoidability. 

The  Committee  continues  to  provide  infor- 
mation and  education  in  this  column,  “Maternal 
Health  in  Ohio,”  appearing  quarterly  in  The 
Ohio  State  Medical  Journal.  Permission  has  been 
granted  to  utilize  the  material,  in  abstract  form, 
in  the  new  annual  publication,  Searle  Survey  of 
Obstetrics  and  Gynecology. 
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Two  anesthesiologist  members  of  the  Com- 
mittee (Doctors  Kretchmer  and  Brenner)  are 
collaborating  to  devise  a new  practical  form  for 
use  in  “OB  anesthesia,”  specifically.  Other  mem- 
bers of  the  Committee  will  coordinate  efforts  and 
advise  on  the  project  at  a later  date.  Incidentally, 
the  two  anesthesiologists  reported  that  OB  anes- 
thesia training  programs  operated  in  six  centers 
throughout  Ohio  have  not  been  well-patronized; 
brief  courses  in  OB  anesthesia  were  offered  for  all 
physicians  in  Ohio  as  refresher  courses,  or  longer, 
formal  training  schedules. 

With  Dr.  Winslow  J.  Bashe,  Jr.,  Chief,  Divi- 
sion of  Maternal  and  Child  Health,  Ohio  De- 
partment of  Health,  certain  members  of  the 
Committee  will  assist  with  advice  on  revising 
Section  3701.34,  Ohio  Code,  Maternity  Hospital 
Regulations  71-93,  in  order  to  bring  the  docu- 
ment up  to  date.  Also,  plans  have  been  developed 
by  Dr.  Bashe  to  cross-check  death  certificates 
(females  aged  14  to  45  years)  in  an  effort  to  cull 
out  some  maternal  death  cases,  which  currently 
may  escape  inclusion. 

Statistics  from  the  Ohio  Study  for  the  year 
1968  are  published  herewith.  Terminology  and 
nomenclature  used  in  the  study  have  been  used 
by  the  Committee  since  their  adoption  in  1954. 
They  follow  closely  those  prescribed  in  the  Inter- 
national Classification  for  the  purpose  of  uni- 
formity. 

Ohio  Maternal  Mortality  Study 


Statistics  for  1968 

Total  Live  Births  in  Ohio,  1968 185,580 

(Total  Cases  in  files,  14  years. 

1955-1968  1462) 

Total  Cases  Studied  (1968)  83 

Cases  not  studied  due  to 

lack  of  information  4 

Undetermined  (No  cause  of 

death  found)  1 

Maternal  Deaths  (Classified)  53 

Non-white  (one  Oriental)  19 

White  34 

Age: 

Teens  5 

20’s  25 

30’s  19 

40’s  4 

Parity : 

Primigravidae 9 

Primipara  14 

Multiparae  27 

Unknown  3 

Place  of  Death: 

Hospital  48 

Home  4 

Other  1 

Type  of  Delivery: 

Not  recorded  2 

Operative  25 

Nonoperative  (spontaneous)  15 

Not  delivered 11 

Route  of  Delivery: 

Not  recorded  2 

Vaginal  25 

Cesarean  12 

(antemortem)  11 

(postmortem)  1 

Laparotomy  (ectopic  preg.)  3 

*Not  delivered 11 


Case  Classification:  (when  death  occurred) 
Group  I (fr.  concept  to  20th  wk.)  5 

Group  II  (fr.  20th  wk.  to  28th  wk.)  2 


Group  III  (fr.  28th  wk. 

through  term)  4 

Group  IV  (postabortal, 

postpartum)  42 

Autopsies:  43 

(includes  11  coroners’  cases) 

Prenatal  care:  (apparent  from  data  sheets) 

None  6 

Unknown  or  not  reported  5 

Adequate  28 

Inadequate  10 

Excluded  (ectopic  preg. 

and  abortion)  4 

(Low  socio-economic  ....  5) 

Classification  of  preventability: 

Nonpreventable  22 

Preventable  (avoidable  factor)  ...  31 

Patient  responsibility  (P,j  10 
Personnel  responsibility  (P„)  16 

Both  P,  and  P, 3 

P,  (Misc.)  2 

Classification  of  Primary  Causes  of  Death: 

Hemorrhage  12 

Abortion,  without  sepsis  0 

Abruptio  0 

Afibrinogenemia  1 

Abruptio  0 

Am.  fl.  embolus 1 

Dead  fetus  0 

Ruptured  uterus  0 

Atony,  uterine,  postpartum  2 

Ectopic  pregnancy  (without  sepsis)  4 

Laceration,  extrauterine  0 

Placenta  praevia  1 

Retained  placenta  0 

Ruptured  uterus  (no  afibrin.)  ....  3 

Other  1 

High  Risk  Related:  0 N on-Related:  3 

Infection  9 

Abortion,  alleged  “criminal” 3 

Abortion,  septic,  spontaneous  ....  1 

Up.  resp.  inf 0 

Peritonitis  3 

Pyelitis,  pyelonephritis  1 

Septicemia  (puerperal  sepsis)  ....  1 

Senticemia  (other)  0 

Other  0 

High  Risk  Related:  0 N on-Related:  0 

Toxemia  8 

Acute  yellow  atrophy 1 

Hypertension,  chronic  (incl. 
hypertension  with 

cerebrovascular  hem.)  0 

Eclampsia  6 

Preeclampsia  0 

Puerperal  toxemia,  not  specified  . . 0 

Renal  disease 1 

High  Risk  Related:  0 Non-Related:  5 

Other  23 

Amniotic  fl.  emb.  (no  hemorrhage)  3 

Anesthesia  4 

(general)  3 

(regional)  1 

Cardiac  arrest  2 

Cardiac  disease  3 

Cerebrovascular  hemorrhage 

(no  tox.)  1 

Drug  poisoning  0 

Liver  disease 2 

Lower  nephron-nephrosis  0 

Pulmonary  edema  0 

Pulmonary  embolus  7 

Renal  disease,  chronic,  unspecified  0 

Suicide  0 

Ulcerative  colitis 0 

All  other  1 


High  Risk  Related:  6 Non-Related:  5 
(Continued  on  next  page) 
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In  Ohio,  there  were  185,580  live  births  re- 
ported during  1968.  From  this  maternal  mortality 
study,  the  Committee  classified  53  maternal  deaths 
for  the  year.  The  maternal  mortality  rate  was  0.28 
pet  1000  live  births,  or  2.85  per  10,000  live  births 
for  1968. 

Discussion 

The  progressive  annual  decline  in  Ohio  live 
births  announced  in  the  1967  report2  has  been 
terminated!  In  1968,  the  Vital  Statistics  Division 
of  the  Ohio  Department  of  Health  registered  185,- 
580  live  births,  representing  17.2  per  1000  popula- 
tion, or  a 0.2  percent  rise  over  1967. 

During  1968,  the  Committee  voted  53  of  the 
83  cases  studied  were  maternal  deaths.  Five  of  the 
53  were  “teen-agers,”  while  the  majority  of  the 
girls  were  in  the  20-year  age  bracket.  Again,  the 
vast  majority  of  deaths  (48)  occurred  in  hospitals; 
four  patients  died  at  home,  while  one  died  on 
the  way  to  the  hospital. 

Eleven  patients  died  undelivered;  12  patients 
had  cesarean  operations  of  which  1 1 were  per- 
formed antepartum. 

Four  patients  died  in  connection  with  ectopic 
pregnancy;  three  of  these  submitted  to  laparotomy, 
but  in  the  fourth,  the  diagnosis  was  made  at 
autopsy. 

One  patient  developed  fatal  hemorrhage  due 
to  placenta  praevia  and  irreversible  shock  when 
type  AB  blood  was  not  available  (P3);  another 
fatal  hemorrhage  occurred  with  hemoperitoneum 
and  the  ruptured  aneurysm  of  the  splenic  artery 
was  discovered  at  autopsy.  In  fact,  hemorrhage 
again  leads  the  parade  of  primary  causes  of 
death  with  12  cases  (Fig.  1).  Forty-three  autopsies 
were  performed ; of  these  1 1 were  coroners’  cases. 
One  patient  died  of  causes  undetermined,  after 
the  autopsy  revealed  no  anatomic,  medical,  or 
pharmacologic  etiology. 

Among  the  53  maternal  deaths,  19  were 
classified  in  the  “High  Risk-OB”3  category;  only 
six  had  factors  related  to  the  cause  of  death!  The 
reliability  of  these  figures  is  questioned  since  our 
“High  Risk  Project”  to  categorize  all  cases  into 
this  classification  was  started  only  four  years  ago; 
in  two  or  three  years,  this  bracket  of  statistics  will 
improve  in  both  Ohio  and  national  figures. 

The  Division  of  Maternal  and  Child  Health, 
Ohio  Department  of  Health,  is  to  be  congratulated 
for  spearheading  two  of  its  projects,  ie,  revision 
of  the  outdated  regulations,  which  license  Ohio 
maternity  hospitals,  and  a general  movement  to 
study  perinatal  deaths  in  cooperation  with  our 
Committee,  and  a newly  appointed  Ad  Hoc 
Committee  of  OSMA. 

In  the  53  maternal  deaths,  the  Committee 
voted  31  as  preventable 3 maternal  deaths;  28  had 
had  adequate  prenatal  care,  16  had  none  or  in- 
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Fig.  1.  Classification  of  primary  causes  of  death,  53 
maternal  deaths  for  1968. 

adequate  care,  while  nine  were  of  an  unknown 
or  excluded  category. 

Recommendations 

1.  Again  the  Committee  recommends  con- 
tinuation of  the  Ohio  Maternal  Mortality  Study 
with  its  allied  educational  facets. 

2.  Close  coordination  of  related  efforts  be- 
tween this  Committee  and  the  Ohio  Department 
of  Health  to  improve  “maternal  health  in  Ohio” 
is  laudable  and  must  continue. 

3.  The  Council  is  to  be  congratulated  upon 
its  prompt  move  to  explore  a study  of  perinatal 
deaths  in  Ohio. 

4.  Council  members  are  reminded  that  speak- 
ers from  the  Committee  are  available  for  as- 
signment by  program  chairman  of  local  medical 
societies. 

The  Chairman  takes  this  opportunity  to  ex- 
press appreciation  to  members  of  the  Committee 
for  loyal  support  and  faithful  discharge  of  assigned 
duties.  Furthermore,  the  Committee  gratefully 
acknowledges  assistance  provided  by  attending 
physicians,  representatives  of  various  county 
medical  societies,  the  Ohio  Department  of  Health, 
the  Association  of  Coroners,  and  numerous  other 
agencies  and  individuals.  Without  their  coopera- 
tion, this  Maternal  Mortality  Study  could  not  have 
reached  completion. 

Respectfully  submitted, 

Anthony  Ruppersberg,  Jr.,  M.D. 
Chairman,  Committee  on  Maternal  Health 

Approved  by  The  Council  of  the  Ohio  State 
Medical  Association,  July  11,  1971. 
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Proceedings  of  The  Council 

Meeting  of  July  10-11,  1971 


A REGULAR  MEETING  of  The  Council  of 
the  Ohio  State  Medical  Association  was 
held  Saturday  and  Sunday,  July  10  and  11,  1971 
at  the  headquarters  office  in  Columbus. 

All  members  of  The  Council  were  present: 
Drs.  P.  John  Robechek,  Cleveland,  President; 
William  R.  Schultz,  Wooster,  President-Elect; 
R.  L.  Fulton,  Columbus,  Past  President;  James  L. 
Henry,  Grove  City,  Secretary-Treasurer;  Coun- 
cilors Paul  N.  Ivins,  Hamilton;  James  G.  Tye, 
Dayton;  Dwight  L.  Becker,  Lima;  George  N. 
Bates,  Toledo;  David  Fishman,  Cleveland;  Mau- 
rice F.  Lieber,  Canton;  Sanford  Press,  Steuben- 
ville; William  M.  Wells,  Newark;  Oscar  W.  Clarke, 
Gallipolis;  James  C.  McLarnan,  Mt.  Vernon,  and 
Robert  G.  Thomas,  Elyria. 

Also  present  were:  Richard  L.  Meiling,  M.D., 
Columbus,  chairman  of  the  OSMA  delegation  to 
the  AMA;  John  H.  Budd,  M.D.,  Cleveland,  a 
member  of  the  AMA  Board  of  Trustees;  Anthony 
Ruppersberg,  Jr.,  Columbus,  chairman  of  the 
OSMA  Committee  on  Maternal  Health;  Mr. 
James  E.  Pohlman,  Columbus,  legal  counsel;  Mr. 
James  S.  Imboden,  Columbus,  assistant  field  ser- 
vice director,  AMA,  and  the  following  members  of 
the  OSMA  staff:  Hart  F.  Page,  Charles  W. 
Edgar,  Herbert  E.  Gillen,  David  L.  Rader,  and 
R.  Cordon  Moore. 


Minutes  Approved 

Minutes  of  a telephone  conference  held  May 
7 and  minutes  of  a Council  meeting  of  May  14 

were  approved. 


Reports  of  Councilors 

Councilors  reported  on  various  matters  and 
activities  of  interest  in  their  respective  districts. 


Membership 

Statistics 

Mr.  Page  reported  a total  OSMA  member- 
ship as  of  June  30,  1971  as  9,995,  an  increase  of 
71  members  over  the  same  date  in  1970.  He  re- 
ported total  American  Medical  Association  mem- 
bership from  Ohio  as  of  June  30,  1971,  was  8,118, 
a decrease  of  344  AMA  members  from  Ohio  in 
comparison  with  June  30,  1970. 

Proposed  Letter  to  Former  Members 

After  some  discussion,  The  Council  voted 
that  the  President  send  a personal  letter  to  each 
OSMA  member  who  has  dropped  his  AMA 
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membership  this  year,  the  letter  to  request  the 
former  member  to  reconsider  his  action. 

AM  A Delegation  Report 

Richard  L.  Meiling,  M.D.,  Columbus,  chair- 
man of  the  OSMA  delegation  to  the  AMA,  was 
present  to  report  on  the  AMA  1971  Annual 
Convention  in  Atlantic  City,  June  20-24.  Dr. 
Meiling  reported  on  election  results,  policy  deci- 
sions of  the  House  of  Delegates  in  detail,  and 
activities  of  the  Ohio  delegation. 

New  Health  Director 

John  W.  Cashman,  M.D.,  newly  appointed 
Ohio  Director  of  Health,  was  forced  to  cancel  a 
scheduled  meeting  with  Council,  and  Council 
voted  to  invite  Dr.  Cashman  to  meet  with  Council 
at  its  next  meeting. 

Reports  of  Committees 

Commission  on  Medical  Education 

Minutes  of  a meeting  held  April  14  were 
presented  by  Mr.  Edgar.  Council  voted  to  accept 
the  Commission’s  recommendation  that  the  Com- 
mittee on  Nursing  be  requested  to  explore  with 
nursing  organizations  the  feasibility  of  a program 
that  would  utilize  the  nurse  as  a full-time  physi- 
cian’s assistant.  Council  also  approved  the  com- 
mittee minutes  as  a whole. 

Ohio  Delegation  to  the  AMA 

Minutes  of  a meeting  held  May  12  were 
presented  by  Mr.  Gillen  and  were  approved  as 
presented. 

Ad  Hoc  Committee  on 
Health  Care  Delivery  Systems 

Minutes  of  meetings  held  April  21  and  June 
9 were  presented  by  Mr.  Gillen  and  were  ap- 
proved as  presented. 

Family  Practice  Scholarship  Subcommittee 

Minutes  of  a meeting  held  June  16  were 
presented  by  Mr.  Page.  Council  approved  the 
awarding  of  a $2,000  OSMA  Medical  Scholar- 
ship to  Donald  M.  Miller,  Upper  Sandusky,  and 
a $2,000  OSMA  Medical  Scholarship  to  Albert 
J.  Weisbrot,  Cincinnati,  as  determined  by  the 
Committee  at  its  June  16  meeting. 

Ad  Hoc  Committee  on  Perinatal  Health 

Minutes  of  a meeting  held  June  27  were 
presented  by  Dr.  McLarnan,  Chairman,  and  ap- 
proved by  the  Council.  Council  voted  to  continue 
the  ad  hoc  committee  as  a permanent  committee. 


Council  recommended  that  private  foundations 
and  other  private  sources  be  asked  to  consider 
making  grants  for  a perinatal  study  program. 

Council  endorsed  the  concept  of  a statewide 
perinatal  mortality  study  and  directed  that  Medi- 
cal Advances  Institute  give  the  study  a high 
priority  and,  when  possible,  grant  the  funds  nec- 
essary for  initiation  and  continuation  of  the  study. 
Dr.  Robechek  asked  members  of  Council  to  pro- 
vide him  with  suggestions  of  interested  physi- 
cians for  appointment  to  the  permanent  com- 
mittee. 

Ohio  Cancer  Coordinating  Committee,  Inc. 

Minutes  of  a meeting  held  April  21  were 
presented  by  Mr.  Page.  The  Council  disapproved 
a request  that  OSMA  issue  a news  release  seek- 
ing persons  who  had  participated  in  a cancer 
research  project  some  years  ago.  Council  sug- 
gested that  the  Ohio  Division,  Inc.,  American 
Cancer  Society,  issue  such  a news  release.  The 
remainder  of  the  minutes  were  accepted  for 
information. 

Mental  Health  Committee 

Minutes  of  a meeting  held  April  25  were 
presented  by  Mr.  Page.  Council  approved  and 
recommended  a position  statement  on  methadone. 
Council  authorized  the  committee  to  explore, 
without  commitment,  a plan  for  cooperation  be- 
tween OSMA  and  community  mental  health  and 
mental  retardation  boards.  The  minutes  were 
approved  as  amended. 

Fee  Review  Committee 

Minutes  of  a meeting  held  July  9 were  pre- 
sented by  Dr.  Ivins.  The  minutes  were  approved 
as  presented. 

Federal  Fegislation 

Mr.  Edgar  gave  an  informal  report  on  the 
status  and  outlook  of  several  pieces  of  federal 
legislation. 

State  Fegislation 

Air.  Page  reported  on  the  status  of  legisla- 
tion previously  brought  to  the  Council’s  attention 
and  submitted  for  Council  consideration  new  leg- 
islation, on  which  Council  acted  as  follows: 

S.B.  223  (Sen.  Maloney),  to  place  a podia- 
trist on  the  State  Medical  Board  as  a full  mem- 
ber; to  permit  podiatrists  use  of  the  term  “doctor 
of  podiatric  medicine  and  surgery,”  and  to  permit 
podiatrists  to  prescribe  physical  therapy.  Con- 
tinue to  actively  oppose. 

S.B.  242  (Sen.  Cook),  to  provide  standard 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL'S 
SOUPS4  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  NJ.  08101. 


Exchange  Substitution  for 
1 Bread  and  Vi  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 


Exchange  Substitution  for 
I Meat  and  1 'h  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
Vi  Bread  and  Vi  Fat  

Asparagus,  Cream  of 


Exchange  Substitution  for 
Vi  Meat  and  Vi  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell's  Soups  are  appetizing  and  enjoyable  and. 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


here’s  a soup 
for  almost  every  patient  and  diet 
.for  every  meal 
and,  it’s  made  by 


t from  the  Searle  series  “The  Ecology  of  Birth  Control”* 


In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
“battered  child”  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
“battered”  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


Unwanted 

Child* 

„Birth . 
Control 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
[all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


iearle  contributions 
o the  science  of  contraception 

30TH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  • Demulen 

jch  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

acetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

tch  pink  tablet  in  Ovulen-285  and  Demulen®  -28  is  a placebo,  containing  no  active  ingredients 

emulen ...  for  its  low  estrogen  and  Searle's  progestin  -or  Ovulen . . .with  its  wide  physician 
id  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
w incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


4ctions  - Ovulen  and  Demulen  aetto  prevent  ovulation  by  inhibiting  the  output 
gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
t of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
rmone(LH) 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United  States 
ce  1 960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
iness  of  the  seguential  products  appears  to  be  somewhat  lower  than  that  of 
i combination  products  Both  types  provide  almost  completely  effective  con- 
ception 

^n  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
tnal  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
tain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
assure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
antitated  with  precision 

.ong-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
ite  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
me  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
e possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
uted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
otives  must  be  continued 

ndication  - Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications  - Patients  with  thrombophlebitis,  thromboembolic  disor- 
rs,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
>r  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
rogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 

Warnings  - The  physician  should  be  alert  to  the  earliest  manifestations  of 
ombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
lbolism  and  retinal  thrombosis)  Should  any  of  these  occur  or  be  suspected 
> drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 
idies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
sociation  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
al thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
en  three  principal  studies  in  Britain’  3 leading  to  this  conclusion,  and  one"  in 
s country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
sseyand  Doll3  wasabout  sevenfold,  while  Sartwell  and  associates4  in  the  United 
itesfound  a relative  risk  of  4 4,  meaning  that  the  users  are  several  times  as  likely 
undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
nerican  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
ministration,  and  that  it  was  not  enhanced  by  long-continued  administration 
e Americanstudy  was  not  designedtoevaluateadifference  between  products 
iwever,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
embolic  disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
ed.  and  further  studies  to  confirm  this  finding  are  desirable 
Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
ite loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
ixamination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
withdrawn 

since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
ated,  it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
riods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
on If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
agnancy  should  be  considered  at  the  time  of  the  first  missed  period 
A small  fraction  of  the  hormonal  agentsin  oral  contraceptives  has  been  identi- 
d mthe  milkof  mothers  receiving thesedrugs  Thelong-rangeeffecttothenurs- 
3 infant  cannot  be  determined  at  this  time 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
:lude  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papam- 
laou  smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  bythisfactor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  - A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g . retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  laundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T3  uptake  values;  metyrapone  test  and  pregnanediol  determination 

References:  1 . Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract  13  267-279  (May)  1967  2. 

Inman,  W H W,  and  Vessey.  M P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med  J 2 193-1 99 (April  27)  1968  3.  Vessey,  M P,  and  Doll,  R Inves- 
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patient  consent  form  for  surgery  and  other  treat- 
ments. Continue  to  actively  support. 

S.B.  243  (Sen.  Cook),  lowers  age  for  consent 
for  autopsy  to  18,  eliminates  need  for  two  witness- 
es, removed  requirements  of  presence  of  children’s 
parents  or  siblings  at  time  of  death  before  they 
may  give  consent,  and  permits  consent  by  tele- 
gram or  cablegram.  Continue  to  actively  sup- 
port. 

S.B.  259  (Sen.  Ocasek),  to  establish  state 
board  of  psychology  and  to  license  psychologists. 

Actively  oppose. 

S.B.  318  (Sen.  Bowen),  to  permit  governor 
to  reorganize  at  will  any  state  agency,  depart- 
ment, board  or  commission  not  under  judicial  or 
legislative  control  or  direct  control  of  an  elected 
official.  Actively  oppose. 

S.B.  332  (Sen.  Weisenbom),  to  require  that 
contact  lenses  be  prescribed  only  by  a physician. 
Needs  further  study. 

S.B.  346  (Sen.  Mottl),  to  provide  for  training 
and  licensing  of  physician’s  assistant.  Oppose  in 

its  present  form. 

S.B.  56  (Sen.  VVeisenborn),  OSMA-sponsored 
bill  to  permit  minors  to  obtain  treatment  for 
venereal  disease  without  knowledge  or  consent 
of  parents,  passed  by  Senate  and  House  and  is  on 
the  Governor’s  desk  awaiting  his  signature. 

H.B.  180  (Mr.  Mussey),  to  permit  other  than 
a licensed  physician  or  osteopathic  physician  to 
serve  as  a health  commissioner.  Council  voted 
that  this  bill  should  be  actively  opposed  unless 
amended  to  provide  that  the  health  commissioner 
be  a licensed  physician,  osteopathic  physician, 
dentist,  veterinarian  or  a person  holding  a mas- 
ter’s degree  in  public  health  administration  and 
contain  a requirement  that  in  the  event  the  health 
commissioner  is  not  a physician,  a medical  di- 
rector be  employed,  full  or  part  time.  Such  medi- 
cal director  would  be  responsible  directly  to  the 
board  of  health. 

Drug  Addiction  in  Minors  — Mr.  Page  re- 
ported that  Senator  Weisenborn  is  planning  to  in- 
troduce the  OSMA-sponsored  bill,  similar  to  the 
V.D.  bill,  to  permit  minors  to  seek  treatment  for 
drug  addiction  without  consent  or  knowledge  of 
their  parents. 

Geriatric  Nurses  — A letter  from  State  Rep- 
resentative Charles  E.  Fry  regarding  geriatric 
nurses  was  referred  to  the  Committee  on  Nurs- 
ing for  study  and  recommendation. 

Physical  Therapy  Statutes  — Council  de- 
cided, in  answer  to  an  inquiry,  that  it  had  no 
statement  or  comments  to  make  at  the  present 
time  in  regard  to  the  physical  therapy  statutes. 

Amendments  to  Blue  Cross  Enabling  Act  — 
Dr.  Robechek  informed  The  Council  that  he  had 


heard  reports  that  six  of  the  seven  Ohio  Blue 
Cross  plans  intend  to  seek  amendments  to  the 
Blue  Cross  Enabling  Act  that  would  permit  them 
to  sell  medical  service  as  well  as  hospital  coverages 
in  Ohio.  Council  voted  to  actively  oppose  such 
legislation  if  it  is  introduced. 

Ohio  Medical  Indemnity,  Inc. 

Council  next  took  up  for  consideration  the 
matter  of  OMI’s  written  interpretation  of  Sub- 
stitute Resolution  No.  14-71,  1971  OSMA  An- 
nual Meeting,  and  its  possible  effects. 

After  some  discussion,  Council  decided  that 
officials  of  OMI  be  invited  to  appear  before 
Council  the  following  day  (Sunday,  July  11). 

A letter  from  the  Cincinnati  Academy  of 
Medicine  inquiring  about  the  makeup  of  the 
OMI  Board  of  Directors  was  referred  to  the 
OMI  Liaison  Committee. 

Mr.  Jerry  Ketchum,  Senior  Vice  President, 
Ohio  Medical  Indemnity,  Inc.,  appeared  before 
Council  on  Sunday,  July  11,  to  discuss  Substitute 
Resolution  14-71,  OSMA  House  of  Delegates, 
and  the  potential  hardship  it  might  work  on  OMI. 

As  a result  of  the  discussion,  Dr.  Robechek 
appointed  an  ad  hoc  committee  of  The  Council  to 
study  and  review  Resolution  14-17  and  to  pre- 
pare a statement  for  consideration  by  Council, 
pertaining  to  the  terms  “consumer  controlled,” 
“closed  panel,”  “prepaid”  and  “group  practice 
organizations,”  and  to  review  previous  related 
policies  of  the  House  of  Delegates  and  to  report  at 
the  next  meeting  of  The  Council.  Dr.  Robechek 
appointed  as  the  Committee:  Drs.  Fulton  (chair- 
man), Fishman,  Schultz  and  Henry. 

Medical  Advances  Institute 

Minutes  of  the  meeting  of  the  Medical  Ad- 
vances Institute  held  March  28,  1971,  were  re- 
ceived for  information. 

Physician  Ownership  of  a Pharmacy 

The  Council  referred  to  the  Judicial  and 
Professional  Relations  Committee  a letter  of  in- 
quiry regarding  physician  ownership  of  a phar- 
macy. 

Fifth  Ohio  Conference  on  Chiefs  of  Staff 

Council  directed  that  a letter  from  N.  M. 
Camardese,  M.D.,  Norwalk,  requesting  that  Jose 
Garcia  Oiler,  M.D.,  be  invited  to  speak  at  the 
Fifth  Ohio  Conference  on  Chiefs  of  Staff,  Sep- 
tember 18  and  19,  1971,  be  answered  by  inform- 
ing Dr.  Camardese  that  the  program  has  been 
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filled  for  some  time  but  that  Dr.  Oiler  will  be 
considered  as  a possible  speaker  on  some  other 
occasion. 

Subcommittee  Established 

In  response  to  a request  from  Dr.  Fishman 
and  Clarence  L.  Huggins,  Jr.,  M.D.,  Cleveland,  a 
member  of  the  AMA  Committee  on  Health  Care 
of  the  Poor,  Council  voted  diat  a similar  sub- 
committee be  established  within  die  OSMA  Com- 
mittee on  Government  Medical  Care  Programs. 
Dr.  Robechek  appointed  Dr.  Huggins  as  chair- 
man of  the  OSMA  subcommittee,  to  be  known 
as  die  Subcommittee  on  Health  Care  of  the  Dis- 
advantaged. He  also  appointed  to  the  subcom- 
mittee Joseph  L.  Logan,  M.D.,  Warren;  Arnold 
J.  Sattler,  M.D.,  Gallipolis;  George  N.  Spears, 
M.D.,  Iron  ton;  and  Paul  N.  Mastros,  M.D.,  Steu- 
benville. 

Annual  Maternal  Health  Report 

Anthony  Ruppersberg,  Jr.,  M.D.,  Columbus, 
appeared  before  Council  to  present  in  detail  the 
1968  Annual  Maternal  Mortality  report  of  the 
Committee  on  Maternal  Health.  Council  ap- 
proved the  report  with  thanks  and  commenda- 
tion to  die  Maternal  Health  Committee,  and  di- 
rected that  the  report  be  published  in  The  Ohio 
State  Medical  Journal. 

Action  on  Communications 

Ohio  Nutrition  Committee 

Council  voted  to  accept  an  invitation  from 
the  Ohio  Nutrition  Committee  to  have  an  OSMA 
representative  on  the  Committee.  The  representa- 
tive is  to  be  designated  by  Dr.  Robechek. 

Metropolitan  Group  Surgical-Medical  Plan 

Council  reviewed  a letter  proposed  by  the 
Metropolitan  Life  Insurance  Company  to  be  sent 
to  each  county  medical  society  where  General 
Motors  employees  reside.  Council  directed  diat 
a letter  be  sent  to  the  insurance  firm  in  objection 
to  certain  statements  in  the  film’s  proposed  letter. 

Use  of  OSMA  Mailing  List 

A request  from  the  Cincinnati  Academy  of 
Medicine,  requesting  use  of  the  OSMA  mailing 
list  by  the  Academy’s  Medi-Club,  was  reviewed. 
Council  voted  to  reaffirm  its  previous  position 
against  use  of  the  mailing  list  under  conditions 
proposed  in  the  Academy’s  letter. 

African  Tour  in  1972 

Council  approved  a request  from  Intrav,  Inc., 
that  a tour  to  Africa,  February  4,  1972,  be  spon- 
sored by  OSMA. 


Governor’s  Conference  on  Aging 

A written  report  from  Henry  A.  Crawford, 
M.D.,  Cleveland,  on  the  Governor’s  Conference 
on  Aging,  May  5-6,  1971,  which  Dr.  Crawford 
attended  as  OSMA’s  representative,  was  received 
for  information  with  direction  diat  a letter  of 
appreciation  for  representing  OSMA  be  sent  to 
Dr.  Crawford. 


Reports  on  Malpractice  Actions, 

Welfare  and  Grievance  Cases 

Council  received  for  information  staff  re- 
ports on  current  malpractice  actions  in  Ohio,  re- 
ports on  Department  of  Public  Welfare  Cases 
currently  being  reviewed  on  request  of  the  De- 
partment, and  pending  grievance  cases.  Dr.  Robe- 
chek encouraged  members  of  The  Council  to 
follow  up  on  cases  pending  in  their  respective 
Councilor  Districts. 


Annual  Meeting  Resolutions 

Council  approved  Dr.  Robechek’s  report  on 
actions  he  had  taken  in  following  up  resolutions 
adopted  by  the  House  of  Delegates  at  the  1971 
Annual  Meeting  of  the  OSMA.  Dr.  Robechek 
reported  as  follows: 

Resolution  1-71,  increasing  OSMA  dues  to 
$65  a year,  a $15  increase,  effective  January  1, 
1972  — referred  to  the  Auditing  and  Appropria- 
tions Committee. 

Resolution  3-71,  to  study  methods  of  imple- 
menting continuing  education  programs,  to  re- 
quire participation  in  such  programs  for  con- 
tinuing membership  in  the  OSMA,  and  to  report 
findings  to  the  1972  House  of  Delegates — referred 
to  the  Commission  on  Medical  Education. 

Resolution  5-71,  attacking  drug  abuse  prob- 
lems, was  not  adopted,  but  the  House  directed  the 
OSMA  to  work  widi  the  State  Medical  Board 
and  the  State  Pharmacy  Board  in  studying  the 
problem  and  taking  appropriate  action.  Resolution 
was  referred  to  the  Committee  on  Mental  Health. 

Resolution  6-71,  encouraging  peer  review 
activities  — - referred  to  the  Peer  Review  Com- 
mittee. 

Resolution  7-71,  pertaining  to  community 
hospital  residency  training  programs,  was  sub- 
mitted to  the  AMA  House  of  Delegates  as  directed 
and  referred  by  that  House  for  study  and  recom- 
mendations. 

Am.  Resolution  9-71,  clarification  of  state- 
ments in  insurance  contracts  — referred  to  Com- 
mittee on  Insurance;  also,  a similar  resolution 
was  submitted  to  the  AMA  House  of  Delegates, 
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(A-71),  which  reaffirmed  its  position  that  such 
contracts  should  have  clear  and  simple  language. 

Am.  Resolution  10-71,  regarding  Medicaid 
limits  on  visits  to  nursing  home  patients — referred 
to  Committee  on  Government  Medical  Care 
Programs. 

Sub.  Resolution  12-71,  study  of  feasibility  of 
state  legislation  regarding  the  professional  liability 
insurance  problem,  establishment  of  liaison  with 
the  Ohio  Bar  by  OSMA  President,  feasibility  of 
an  OSMA-Ohio  Department  of  Insurance  liaison 
committee,  feasibility  of  program  of  continuing 
liability  insurance  education,  and  practicality 
of  potential  of  malpractice  review  panels  - — 
referred  to  Committee  on  Insurance,  with  Dr. 
Robechek  to  establish  Ohio  Bar  liaison. 

Am.  Resolution  13-71,  Social  Security  Admin- 
istration regulations  — resolution  submitted  to 
AMA  House  of  Delegates  (A-71),  referred  to  the 
AMA  Council  on  Medical  Service. 

Sub.  Resolution  14-71,  Ohio  Medical  In- 
demnity, Inc.  — referred  to  OMI  Liaison  Com- 
mittee. 

Sub.  Resolution  21-71,  violations  of  Medicare 
Act  — referred  to  Committee  on  Government 
Medical  Care  Programs. 

Am.  Emergency  Resolution  24-71,  restoration 
of  medical  research  grants  to  state  universities  - — 
position  of  OSMA  presented  to  members  of  Ohio 
General  Assembly  and  executive  branch  of  State 
Government. 

Am.  Resolution  25-71,  endorsement  of  AMA 
Medicredit  Plan  — copies  of  resolution  and  letter 
urging  their  support  sent  to  Ohio  Congressmen 
and  Senators  by  Dr.  Robechek. 

Am.  Resolution  26-71,  calling  for  OSMA  sup- 
port and  AMA  support  of  federal  assistance  for 


students  in  health  professions  — copies  of  OSMA 
position  sent  to  Ohio  Congressional  delegation; 
sent  to  AMA  where  that  House  of  Delegates 
(A-71)  reaffirmed  support  of  joint  private  and 
public  endeavors  for  financial  assistance  and 
urged  Congress  to  increase  financial  aid  to  medi- 
cal students. 

Am.  Emergency  Resolution  27-71,  American 
graduates  of  foreign  medical  schools,  adopted  by 
OSMA  House  — sent  to  AMA  House  (A-71) 
during  which  session  AMA  Council  on  Medical 
Education  liberalized  its  position  on  the  subject 
and  AMA  House  directed  CME  to  study  Ohio’s 
resolution  and  report  back  at  the  1971  Clinical 
Convention. 


Additional  Actions  of  Council 

Hospital  Staff  Privileges 

A letter  from  John  F.  Riesser,  M.D.,  regard- 
ing staff  privileges  at  the  Springfield  Community 
Hospital,  was  discussed.  Council  directed  Dr.  Tye 
to  investigate  the  matter. 

Physician’s  Assistants  & Retention  of  X-rays 

Council  received  for  information  an  opinion 
from  Mr.  Stichter  pertaining  to  physician’s  as- 
sistants, and  his  memorandum  regarding  the  re- 
tention of  X-rays. 

Medicaid 

Mr.  Pohlman  reported  on  the  Kansas  18th 
District  Court’s  decision  in  which  the  Sedgwick 
County  Medical  Society,  Wichita,  successfully- 
fought  a Kansas  Department  of  Social  Welfare 
order  to  reduce  Medicaid  payments  to  providers 
by  25  per  cent.  Council  asked  Mr.  Pohlman  to 
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keep  it  informed  on  any  future  developments  in 

the  case. 

Welfare  Appropriations 

A letter  from  the  Ohio  Department  of  Public 
Welfare,  calling  the  Association’s  attention  to  and 
opposing  a reduction  in  ODPW  appropriations 
as  contained  in  the  Ohio  General  Assembly  ap- 
propriation bill,  was  received  for  information. 

Video  Pape  Depositions 

In  response  to  a letter  from  Ohio  Supreme 
Court  Justice  C.  William  O’Neill  regarding  expe- 
diting court  cases,  Council  endorsed  in  principle 
a study  of  video  tape  depositions,  and  approved 
Dr.  Robechek’s  appointment  as  OSMA  represen- 
tatives to  serve  on  a committee  to  work  with  the 
Chief  Justice  in  carrying  out  the  study:  Drs.  Rich- 
ard Slager  and  Homer  Anderson,  Columbus,  Carl 
Wasmuth,  Cleveland,  and  Mr.  Pohlman  and  Mr. 
Page. 

Hill-Burton  Advisory  Committee 

A report  from  Dr.  McLarnan  on  a meeting 
of  the  Hill-Burton  advisory  committee  of  the  Ohio 
Department  of  Health  was  accepted  for  informa- 
tion. 

Laboratory  Advertising  in  The  Journal 

In  response  to  a request  for  information, 
Council  reaffirmed  its  previous  policy  that  labora- 
tory advertising  not  be  accepted  by  The  Ohio 
State  Medical  Journal. 

Medical  Records 

In  answer  to  a request  for  an  ethical  interpre- 
tation in  regard  to  medical  records,  Council 
stated: 

“A  request  for  an  ‘entire  medical 
record,’  if  supported  by  a true  copy  of  a 
duly  executed  consent  form  signed  by 
the  patient,  his  parent  or  guardian,  is 
not  considered  unethical.” 

There  being  no  further  business,  the  meeting 
was  adjourned. 

ATTEST:  Charles  W.  Edgar 

Assistant  Executive  Director 


The  57th  annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held  in 
Atlantic  City,  October  18-22.  Among  features 
of  the  meeting  will  be  presentation  of  the  Scudder 
oration  on  trauma  by  Dr.  William  A.  Altemeier, 
of  Cincinnati. 
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Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
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doses  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea. unpleasant  taste,  constipation  Endocrine:  changes  in 
libido,  impotence  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine  hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermme  base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 


drug  abuse 


take  a new 
look  at 

Pre-Sate 

(chlorphentermine 

HCI) 

the  increasingly  practical 
appetite  suppressant 


low  potential  for 
stimulatory  ‘jolt’ 
post-therapeutic  ‘let-do 


□ 

□ excessive  CNS  stimulat 

□ 


Pre-Sate  promotes  normal  patterns  of  food 
intake  and  is  a safe,  effective  supplement  to  yo 
total  program  of  caloric  reduction 

Pre-Sate  - a short-term  adjunct... 
not  a substitute... to  your  total 
program  of  weight  reduction 


Warner-Chilcott 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


when  manhood  ebbs.. 

AK  io  Holow^rl  due  to  testicular 
vli  IO  U^iaV^U  hormonal  insufficiency 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure.. . and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin .a 

[fluoxymesterone 
Upjohn] 

oral  replacement  with 
parenteral-like  potency 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin 

(fluoxymesterone,  Upjohn) 


Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. ' 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancer. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female  — 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  100  / 
5 mg.,  scored  — bottles  of  50./ 70  mg.,  scored 
— bottles  of  50. 

For  additional  product  information,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company, 


Kalamazoo,  Michigan 


a»8  7627-R 


MED  8-S-S  IIQXI 


ON  THE  OMPAC  FRONT 

“Apathy  or  Involvement” 

The  President’s  Page  of  the  Columbus  Acad- 
emy of  Medicine  Bulletin  recently  carried  the 
above  heading  and  the  following  statement  by 
John  N.  Meagher,  M.D.  which  makes  a lot  of 
sense  . . . offers  a real  challenge  to  each  and 
every  physician; 

“Should  I become  involved  or  would  it  be 
better  (easier?)  to  just  watch  and  see  what  hap- 
pens? This  age  old  question  has  plagued  man 
since  his  earliest  beginnings.  His  conscience  is 
not  to  be  denied,  yet  a little  apathy  may  win  out. 
Many  times  it  is  easier  not  to  become  involved. 

“In  these  days  of  rapid  social  change  we  are 
challenged  almost  ever)7  day.  Soon,  rather  than 
continue  involvement,  we  find  it  easier  to  say,  “I 
owe  it  to  myself  to  relax;  I’m  just  not  going  to 
get  involved  this  time!” 

“Look  about  you  and  see  what  has  happened 
when  citizens  didn’t  get  involved!  .All  manner  of 
state  and  federal  regulations  ordering  social  re- 
form have  become  law.  Some  are  long  overdue 
and  wisely  constructed  and  enacted.  Others  were 
hastily  conceived  and  just  as  hastily  passed,  even 
though  unrealistic  in  their  effect. 

“In  this  year  of  attempted  massive  govern- 
mental control  with  health  insurance  and  health 
delivery  we  will  all  become  directly  involved. 
What  will  you  as  a practicing  physician  and  an 
Academy  member  do?  Will  you  remain  apathetic 
or  will  you  become  involved?  . . . 

“Ladies  and  gentlemen,  let’s  all  get  involved! 
Let's  do  it  together  as  an  organization  and  not 
separately,  selfishly  and  ineffectually. 

“Come  and  get  involved  with  the  Academy. 
Make  it  your  spokesman.” 

Another  way  for  Ohio  physicians  to  “get 
involved”  is  to  throw  support  to  the  Ohio  Medical 
Political  Action  Committee.  Its  purpose  of 
giving  “organized”  financial  support  to  candi- 
dates for  public  office  found  worthy  of  support, 
makes  the  medical  profession’s  efforts  in  public 
affairs  (political  affairs)  more  potent  than  in- 
dividual efforts.  Think  it  over. 

Have  you  joined  OMPAC  for  1971? 

— Ohio  Medical  Political  Action  Committee 


"Hematological  Problems  in  the  Newborn” 
will  be  the  subject  of  the  fifth  annual  symposium 
on  the  newborn  presented  by  the  Department  of 
Pediatrics,  University  of  Louisville  School  of  Med- 
icine, November  4-5. 
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KEEPING  UP: 


Continuing  Education 


Opportunities 


for  Physicians  in  Ohio 


September 

American  Association  of  Medical  Clinics, 
“Trusteeship  for  Health”,  22nd  Annual  Meeting, 
Sheraton-Cleveland  Hotel,  September  14-18. 

Diagnosis  of  Adrenal  Hypercorticoid  States — 

Trumbull  Memorial  Hospital,  Warren,  12:00  noon 
to  1:00  p.m.  September  14;  Jerome  Kowall,  M.D., 
Case  Western  Reserve  University,  will  make  pre- 
sentation. 

Everyday  Urology  and  Nephrology,  Akron 
City  Hospital,  525  E.  Market  Street,  September 
15,  program  starts  at  8:30  a.m.;  Dr.  M.  J.  Sakol, 
coordinator. 

Diabetes  in  the  Pregnant  Female — Univer- 
sity of  Cincinnati  Medical  Center- — CONMED — 
at  Good  Samaritan  Hospital,  Cincinnati,  Septem- 
ber 16. 

Radiation  Workshop — Ohio  State  University 
College  of  Medicine,  September  17-18. 

Basic  Science  Related  to  Ob-Gyn — St.  Ann 
Hospital,  Cleveland,  15  weekly  sessions  beginning 
September  18. 

Sloan-Kettering  Symposium — Sponsored  by 
the  Sloan-Kettering  Institute  and  Cancer  Society; 
at  the  Kettering  Memorial  Hospital,  Kettering, 
September  22. 

Three  Days  of  Cardiology  “Coronary  Dis- 
ease, 1971” — American  Heart  Association  and  the 
Cleveland  Clinic  Educational  Foundation;  at  the 
Cleveland  Clinic,  September  22-24. 

Audiometric  Testing  Training  Course — Uni- 
versity of  Cincinnati  College  of  Medicine  and 
CONMED;  Medical  College  Building,  Eden  and 
Bethesda,  September  23-24. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Pediatric  Postgraduate  Conference  — Ohio 
State  University  College  of  Medicine,  September 
23-24. 

October 

Dermatology,  Environment  and  the  Skin 

(Residents’  Reunion) — University  of  Cincinnati 
Medical  Center — CONMED — October  5-6. 

Psychiatric  Aspects  of  Medical  Practice  for 
the  General  Physician — Cleveland  Clinic  Educa- 
tional, Foundation,  October  6-7. 

Problems  in  Internal  Medicine — Cleveland 
Clinic  Educational  Foundation,  for  specialists  and 
nonspecialists,  October  10-11. 

Endocrine  Hypertension — Trumbull  Memo- 
rial Hospital,  Warren,  12:00  noon  to  1:00  p.m., 
October  12;  Paul  Wisebaugh,  M.D.,  of  the  VA 
Hospital  staff,  Cleveland,  will  make  presentation. 

Blood  Therapy — Ohio  State  University  Col- 
lege of  Medicine,  Columbus,  October  13. 

Renal  Disease  — Practical  Applications  — 

Cleveland  Clinic  Educational  Foundation,  2020 
East  93rd  Street,  Cleveland  44106;  October  13-14. 

Cardiology — Ohio  State  University  College 
of  Medicine,  October  15;  for  specialists  and  non- 
specialists. 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


‘the  ^Donnatal  ^Effect” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonful  of  elixir  1 23%  alcohol ) No.  2 External® 


yoscyamine  sulfate 

0. 1037  mg. 

0.1037  mg. 

0.3111  mg. 

ropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

yoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

henobarbital 

l'/4  gr.)  16.2  mg. 

(W  gr. ) 32.4  mg. 

(3A  gr. ) 48.6  mg. 

varning:  may  be  habit  forming) 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  a hypersensitivity  to 
any  of  the  ingredients. 

/PHROBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


LEMON  TREE  SO  VERY  PRETTY 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EIGHTY  LEMONS. 
IS  IMPOSSIBLE  TO  EAT. 


2 ways  to  provide  a month’s 
therapeutic  supply  of  Vitamin  C 


30  Capsules 

Allbee  withC 


180  lemons  or  30  Allbee  with  C 

As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month  — 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  B6  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

A- Hf^OBINS 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (V it.  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


October 

A Day  of  Hematology,  Akron  City  Hospital, 
525  E.  Market  Street;  October  20;  program  starts 
at  8:30  a.m.  Dr.  M.  J.  Sakol,  coordinator. 

Clinical  Aspects  of  Liver  Disease — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  October  20-21. 

Obstetrics-Gynecology — Ohio  State  Univer- 
sity College  of  Medicine,  October  27. 

Modern  Concepts  in  Electrocardiography 
and  Cardiac  Arrythmias — University  of  Cincin- 
nati Medical  Center — CONMED — October  28- 
30. 


November 

Introductory  Course  in  Nuclear  Medicine  for 
Physicians  — Nuclear  Medicine  Institute,  6760 
Mayfield  Road,  Cleveland  44124;  contact  for 
dates. 

Depression  Workshop — Ohio  State  Univer- 
sity College  of  Medicine,  for  specialists  and  non- 
specialists, November  5. 

Biomechanics  (in  Orthopaedic  Surgery)  — 
Sponsored  by  the  American  Academy  of  Ortho- 
paedic Surgeons;  at  Case  Western  Reserve  Uni- 
versity, Division  of  Orthopaedic  Surgery,  Novem- 
ber 8-12. 

Endocrine  Regulation  of  Salt  and  Water  Me- 
tabolism— Trumbull  Memorial  Hospital,  Warren. 
12:00  noon  to  1:00  p.m.,  November  9;  Randall 
Travis,  M.D.,  Case  Western  Reserve  University, 
will  make  presentation. 

New  Horizons  in  Reproductive  Physiology 
and  Pathology — St.  Ann  Hospital,  Cleveland. 
November  10. 

Ophthalmologic  Review  for  the  Generalist 

University  of  Cincinnati  Medical  Center — CON- 
MED— November  18. 

Problems  of  Internal  Medicine — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  November  10-11. 

Diabetes  Seminar  — Ohio  State  University 
College  of  Medicine,  November  11. 

Internal  Medicine  (Visiting  Professor  Pro- 
gram)-— Victor  A.  McKusick,  M.D.,  professor  of 
medicine,  Johns  Hopkins  University;  Akron  City 
Hospital,  525  East  Market  Street,  Akron.  Novem- 
ber 11-12. 


A Day  of  Office  Orthopaedics — Akron  City 
Hospital,  525  East  Market  Street,  Akron;  Marvin 
J.  Sakol,  M.D.,  coordinator;  November  17,  begin- 
ning at  8:30  a.m. 

Care  of  the  Newborn  Infant — University  of 
Cincinnati  Medical  Center — CONMED — Novem- 
ber 10. 


December 

Neurosurgical  Techniques — Cleveland  Clinic 
Educational  Foundation,  for  specialists  and  non- 
specialists, December  1-2. 

Workshop  on  Electrolyte  and  Fluid  Balance 

—University  of  Cincinnati  College  of  Medicine 
and  CONMED;  at  Jewish  Hospital,  Cincinnati; 
December  9. 

Spinal  Cord  Injuries — Ohio  State  University 
College  of  Medicine,  December  9-10. 

A Day  of  Cardiology — Akron  City  Hospital, 
525  East  Market  Street,  Akron;  Marvin  J.  Sakol, 
M.D.,  coordinator;  December  15,  starting  at  8:30 
a.m. 


Ec- 

on- 

omy! 

Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  1 2 rolls 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Empirin  Compound  with 
Codeine,  grV2  or  girl 

Helps  overpower  pain 

Each  tablet  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine  gr.  V2. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

No.  4 contains  codeine  phosphate*  (64. ^gig.)  gr,  1.  .4  ^ 

^(Warning— may  be  habit  forming.) 


Empirin  Compound  with  Codeine  is  now  classified  in  Schedule  III. 
Available  on  oral  prescription  and  may  be  refilled  5 time^v 
within  6 months,  unless  restricted  by  State  law. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


LIPO-NICIN 


RELEASES  NICOTINIC  ACID 
2 WAYS 

QUICKLY  or  GRADUALLY 


NICOTINIC 
ACID 
THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  • TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 

ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VITAMINS 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


NOT  TIMED 

LIPO-NICIN  /100mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCI  (B-1)  25  mg. 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCI  (B-6) . . 10  mg 
DOSE:  1 to  5 tablets  daily 
AVAILABLE  Bottles  of  100, 
500,  1000 


NOT  TIMED 

LIPO-NICIN  “ / 250mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCI  (B-1)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCI  (B-6)..  10  mg 

DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100 
500,  1000 


GRADUAL  RELEASE 


TIMED  RELEASE  6 to  8 HOURS 

LIPO-NICIN a /300mg. 

Each  capsule  contains 

Nicotinic  Acid  300  mg 

Vitamin  C (Ascorbic  Acid) . 150  mg 
Vita  B1  (Thiamine  HCI)  25  mg 
Vitamin  B2  (Riboflavin)  2 mg 
Pyridoxine  HCI  (B-6)  10  mg 

DOSE:  1 to  2 capsules  daily 
AVAILABLE:  Bottle  of  100,  1000 
In  a special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  of  6 to  8 hours 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  fo'iowed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons.  W.B.,  Jr.  — Interview  Med 
Trib.  Nov.  28-29.  1964.  2.  Cohen.  D..  JAMA.  Aug.  6.  1960.  Vol.  173.  No.  14.  P.  1563. 


Write  for  Literature  and  Samples 

(broKW>  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street.  Los  Angeles,  California  90057 
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Outstanding  Exhibits  Recognized 
at  1971  OSMA  Annual  Meeting 


NUMBER  OF  EXHIBITS  at  the  1971 
OSMA  Annual  Meeting  in  Columbus  were 
recognized  as  outstanding  and  sponsors  were  pre- 
sented certificates  of  appreciation  for  their  con- 
tributions to  medical  and  health  education.  Also 
sponsors  were  presented  permanent  type  plaques 
which  they  displayed  on  their  exhibits  and  may 
keep  later  as  mementos. 

A summary  of  exhibits  selected  to  receive 
recognition  w'as  published  in  the  July  issue  of  The 
Journal,  page  628.  A brief  sketch  of  the  Gold 
Award  winning  exhibit  in  the  field  of  teaching 
was  published  in  the  August  issue,  page  752. 

Following  are  brief  sketches  of  additional 
exhibits  recognized  for  their  outstanding  quality. 

Electron  Microscopic  Stud)’ 

Exhibit  Wins  Gold  Award 

The  Gold  Award  in  Original  Investigation 
was  presented  to  the  exhibit  entitled  “Normal  and 
Abnormal  Morphology  of  Microorganisms  — A 
Scanning-Beam  Electron  Microscope  Study,”  spon- 
sored by  Albert  S.  Klainer,  M.D.,  and  Robert  L. 
Perkins,  M.D.,  of  the  Division  of  Infectious 
Diseases,  Department  of  Medicine,  Ohio  State 
University  College  of  Medicine. 

Following  is  a brief  resume  of  the  exhibit  and 
the  material  presented. 

* * * 

This  scientific  exhibit  demonstrated  applica- 
tions of  the  scanning  electron  microscope  to  micro- 
biology and  medicine.  The  scanning  electron 
microscope  allows  visualization  of  surface  mor- 
phology at  high  magnification  in  three-dimensional 
perspective;  it  is  further  useful  because  of  the  ease 
with  which  specimens  are  prepared  for  examina- 
tion. 

The  exhibit  demonstrated  the  basic  functional 
structure  of  this  instrument  and  presents  photo- 
graphic demonstration  of  the  normal  morphology 
of  a variety  of  microorganisms  of  clinical  im- 
portance. In  addition,  it  illustrated  the  effect  of 
penicillin  G,  cephalothin,  and  carbenicillin  on 
surface  morphology  of  specific  microorganisms  of 
clinical  interest. 

The  ability  to  visualize  large  numbers  of  intact 


bacterial  cells  provides  much  information  about 
the  spectrum  of  antibiotic  effect.  The  material 
presented  can  be  appreciated  by  both  micro- 
biologists and  physicians  since  it  corresponds  well 
with  previous  visual  experience.  It  presents  scien- 
tific data  and  demonstrates  the  value  of  it  in 
medical  education. 

The  exhibit  was  first  presented  at  the  Na- 
tional Meeting  of  the  American  Medical  Associa- 
tion in  Chicago,  June,  1970  and  was  awarded  a 
Certificate  of  Merit.  It  has  been  presented  at  the 
Clinical  Meeting  of  the  American  Medical  Asso- 
ciation in  Boston  in  December,  1970  and  at  the 
National  Meeting  of  the  American  Society  for 
Microbiology  in  Minneapolis  in  May,  1971. 

The  following  is  a list  of  related  references 
published  by  Drs.  Klainer  and  Perkins: 

1 . Klainer  AS  and  Betsch  CJ : Scanning  beam  election 

microscopy  of  selected  microorganisms.  J Inject 
Dis  121:339-343,  1970. 

2.  Klainer,  AS  and  Perkins  RL:  Antibiotic-induced 

alterations  in  the  surface  morphology  of  bacterial 
cells:  a scanning  beam  electron  microscope  study. 
/ Infect  Dis  122:323-328,  1970. 

3.  Kammer,  GM,  Pollack  JD  and  Klainer  AS:  Scan- 

ning-beam electron  microscopic  study  of  Myco- 
plasma pneumoniae.  J Bad  104:499-502,  1970. 

4.  Fass  RJ,  Carleton  J,  Watanakunakorn  C,  Klainer 

AS  and  Hamburger  M:  Scanning-beam  electron 
microscopy  of  cell  wall-defective  staphylococci. 
Infect  & Immun  2:504-515,  1970. 

5.  Klainer  AS  and  Perkins  RL:  Normal  and  abnormal 

morphology  of  microorganisms:  A scanning-beam 
electron  microscope  study.  JAMA  215:1655-1657, 
1971. 

6.  Perkins  RL  and  Klainer,  AS:  Carbenicillin-induced 

alterations  in  the  surface  morphology  of  bacteria: 
A scanning-beam  electron  microscope  study.  Anti- 
microbial Agents  & Chemotherapy.  100-104,  1970. 

7.  Klainer  AS  and  Perkins  RL:  The  Three-Dimension- 

al World  of  the  Scanning  Electron  Microscope. 
Hosp  Practice  6:88-97,  1971. 

8.  Klainer  AS  and  Perkins  RL:  Surface  effects  of  cell- 

w'all-active  antimicrobial  agents.  Proceedings  of 
the  4th  Ann.  SEM  Symposium  I1TRI  329-336, 
1971. 

Clinical  Microbiology  Exhibit 
Wins  Silver  Award 

Sponsors  of  the  exhibit  entitled  “Clinical 
Microbiology”  were  presented  the  Silver  Award 
in  the  Teaching  Field.  Sponsors  were  James  W. 


846  j The  Ohio  State  Medical  Journal 


Recognition  for  Outstanding  Exhibits 


In  the  background  is  part  of  the  exhibit.  “Normal  and  Abnormal  Morphology  of  Microorganisms  — - A Scanning- 
Beam  Electron  Microscope  Study,”  the  Gold  Award  winner  in  the  field  of  original  investigation.  Here  President 
Robechek  presents  the  Gold  Award  plaque  to  Geraldine  Bain  and  Carla  Betsch,  technicians  in  the  OSU  De- 
partment of  Medicine,  who  helped  man  the  exhibit  during  the  meeting. 


The  Silver  Award  in  the  Teaching  Field  went  to  the  exhibit  entitled  “Clinical  Microbiology  sponsored  by 
James  W.  Funkhouser,  M.D.  and  Rudolph  Krafka,  B.S.  Here  Dr.  Jerry  Hammon,  member  of  the  Committee 
on  Scientific  Work,  right,  presents  the  award. 
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Funkhouser,  M.D.,  and  Rudolph  Krafka,  B.S.,  ol 
Miami  \Talley  Hospital,  Dayton. 

The  exhibit  depicted  eight  diseases  in  which 
the  history,  physical  examination,  or  x-ray  were 
suggestive  of  the  etiology. 

For  example,  the  refractory  ulcer  on  a child's 
knee  following  injury  from  a tropical  fish  tank 
suggested  a “swimming  pool  granuloma”  due  to 
Mycobacterium  marinu  m . 

The  ulcer  on  the  finger  of  a nurseryman  with 
ascending  nodular  lymphangitis  strongly  suggested 
sporotrichosis. 

The  exhibit  demonstrated,  with  color  trans- 
parencies, the  clinical  finding  and  the  pertinent 
microbiology  in  the  identity  of  causative  agents. 

Other  diseases  depicted  were  pulmonary  fun- 
gus ball,  cat  bite  with  Pasteurella  multocida  in- 
fection, Actinomycosis,  blastomycosis,  acute  histo- 
plasmosis following  cleaning  of  a bam,  and 
inoculation  nocardiosis  from  a honeylocust  thorn 
wound  in  the  patient’s  foot. 

In  most  of  these  cases,  a history  is  very  helpful 
in  establishing  a high  index  of  suspicion  of  the 
causative  agent,  later  identified  by  the  microbiology 
laboratory. 

Silver  Award  to  Exhibit  on 
Total  Hip  Joint  Replacement 

The  Silver  Award  in  Original  Investigation 
was  presented  to  Thomas  H.  Mallory,  M.D.,  of 
Ohio  State  University  College  of  Medicine,  for  his 
exhibit  entitled,  “Total  Hip  Joint  Replacement.” 

Following  is  a brief  description  of  the  exhibit 
and  the  subject  matter  presented  as  prepared  by 
the  sponsor.  For  a clinical  presentation  of  the 
method  described,  please  refer  to  the  August  issue 
of  The  Journal,  pages  733-736  for  an  article  by 
Dr.  Mallory. 

The  purpose  of  the  exhibit  was  to  demonstrate 
the  mechanical  and  biological  principles  behind 
total  hip  replacement.  The  various  types  of 
prostheses  that  are  currently  being  used  were 
demonstrated.  X-rays  showing  various  types  of  hip 
disease  that  qualify  for  this  type  of  operation  were 
available  for  viewing. 

The  advantages  of  total  hip  replacement  using 
methylmethacrylate  as  a fixing  agent  were  strongly 
emphasized.  There  were  examples  of  the  polymeriz- 
ed methylmethacrylate  on  the  demonstration  tables. 

The  unique  features  of  early  weight  bearing, 
relief  of  pain  and  functional  range  of  motion  were 
emphasized.  In  addition,  a point  was  made  con- 
cerning complications  of  infection,  allergic  reaction 


and  numerous  problems  associated  with  surgery 
of  this  magnitude. 

Total  joint  replacement  in  the  management 
of  severe  degenerative  disease  of  the  hip  has  been 
spectacular  because  it  offers  a method  of  treating 
severely  destroyed  joints  with  mechanical  replace- 
ments. 

The  strong  rigidity  and  stability  of  the 
methylmethacrylate  has  allowed  rapid  return  to 
adequate  functional  level  without  prolonged  phys- 
ical demands  on  the  patients  involved. 

A British  orthopaedist,  John  Charnley,  has 
pioneered  total  hip  replacement  and  is  currently 
reporting  on  ten-year  follow-ups.  To  date  there 
has  been  no  significant  carcinogenic  or  major  wear 
problems  with  the  artificial  implants.  The  problem 
of  infection  continues  to  be  a point  of  concern. 

Total  hip  replacement  is  going  to  be  a proce- 
dure that  the  practitioner  can  depend  upon  for 
relieving  pain  and  limited  function  associated  with 
severe  end-stage  hip  disease. 

Exhibit  on  Atherosclerosis 
Study  Wins  Bronze  Award 

The  Bronze  Award  in  Original  Investigation 
was  presented  to  Abdul  F.  Naji,  M.D.,  of  St. 
Alexis  Hospital,  Cleveland,  for  his  exhibit  entitled 
“Paraostial  Atherosclerosis.” 

F'ollowing  is  a description  of  the  exhibit  ma- 
terial written  by  the  sponsor. 

Hearts  obtained  from  100  autopsies  performed 
at  St.  Alexis  Hospital,  Cleveland,  were  studied. 
The  ages  of  the  patients  ranged  from  premature 
stillborn  infants  to  90  years.  Each  heart,  including 
the  ascending  aorta,  was  cut  so  that  the  proximal 
portion  of  the  left  coronary  artery,  its  ostium,  the 
ascending  aorta  and  the  left  adjacent  aortic  cusp 
were  all  bisected  longitudinally.  The  angle  between 
the  left  coronary  artery  and  the  ascending  aorta 
was  then  measured.  Several  step-sections  or  serial 
sections  from  each  block  were  stained  with  hema- 
toxylin and  eosin. 

We  encountered  various  grades  of  athero- 
sclerosis in  the  proximal  segment  of  the  left 
coronary  artery  during  our  studies.  In  the  majority 
of  cases,  the  atherosclerotic  changes  did  not  follow 
a uniform  concentric  pattern,  but  were  distinctly 
more  prominent  at  certain  levels  and  on  certain 
aspects  of  the  arterial  wall.  The  lesions  were  most 
prevalent  in  two  zones  of  the  arterial  segment:  1. 
The  superior  ostial  zone  of  the  outer  wall;  2.  the 
postostial  zone  of  the  inner  wall. 

We  were  impressed  by  the  frequent  tendency 
of  the  atherosclerosis  to  select  the  same  areas  of 
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Recognition  for  Outstanding  Exhibits 


iQUE  feature: 


The  exhibit  ‘‘Total  Hip  Joint  Replacement”  sponsored  by  Dr.  Thomas  H.  Mallory  was  selected  for  the  Silver 
Award  in  Original  Investigation.  Here  Dr.  Jerry  Hammon,  right,  member  of  the  Committee  on  Scientific  Work, 
presents  the  award  to  Dwight  Reed  who  helped  man  the  booth. 


Dr.  Abdul  F.  Naji,  right,  receives  the  Bronze  Award  in  Original  Investigation  from  1970-1971  President  Rich- 
ard Fulton  for  his  exhibit  entitled  “Paraostial  Atherosclerosis.  ’ 
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the  arterial  segments  in  the  different  subjects.  The 
lesions  were  present  in  nearly  all  the  specimens 
front  patients  over  20  years  of  age.  However,  the 
extent  of  involvement  was  closely  related  to  age. 
These  observations  suggest  to  us  that  physical  fac- 
tors (hemodynamic  action  of  the  systolic  pressure) 
may  determine  the  area  of  onset  of  atherosclerosis 
and  both  the  physical  factors  and  the  metabolic 
derangement  would  affect  the  rate  and  the  degree 
of  atherosclerosis  in  the  arterial  segment. 

We  believe  that  in  the  average  case,  the 
proximal  ostial  margin  of  the  left  coronary  artery 
is  more  exposed  to  the  systolic  thrust  than  is  the 
inferior  ostial  margin.  This  is  due  to  the  protective 
position  of  the  aortic  cusp  which  covers  the  distal 
ostial  margin  during  the  systolic  phase.  If  it  were 
possible  to  prove  that  the  systolic  pressure  has  a 
direct  influence  in  producing  atherosclerosis,  we 
could  expect  these  changes  to  be  more  severe  in 
areas  which  are  most  exposed  to  the  pressure. 

After  the  systolic  impact  of  blood  against  Zone 
1,  the  rebound  thrust  is  directed  toward  the  op- 
posite arterial  wall.  The  blood  is  then  thrown 
toward  a slightly  distal  segment  of  the  blood  vessel 
because  of  the  continuous  blood  flow  toward  the 
periphery.  This  may  explain  the  presence  of  the 
second  atherosclerotic  patch  in  Zone  2,  which  is 
usually  located  at  a level  slightly  distal  to  Zone  1. 


Physician's  Bookshelf 


The  Mental  Health  of  the  Child  — This 
Public  Health  Service  Publication  No.  2168  is  a 
compilation  of  program  reports  of  the  National 
Institute  of  Mental  Health,  edited  by  Julius  Segal, 
Ph.D.  The  588-page  book  is  for  sale  by  the 
Superintendent  of  Documents,  U.  S.  Government 
Printing  Office,  Washington,  D.  C.  20402,  for 
$5.00. 


Handbook  of  Psychiatry,  Second  Edition,  by 
Philip  Solomon,  M.  D.,  University  of  California, 
and  Vernon  D.  Patch,  M.  D.,  Harvard  Medical 
School.  This  manual  is  intended  to  serve  as  a 
practical  review  and  discussion  of  the  problems 
of  psychiatry  and  is  aimed  primarily  toward  the 
medical  practitioner  and  psychiatric  resident.  It 
would  also  be  useful  to  psychologists,  clergymen, 
social  workers,  nurses,  etc.  This  is  one  of  a number 
of  concise  handbooks  for  practitioners  and  stu- 
dents published  by  Lange  Medical  Publications. 
Los  Altos,  California  94022:  price,  $7.50. 


Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES: 

* 125  In-patient  beds  — 

* Day  Hospital  program  • — 

* Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

* Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  - Worthington,  Ohio 

Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 
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For  new  medical  facilities 
designed  to  work  best  for  you 

A single  source  best  meets  your  needs.. 


For  new  facilities  that  are  in  keeping  with  your  needs  . . . now  and  for  the 
future  . . . For  better  ways  to  function  . . . Call  BBC  Health  Care  Industries, 
The  "single  responsibility"  source  for: 


’ ECONOMIC  FEASIBILITY 
• SITE  ANALYSIS 
1 SITE  ACQUISITION 
■PLANNING  AND  FINANCING 
■DESIGN  AND  ENGINEERING 
■CONSTRUCTION  MANAGEMENT 
■EQUIPPING  AND  FURNISHING 
-GUARANTEED  COST 


■MASTER  AND  LONG  RANGE 
PLANNING 

■ HEALTH  MAINTENANCE 
ORGANIZATION  PROGRAMS 

■ CROUP  PRACTICE  STUDIES 
OPERATIONS  ANALYSIS 

■ FEASIBILITY  STUDIES 
■SYSTEMS  ANALYSIS 


. . . Write,  wire  or  phone,  without  obligation: 

Discuss  your  needs  with 

Mr.  G.  L.  Brown,  Vice  President,  today. 

BBC  Health  Care  191 
Industries,  Inc.  4/ 

1130  Hampton  Avenue,  St.  Louis,  Missouri  63139 

(314)  647-3800 

A Health  Care  Subsidiary  of  Bank  Building 

Corporation,  the  nation's  largest,  most  experienced  . 

firm  specializing  in  planning,  designing,  building 

and  furnishing  financial  institutions.  City 


##  ° 

Mr.  G L.  Brown, 

Vice  President 
BBC  Health  Care 
~ Industries,  Inc. 

1130  Hampton  Avenue 
St  Louis,  Mo.  63139 

Please  have  a representative  call  □ 


Please  send  additional  information  □ 


Address 


Name. 


. State . 


Zip 


Telephone  (Include  Area  Code) 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  June.  List  shows  name 
of  physician,  county,  and  city  in  which  he  is  prac- 
ticing, or  in  which  he  is  taking  postgraduate  work. 


ASHTABULA 

Marion  N.  Malinowski 
Ashtabula 

CUYAHOGA  (Cleveland) 
Ireneo  T.  Cadsavvan 
Jutta  M.  Nemec 
Harold  F.  Young 

FRANKLIN 
Miguel  Jorge 
Columbus 

FULTON 

Hassan  H.  Eslami 
Wauseon 

GALLIA  (Gallipolis) 
Herbert  A.  Giese,  Jr. 
Richard  B.  Simpson 

GEAUGA 

David  C.  Mayer 
Chardon 


HAMILTON  (Cincinnati) 
Joseph  D.  Alter 
Eusebio  N.  Gayol 
Ian  Scott 
Steven  Shah 
Stephen  J.  Thiel 

LAKE 

Sung  Soo  Han 
Willoughby 

LORAIN 

Naresh  K.  Sharma 
Elyria 

MONTGOMERY  (Dayton) 
M.T.S.  Parand 
Patricia  M.  Ronald 

SUMMIT  (Akron  unless 
otherwise  noted ) 

Maher  A.  Azer 
Donald  F.  Eipper 
John  W.  Ewing 
Fayez  H.  Iskander 
Bath 

Alfred  J.  Magoline,  Jr. 


Family  Practice  Board 
Announces  Exam  Dates 

The  American  Hoard  of  Family  Practice  an- 
nounces that  it  will  give  its  next  examination  for 
certification  in  various  centers  throughout  the 
United  States.  The  examination  will  be  over  a 
two-day  period  on  April  29-30,  1972.  Information 
regarding  the  examination  can  be  obtained  by 
writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

Deadline  for  receiving  completed  applications 
in  the  Board  office  is  February  1,  1972. 


Dr.  Ralph  S.  Hosier  was  the  subject  of  a 
feature  article  in  the  Circleville  Herald.  Born 
across  the  border  in  Fairfield  County,  he  has 
practiced  in  the  Pickaway  County  community  of 
Ashville  for  59  years.  He  has  no  plans  of  retiring, 
he  told  the  reporter. 


Dr.  Ymkje  M.  Van  Erp,  of  Willoughby,  was 
the  subject  of  a feature  article  in  the  News- 
Herald,  local  newspaper.  She  is  the  current  vice- 
president  of  the  Ohio  Division  of  the  American 
Association  of  University  Women.  Her  husband, 
John  Van  Erp  is  an  architectual  engineer. 


tire  Wendt-Bristol  co. 
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Transfer  a patient  to  a Medi- 
center.  This  frees  a hospital  bed 
for  a seriously  ill  patient  who 
needs  acute  care  services.  All 
Medicenters  are  conveniently 
near  hospitals.  Thus  transfers 
are  quick,  easy  and  usually  at 
no  cost  to  the  patient. 

Medicenter  patients  are  on 
the  road  to  recovery.  And,  at 


Medicenter,  these  patients  con- 
tinue to  receive  professional  care 
at  a sub-acute  level  at  significantly 
less  cost  than  is  possible  in  an 
acute  hospital. 

Medicenter  offers  a number 
of  benefits  to  both  patients  and 
physicians.  The  greatest  advan- 
tage to  physicians  is  that  Medi- 
center frees  beds  in  hospitals  for 


more  of  his  seriously  ill  patients. 
In  addition  to  considerably  lower 
costs,  the  patients  enjoy  a pleas- 
ant, restful  atmosphere  which  is 
conducive  to  rapid  recovery. 

If  you  would  like  to  know 
more  about  Medicenter  and  how 
it  can  help  serve  you  and  your 
hospital,  we  invite  your  inquiry. 


How  to  give  a bed 
to  >our  favorite 
hospital. 


Medicenter  of  America 
145  Olive  Street 
Akron,  Ohio  44310 


2915  Clifton  Avenue 
Cincinnati,  Ohio  45220 


323  East  Town  Street 
Columbus,  Ohio  43215 


Obituaries 


Charles  Karl  W.  Ascher,  M.D.,  Cincinnati; 
Karl-Ferdinand  University,  Prague,  191 1 ; aged  83; 
died  July  17;  member  of  OSMA,  AM  A,  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
American  Ophthalmological  Society,  and  Associa- 
tion for  Research  in  Ophthalmology;  Fellow, 
American  College  of  Surgeons;  diplomate,  Amer- 
ican Board  of  Ophthalmology;  resident  of  Cin- 
cinnati and  practitioner  there  since  1939;  professor 
emeritus  in  ophthalmology,  University  of  Cincin- 
nati College  of  Medicine;  researcher  for  whom 
Ascher’s  glass-rod  phenomenon  is  named;  recipient 
of  the  Knapp  Medal  of  the  AMA  in  1953. 

Earl  Hayes  Baxter,  M.D.,  Columbus;  Ohio 
State  University  College  of  Medicine,  1918;  aged 
78;  died  July  16;  member  of  OSMA,  AMA,  and 
American  Academy  of  Pediatrics;  diplomate, 
American  Board  of  Pediatrics;  pediatrician  of  long 
standing  in  Columbus;  former  chief  of  staff  at 
Children’s  Plospital,  Columbus;  honored  in  1963 
at  dedication  of  the  Earl  Hayes  Baxter  Auditorium 
at  Children’s  Hospital;  former  chairman,  Depart- 
ment of  Pediatrics,  OSU  College  of  Medicine;  past 
president,  Academy  of  Medicine  of  Columbus  and 
Franklin  County. 

Winfred  Mason  Dowlin,  M.D.,  Canton;  Co- 
lumbia University  College  of  Physicians  and 
Surgeons,  1931;  aged  63;  died  July  8;  member, 
OSMA,  AMA,  and  Industrial  Medical  Associa- 
tion; Fellow,  American  College  of  Surgeons;  diplo- 
mate, American  Board  of  Surgery;  practitioner  in 
Canton  for  about  35  years;  founder  and  former 
director  of  the  tumor  clinic  at  Aultman  Hospital. 

Francis  Thomas  Gallen,  M.D.,  Columbus; 
Starling-Ohio  Medical  College,  1913;  aged  81; 
died  July  20;  member  OSMA  and  AMA;  practi- 
tioner of  more  than  50  years  standing  in  Colum- 
bus; veteran  of  World  War  I.  Dr.  William  J.  Gal- 
len, of  Milwaukee,  is  a son. 

Warren  Wendell  Green,  M.D.,  Toledo;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1929; 
aged  67;  died  July  8;  member  of  OSMA,  AMA, 
and  American  Proctologic  Society;  Fellow,  Amer- 
ican College  of  Surgeons;  diplomate,  American 
Board  of  Surgery  and  American  Board  of  Colon 
and  Rectal  Surgery;  practitioner  of  long  standing 
in  Toledo,  specializing;  in  proctologrv;  veteran  of 
World  War  II. 


Glenn  Holway  Reams,  M.D.,  St.  Petersburg, 
Fla.;  Vanderbilt  University  School  of  Medicine, 
1916;  aged  82;  died  July  6;  member  of  OSMA 
and  AMA;  retired  in  1966  after  practicing  as  a 
surgeon  in  Toledo  for  many  years;  veteran  of 
World  War  I. 

Alexander  Salamon,  M.D.,  Seaman;  German 
University  Faculty  of  Medicine,  Prague,  1932; 
aged  62;  died  July  12;  member  of  OSMA  and 
AMA;  general  practitioner  in  the  Adams  County 
community  since  1953. 

M.  Howard  Sheppard,  M.D.,  Columbus; 
University  of  Arkansas  School  of  Medicine,  1964; 
aged  31;  died  July  11  in  a traffic  accident  in  which 
his  6 year  old  son  also  was  killed.  Dr.  Sheppard 
had  completed  residency  training  at  University 
Hospitals,  Columbus,  and  was  on  his  way  to 
Anchorage,  Alaska,  where  he  planned  to  practice. 
The  accident  happened  in  California. 

Charles  Reames  Young,  M.D.,  Cleveland; 
University  of  Virginia  Medical  School,  1957;  aged 
38;  died  July  2;  member  of  OSMA  and  AMA; 
Fellow,  American  College  of  Physicians;  diplo- 
mate, American  Board  of  Internal  Medicine; 
practitioner  in  the  Cleveland  area  since  1966; 
served  in  the  Air  Force  from  1961  to  1963. 

Harley  B.  Lehnert,  M.D.,  Toledo;  University 
of  Michigan  Medical  School,  1931;  aged  67;  died 
July  26;  member,  OSMA  and  AMA;  general 
practitioner  of  long  standing  in  Toledo. 

Andrew  Jackson  Love,  M.D.,  Warren;  Me- 
harry  Medical  College  School  of  Medicine,  1922; 
aged  73;  died  July  8;  member,  OSMA,  AMA, 
and  the  American  Academy  of  General  Practice; 
general  practitioner  of  some  40  years  standing  in 
the  Warren  area;  veteran  of  World  War  I. 

Forrest  Ellsworth  Lowry,  M.D.,  Urbana;  Jef- 
ferson Medical  College  of  Philadelphia,  1931;  aged 
67;  died  July  14;  member,  OSMA,  AMA  and 
American  Society  of  Abdominal  Surgeons;  Fellow, 
American  College  of  Surgeons;  past  president, 
Champaign  County  Medical  Society;  practicing 
surgeon  of  long  standing  in  the  Urbana  area; 
veteran  of  World  War  II. 


854  j The  Ohio  State  Medical  Journal 


Create  a 
machine 


What  to  do 
until „ . 
suppositories 

work: 


Read 
“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO  , INC. 
Lynchburg,  Va.  24505 


(B 

| pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg.  N.:  Med  Times  91  45,  Jan  , 1963  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun,  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A , Flores.  A and  Weiss,  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D Western  J Surg  72:177,  May-June,  1964. 
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Woman’s  Auxiliary  Highlights 

By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


OMETHING  OLD,  Something  New 

A rather  unconventional  way,  we  admit,  of 
paraphrasing  a familiar  quote  to  describe  the 
forthcoming  Fall  Fact  Forum  to  be  held  in  Colum- 
bus on  September  28  (a  Tuesday)  at  the  Sheraton 
Motor  Inn  North  — Route  161  at  1-71  from  8:30 
a.m.  to  3 : 30  p.m. 

Yet  it  is  just  that  — the  “something  old” 
in  the  sense  that  Fall  Fact  Forum  is  an  Auxiliary' 
tradition  and  a tremendously  important  informa- 
tive project  for  local  auxiliary  officers  and  chair- 
men; the  “something  new”  in  the  sense  of  its 
Western  theme  — a “Round-Up”  at  the  “Triple 
F Ranch”  that  will  even  include  a Chuck-Wagon 
luncheon.  Decorations  will  feature  Western  ranch 
“appointments.” 

Mrs.  Russell  Wiessinger,  state  president,  and 
Mrs.  L.  A.  Loria,  state  president-elect  and  Forum 
coordinator,  emphasized  that  there  will  be  short 
presentations  by  each  state  chairman  with  helpful 
visual  aids  and  fastmoving  action  to  give  everybody 
the  most  pertinent  facts  about  their  subject  so  that 
the  workshops  can  then  be  devoted  more  to  ques- 
tions and  discussion. 

The  Fall  Fact  Forum  is  a “must”  for  county 
presidents,  presidents-elect  and  local  chairmen.  At 
no  one  time  during  the  Auxiliary  year  is  more  to 
be  made  available  in  the  way  of  practical  help 
than  at  this  September  workshop  meeting.  The 
fact  that  county  programs  have  already  been 
planned  does  nothing  to  alter  the  importance  of 
the  workshop.  For  it  is  through  this  workshop  that 
doctors'  wives  as  auxiliary  members  learn  the 
practical  means  of  carrying  out  successfully  those 
projects  they  have  visualized  on  paper.  Moreover, 
they'll  find  out  what  other  auxiliaries  are  doing, 
discover  that  every  group  has  some  kind  of  prob- 
lem at  one  time  or  another,  and  be  afforded  the 
opportunity  to  “listen  in"  on  suggestions  for  meet- 
ing such  problems.  Hard  at  work  on  this  year’s 
Fall  Fact  Forum,  along  with  Mrs.  Loria,  are  Mrs. 
Steven  A.  Pollis,  chairman,  and  Mrs.  T.  A.  Russell, 
cochairman,  both  from  Trumbull  county  (which 
just  happens  to  be  Eileen  Loria's  home  county!). 


“Specialties” 

Some  highlights  of  this  year's  Forum  include: 
The  presence  of  Mrs.  Chester  Young,  North 
Central  Regional  vice-president  (on  the  national 
level)  whose  concern  is  membership  and  who  will 
speak  on  “Girls  Wanted  — No  Experience  Neces- 
sary”; the  presence  of  Mrs.  Burton  Kintner,  North 
Central  Regional  Legislative  chairman,  who  will 
share  the  legislative  session  with  Mrs.  Malachi  W. 
Sloan,  II,  state  chairman;  a membership  skit  under 
the  direction  of  Mrs.  Daniel  S.  Wolff,  state  first 
vice-president  and  a “cast”  of  Lucas  County 
members;  and  the  presence  of  Robert  Lang,  Ph. 
I).,  executive  secretary  of  the  Cleveland  Academy 
of  Medicine,  who  will  be  the  luncheon  speaker 

and  discuss  “Stand  Up-Speak  Up-and 

- giving  some  pointers  on  effective  public  speak- 
ing, how  to  preside  with  poise  and  confidence,  etc. 

It  sounds  like  a terrific  day.  Here,  in  more 
detail,  is  how  the  program  shapes  up  for  the 
Round-Up! 

8:30-9:30  a.m.  Continental  Breakfast  and 
Registration 

9:15  a.m.  — General  Session 

Welcome  — Mrs.  Russell  Wiessinger, 
President 

Message  — Mrs.  Chester  Young,  North 
Central  Regional  V.  P. 

Preview  of  Ideas  on  Round-Up  — Mrs. 
L.  A.  Loria,  Pres. -Elect 

10:00-10:35  a.m. 

Community  Health  — Mrs.  Victor 
Hinrichs 

AMA-ERF  — Mrs.  Karl  Ulicny,  Mrs. 
Henry  Holden 

10:40-11:15  a.m. 

Legislation  — Mrs.  Malachi  W.  Sloan. 

Mrs.  Burton  Kintner 

Safety  — Mrs.  F.  M.  Freimann 
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choose  the  topicals 
that  give  your  patient- 


n broad  antibacterial  activity  against 
susceptible  skin  invaders 
"8?  lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporm  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units;  ( 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Yz  oz.  for  topical  use  only. 

Vanishing  Cream  Base  I 

Neosporin-G  creain 

(polymyxin  B-neomycin-gramicidin)  f 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%  | 
methylparaben  as  preservative. 

In  tubes  of  15  g. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  1 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  \ 

Contraindications:,Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  ( 
perforated.  These  products  are  contraindicated  in  those  individuals  whot 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


1 1 :20- 1 1 :55  a. ni. 

Children  and  Youth  Mrs.  Albeit 
May 

Membership,  Members-at-large  — Mrs. 
Daniel  Wolff,  Mrs.  Robert  Ulrich 

12:00-12:30  p.m. 

District  Fellowship  — District  Directors 
Exhibits  — Treasurer’s  Corner 

12:30-1:45  pan. 

Chuck  Wagon  Luncheon 
“Stand  Up-Speak  Up-ancl  . . . .”  Rob- 
ert Lang,  Ph.  D. 

1:50-2:20  p.m. 

Mental  Health  — Mrs.  Annin  Melior 
Health  Careers  — Mrs.  H.  I.  Hum- 
phrey 

2:25-3:00  p.m. 

International  Health  - — Mrs.  Howard 
Smith 

Program  — Mrs.  L.  A.  Loria 

3:05-3:30  p.m. 

Parliamentary  Procedure  — Mrs.  I.  A. 
Nickerson 

Auxiliary  News  and  Publicity  — Mrs. 
H.  W.  Allison,  Mrs.  S.  L.  Meltzer 

3:30  p.m. -Coke  Refreshment 
Evaluation  Forms 

For  State  Board 

I had  better  not  forget  to  make  mention  of 
the  Fall  Board  meeting  which  will  take  place  on 
Monday,  September  27  — the  day  before  the  Fall 
Fact  Forum.  It  will  also  be  held  at  the  Sheraton 
Motor  Inn,  at  12:30  p.m.  The  Board  dinner  will 
take  place  at  6:30  p.m.  This  (the  “dinner  hour”) 
is  always  a particularly  fun-and-relaxing-time  — 
a chance  to  mingle  and  to  talk  — a time  of 

“getting  to  know  you” And  at  8:30 

p.m.  there  will  be  a rehearsal  with  state  chairmen 
for  the  next  day’s  Big  Event. 

Here  and  There 

The  Lawrence  County  auxiliary’s  May 
luncheon  and  installation  were  held  at  the  lovely 
hundred-year-old  home  of  Dr.  and  Mrs.  Ralph 
Massie  in  fronton.  Mrs.  Plarry  Nenni,  president, 
presided.  Mrs.  B.  U.  Howland,  immediate  past 
Ninth  District  director,  installed  the  new  officers 
and  presented  each  such  officer  with  a small, 
old-fashioned  lamp  to  symbolize  the  “lighting  of 
the  way”  to  a successful  year.  She  also  gave  a 
highly  interesting  and  informative  talk  on  her 
recent  trip  to  Greece.  Turkey  and  Jerusalem.  Mrs. 


Samuel  L.  Meltzer,  past  state  president,  described 
some  of  the  highlights  of  her  year  as  president. 

The  new  Lawrence  county  officers  include: 
Mrs.  Thomas  Miller,  president;  Mrs.  Barney  Os- 
borne, president-elect;  Mrs.  A.  J.  Payne,  secretary; 
Mrs.  Charles  Gallagher,  treasurer;  Mrs.  Nenni, 
parliamentarian. 

I can’t  resist  this  opportunity  to  salute  the 
Lawrence  County  group  with  whom  I have  per- 
sonally had  a long  and  fine  relationship.  Although 
their  membership  totals  only  19,  they  are  as 
outstanding  a group  of  doctors’  wives  and  aux- 
iliary members  as  could  be  found  anywhere.  It 
brings  to  mind  Ann  Wiessinger’s  comments  in  hei 
inaugural  address  that  there  are  no  small  auxilia- 
ries — only  those  with  fewer  numbers.  Lawrence 
County'  was  organized  in  1949.  Dorothy  Nenni. 
the  immediate  past  president,  served  as  Ninth 
District  director  in  the  middle  fifties,  and  has  just 
begun  her  second  “round”  in  that  state  capacity. 
I have  been  a guest  many  times  in  Ironton  and 
each  time  I come  away  from  the  meeting  with  a 
sense  of  gratitude  for  the  warmth,  the  friendship, 
the  unity  and  the  purpose  that  mark  this  group 
of  doctors’  wives. 

Next  Door 

Lawrence  County’s  “neighbor,”  Scioto  Coun- 
ty (where  I belong)  held  its  May  Breakfast  and 
Installation  on  May  19  at  the  home  of  Dr.  and 
Mrs.  Harlan  Williams  in  Portsmouth.  Since  I 
seem  to  be  handing  out  some  orchids  today,  I 
can’t  overlook  Joyce  Williams  who  is  one  of  those 
interested  and  “ever-willing”  doctors  wives,  with 
whom  it  is  a joy  to  work.  They  open  their  homes 
time  after  time,  to  breakfasts,  luncheons  and  din- 
ners for  special  auxiliary  occasions  and  never  lose 
their  cool!  In  fact,  young  women  like  Joyce  make 
it  wonderfully  apparent  that  they  consider  it  a 
real  privilege  to  serve  their  auxiliary. 

Mrs.  Robert  Martin,  Scioto  president,  presid- 
ed at  the  final  business  session.  I had  the  honor 
of  installing  the  new  officers  who  include:  Mrs. 
Ralph  Herins,  president;  Mrs.  David  Livingston, 
president-elect;  Mrs.  Clyde  Hurst,  vice-president: 
Mrs.  Jerome  Rini,  secretary;  Mrs.  Donald  Apple- 
ton,  treasurer;  Mrs.  Spencer  K.  Miller,  historian; 
Mrs.  Milton  Levine,  elected  member  to  the  Board. 
Mrs.  Martin  was  presented  the  past  president’s 
gold  pin  and  a special  gavel  which  had  been  made 
by  the  talented  Dr.  Spencer  W.  Miller,  of  Ports- 
mouth. 

Champagne  Brunch 

Over  200  members  attended  the  Champagne 
Brunch  sponsored  jointly  by  the  Academy  of 
Medicine  of  Cincinnati  and  the  Woman’s  Auxilia- 
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On  formulary  and  in  the  pharmacy... 

take 

advantage 
of  the 

Kantrex 

KANAMYCIN  SULFATE 


NOC  15-3503  20 


KANTREX' 


KANAMYCIN  SULFATE 
INJECTION 

EQUIVALENT  TO 

10  G m . 


KANAMYCIN  3 ml. 

• : '■  Federal  la*  pr&htfeU 
■&-  ■ f>g  *ithout  p<eKTipttOfl. 


experience 


A dozen  years  of  Kantrex  usage  have  established 


its  efficacy  its  versatility. 

And  its  economy. 

Faced  with  a life-threatening  infection,  the 
physician  cannot  conscionably  consider 
economy  a primary  factor  in  selection  of 
an  appropriate  antibiotic.  However,  when 
susceptibility  reports  are  in,  the  infecting 
pathogens  are  often  found  to  be  suscep- 
tible to  several  antibiotics.  The  physician 
may  then  consider  dose  requirements 
and  cost  in  his  prescribing  decision. 


its  simplicity. 

Kantrex  requires  one  simple  standardized 
dose  for  almost  any  patient  with  any  sus- 
ceptible mixed  Gram-negative/staph  infec- 
tion (Pseudomonas  are  resistant).  The 
usual  adult  daily  dose  of  Kantrex  is  only 
I.OGm....  and  the  usual  total  course  of 
therapy,  7-10  Gm.  Translated  to  dollars  and 
cents,  thedaily  cost  of  Kantrex  therapy  may 
be  only  1/2  to  1/8  that  of  therapy  with  other 
parenteral  antibiotics  used  for  serious  hos- 
pital infections. 


Doesn't  it  make  good  sense  to  use  Kantrex? 

Experience  proves  it  does. 


TIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
) 7/8/70 

ir  complete  information,  consult  Official  Package  Circular 


Warning:  Irreversible  deafness  can  occur  Tinnitus  or  vertigo  may  also 
occur  and  indicate  vestibular  damage  and  impending  deafness  The 
risk  is  sharply  Increased  with  renal  dysfunction.  In  such  cases,  decrease 
sizeandfrequencyof  doses  Discontinue  kanamycin  and  check  hearing 
if  azotemia  increases  Watch  carefully  for  ototoxicity  in  older  patients 
and  patients  receiving  more  than  15  Gm  of  kanamycin  To  avoid  neuro- 
muscular paralysis  with  respiratory  depression,  postpone  intraperi- 
toneal  instillation  in  post-operative  patients  until  recovery  from  anes- 
thesia and  muscle  relaxants  is  complete  Avoid  concurrent  use  of  other 
ototoxic  drugs  including  ethacrymc  acid.  Safety  in  pregnancy  is  not 
established 


dications:  Serious  infections  due  to  susceptible  strains  of  E coli.  Proteus  sp 
iferobacfer  aerogenes.  K pneumoniae.  Serratia  marcescens  and  Mima- 
irellea  Culture  and  sensitivity  studies  should  be  performed 
>ntraindications:  A history  of  hypersensitivity  to  the  drug  Prior  auditory  dam- 
ie  by  kanamycin  or  other  agents  may  be  a contraindication  if  effective  alterna- 
e therapy  is  available 

ecautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with 


renal  dysfunction  when  treatment  lasts  more  than  5 days  Stop  Kantrex  if  tin- 
nitus or  hearing  loss  occurs.  Hydrate  patients  to  prevent  chemical  irritation  of 
the  renal  tubules  Assess  renal  function  periodically,  both  before  and  during 
therapy  If  signs  of  renal  irritation  occur  [casts,  cells,  proteinuria)  increase  hydra- 
tion and  reduce  the  dosage  or  the  frequency  of  dosageif  necessary  — in  azotemic 
patients  the  frequency  [in  hours)  of  doses  may  be  obtained  by  multiplying  the 
serum  creatinine  by  9 If  azotemia  or  oliguria  occur,  discontinue  therapy  My- 
cotic or  bacterial  superinfection  may  occur 

Adverse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias 

Dosage  and  Administration:  The  maximum  total  daily  dose  should  not  exceed 
1.5  Gm  by  all  routes  of  administration.  The  usual  dose  is  7 5 mg  /Kg  / 12  hours 
I M The  average  adult  dose  is  1 Gm  daily  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours 

If  no  response  occurs  in  3 to  5 days,  stop  therapy  and  recheck  the  bacterial 
sensitivities  Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into 
the  upper  outer  quadrant  of  the  gluteal  muscle  Discard  partially  used  vials  after 
48  hours  The  drug  should  not  be  physically  mixed  with  other  antimicrobials 
Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two 
concentrations.  0.5  Gm  in  2 ml.  and  10  Gm.  in  3 ml  Also  available- Pediatric 
Injection  75  mg  in  2 ml. 

A.H.F.S.  Category  8:12.28 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 


BRISTOL 


ry  on  Sunday,  May  23,  at  the  Academy  Building. 
This  festive  occasion  was  planned  to  honor  the 
President  of  the  Academy  and  his  wife,  Dr.  and 
Mrs.  Stephen  P.  Hogg;  and  to  install  the  officers 
of  the  Woman’s  Auxiliary  for  the  year  1971-72. 
Cochairmen  of  the  event  were  Dr.  Charles  S. 
Blase,  Academy  program  chairman,  and  Mrs. 
Robert  E.  Johnstone,  Auxiliary  president. 

The  Daniel  Drake  auditorium  was  abloom 
with  color;  a big  floral  centerpiece  graced  the 
buffet  table  which  had  a fountain  of  champagne 
bubbling  at  each  end.  The  three  tiers  of  geraniums 
on  the  stage  matched  the  pink  of  the  roses,  car- 
nations and  snapdragons  on  the  table.  Informality 
was  the  key  as  doctors  and  wives  served  them- 
selves from  the  attractive  platters  of  delicious 
foods. 

Following  a brief  business  meeting  conducted 
by  the  Academy  president,  Mrs.  Joseph  E.  Ghory 
installed  the  new  auxiliary  officers  who  are;  Mrs. 
Charles  S.  Blase,  president;  Mrs.  Emil  L.  Barrows, 


president-elect;  Mrs.  Constandinos  Condorodis, 
vice-president;  Mrs.  Joseph  M.  Casper,  recording 
secretary';  Mrs.  Richard  Wendel,  corresponding 
secretary;  Mrs.  Victor  H.  Hinrichs,  treasurer;  and 
directors  for  a two-year  term  Mrs.  Manuel  Ro- 
darte,  Mrs.  Lee  J.  Vesper,  Jr.,  and  Mrs.  James  A. 
Wiseman.  (This  reporter  is  indebted  to  Mrs. 
Robert  E.  Krone,  her  “immediate  predecessor,” 
for  this  interesting  and  descriptive  account  of  the 
Champagne  Brunch.) 

Help  Wanted! 

From  all  county  publicity  chairmen 

And  if  there  is  no  such  local  chairman,  then  from 

the  president Items,  newspaper  clippings, 

newsletters,  anything  and  everything  that  details 
something  your  auxiliary  is  doing  or  has  done  or 
will  do.  If  Ruth  Meltzer  is  to  keep  this  column 
“alive,”  she  must  have  plenty  of  material  to  feed 
it! 


( ATTENTION,  PHYSICIANS...^) 


ARE  YOU  TIRED  OF  WORKING  AROUND  THE  CLOCK?  ? ? OF 

HAVING  NO  TIME  OFF???  COSTLY  OVERHEAD???  If  you  an- 
swer YES  to  all  of  these  questions — READ  ON  — THERE  IS  AN 
ANSWER  TO  YOUR  DILEMMA. 

The  State  of  Ohio,  Bureau  of  Workmen's  Compensation  has  open- 
ings for  qualified  physicians  to  work  in  performing  physical  exam- 
inations to  evaluate  the  degree  of  disability  and  reviewing  files 
for  the  purpose  of  rendering  opinions  on  the  many  facets  of 
claims.  There  are  openings  in  the  Central  Office  in  Columbus  and 
in  District  Offices  in  the  Toledo,  Cleveland,  Canton,  Akron,  Youngs- 
town and  Cincinnati  areas.  Prefer  full-time  but  will  consider  part- 
time. 

WHAT  DO  YOU  GET  IN  RETURN?  ? ? NO  OVER  HEAD  ...  40 
HOUR  WEEK  . . . TWO  WEEK  VACATION  . . . SICK  LEAVE  . . . 
SUBSTANTIAL  RETIREMENT  INCOME  . . . VERY  LITTLE,  IF  ANY 
TRAVEL  PLUS  A REAL  CHALLENGE  TO  SERVE  MANKIND. 

ALSO  NEEDED  — specialists  in  all  fields  to  do  physical  examina- 
tions and  evaluations  in  their  office,  and  submit  report  — will  be 
compensated  with  your  Usual,  Customary  and  Reasonable  fee. 


IF  THIS  IS  JUST  THE  POSITION  YOU  HAVE  BEEN  SEEK- 
ING . . . Please  contact  O.  L.  Coddington,  M.D.,  Medical 
Administrator,  State  of  Ohio,  Bureau  of  Workmen's 
Compensation,  65  South  Front  St.,  Columbus,  Ohio 
43215,  or  call  Columbus  (Area  Code  614)  469-2807  for 
further  information. 
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Who  knows  more  about 
the  medical  profession 
than  doctors? 

That's  why  there  are  thirteen 
doctors  on  OMI's  twenty-one 
member  board  of  directors. 

Ohio  Medical  Indemnity, 
serving  over  3 million  Ohioans, 
is  sponsored  by  the 
Ohio  State 
Medical  Association. 


OHIO  MEDICAL 
INDEMNITY,  INC. 
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JOURNAL  ADVERTISERS 

Advertisers  in  The  Journal  are  friends  of  the  profession. 
By  accepting  their  advertising  we  show  confidence  in  them 
and  in  their  services  and  products.  They  underwrite  a large 
portion  of  the  printing  cost  of  The  Journal,  and  help  make 
it  a quality  publication.  In  return  we  place  their  messages 
on  the  desks  of  Ohio’s  physicians.  Please  familiarize  yourself 
with  their  services  and  products,  and  let  them  know  that 
you  see  their  advertising  in  The  Journal. 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified,  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616. 
o/o  The  Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr  , Lodi,  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 

13,000  students,  modern  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  o/o  The  Ohio  State  Medical  Journal 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller, 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210,  Phone  (513)  651-2470. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


WANTED:  Desperate  need  for  two  or  more  physi- 
cians. Desirable  section  of  Ohio  Trading  Center  of 
approx.  20,000.  Contact  H.  D.  Smith,  Chamber  of  Com- 
merce, East  Palestine,  Ohio  44413. 


FULL  TIME  EMERGENCY  ROOM  PHYSI- 
CIAN, Lake  County  Memorial  Hospitals,  Painesville 
and  Willoughby,  Ohio.  Position  available  immediately, 
approximately  $25,000  annually.  Contact  William  E. 
Fletcher,  M.D.,  89  E.  High  Street,  Painesville,  Ohio; 
phone  (216)  354-3100. 


FAMILY  PRACTICE  RESIDENCY  Just  ap- 
proved — openings  at  all  levels  — can  start  immediately 
— for  details  contact:  A.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Hospital,  309  E. 
State,  Columbus,  Ohio  43215. 


WE  ARE  IN  NEED  OF  PHYSICIANS  to  run 
Emergency  Room  in  Southeast  Ohio  Hospital:  Doctor 
needed  who  can  adjust  to  local  situation,  including  out- 
patient care:  Salary  $25,000  per  year.  Terms  and  details 
may  be  discussed  with  Harold  J.  Rolph,  Administrator, 
Lawrence  County  General  Hospital,  Ironton,  Ohio: 
Phone  (614-532-3231). 


— More  Classified  Ads  on  Next  Page  — 
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CLASSIFIED  ADVERTISEMENTS 

(Continued,  from  Previous  Page) 


FULL-TIME  INDUSTRIAL  PHYSICIAN 

40  hour  week.  Office  and  plant  population. 
Plant  in  suburban  Cincinnati.  No  industrial 
experience  necessary.  Outstanding  fringe  bene- 
fits. Salary  negotiable.  Call  Paul  Bauer,  782- 
7317  collect,  or  write  to  Ford  Motor  Company, 
Box  1939,  Cincinnati,  Ohio  45241. 

An  Equal  Opportunity  Employer 


PSYCHIATRIST  for  Mental  Hygiene  Clinic  at 
Cleveland  Veterans  Administration  Hospital,  10701  East 
Blvd.,  Cleveland,  Ohio  44106.  40-hour  week;  excellent 
fringe  benefits;  retirement  program.  New  Day  Center 
facilities;  opportunity  to  treat  young  veterans.  Hospital 
has  University  affiliation  including  in-patient  psychiatric 
residency  program.  Allowance  for  moving  expense.  Salary 
up  to  $27,483,  depending  on  qualifications.  Contact 
Chief,  Out-patient  Psychiatry  Service,  Area  Code  216, 
791-3800,  EXT.  417. 


GENERAL  PRACTICE  Available  Immediately. 
Busy  practice  in  SW  Ohio  small  town  within  1 hour 
metropolitan  areas.  5-room  office,  furnished,  on  1st  floor; 
2 bedroom  apartment  on  second.  Practice  includes  OB. 
family  medicine,  minor  surgery;  open  staff  at  general 
hospital  20  min.  drive.  Excellent  inter-professional  re- 
lationships in  county  with  adequate  consultation  avail- 
able. Present  physician  moving  out  of  State.  FLOREA 
REALTOR,  Hillsboro,  Ohio  45133.  Phone  513/393- 
3436. 


WANTED  — Anesthesiologist  - — - Certified;  230-bed 
acute  general  hospital.  Surgical  and  obstetrical 
anesthesia.  To  $40,000  guarantee,  fee  for  service 
thereafter.  Excellent  community  for  family.  Phone 
collect,  419-423-2311  or  write  to:  Mr.  William 

Ruse,  Administrator,  Blanchard  Valley  Hospital,  145 
West  Wallace,  Findlay,  Ohio  45840 


EMERGENCY  ROOM  PHYSICIANS— Expanding 
340  bed  general  hospital  located  in  a progressive,  central 
Indiana  industrial  city  with  a population  in  excess  of 
75,000  and  serving  a community  in  excess  of  125,000 
seeks  ER  room  team  of  four.  Ind.  licensed  physicians: 
minimum  individual  compensation  per  annum  $35,000 
plus  excellent  incentive  program.  For  full  particulars 
write:  Administrator.  St.  John’s  Hickey  Memorial  Hos- 
pital. 2015  Jackson  Street,  Anderson,  Indiana  46014. 


PSYCHIATRIST 

Public  agency  in  Cleveland  seeks  full  or  part-time 
psychiatrist  for  diagnostic  work  with  adolescents. 
Please  state  salary  desired.  Reply:  Bo*  634,  c/o 

Ohio  State  Medical  Journal 


PSYCHIATRIC  RESIDENCIES  — Excellent,  ap- 
proved psychiatric  training;  both  demanding  and  clini- 
cally rich  with  a stimulating,  well-balanced  program. 
Affiliated  with  Michigan  State  University’s  College  ol 
Human  Medicine.  The  setting  is  a culturally  satisfying 
community;  the  serene,  scenic  Grand  Traverse  Bay  area. 
Three-year  plan:  $12,215  to  $13,885;  five-year  plan: 
$13,927  to  $26,121.  Contact  Dr.  Paul  E.  Kauffman, 
Director  of  Psychiatric  Training,  Room  (167),  Traverse 
City  State  Hospital,  Traverse  City,  Michigan  49684. 
Phone:  (616)  947-5550.  An  equal  opportunity  em- 

ployer. 


NEW  OFFICE  BUILDINGS 

Seven  prime  locations  in  COLUMBUS  and  build- 
ing number  eight,  also  building  in  SPRINGFIELD 
opposite  the  hospital.  Your  office  space  set  up  to 
meet  your  requirements.  To  lease  contact:  Robert 
Beck  (614)  861-8400,  FE1TLINGER-HALL,  5150  E. 

Mein  St.,  Columbus,  Ohio  43213 


NEEDED — an  Associate  for  the  practice  of  OB- 
Gyn.  in  a University  towm  in  N.E.  Ohio.  Please  reply 
to  Box  631,  c/o  Ohio  State  Medical  Journal. 


SHAKER  HEIGHTS,  OHIO — Physician  who  is 
thinking  of  retirement  would  like  to  find  a recent 
graduate  interested  in  Internal  Medicine  and  Endo- 
crinology to  join  him.  Special  consideration  will  be 
given  to  women  applicants.  Please  reply  to  Box  633. 
c/o  The  Ohio  State  Medical  Journal. 


GENERAL  PRACTICE — Full  training  in  OB  and 
Anesthesia  Work.  Desires  Locum  Tenens  or  temporary- 
position  in  Ohio  or  Rhode  Island,  where  licensed.  J. 
Cano,  M.D.,  7581  W.  Shalimar,  Miramar,  Florida 

33023. 


EMERGENCY  ROOM  PHYSICIAN  WANTED  to 
complete  4-man  group.  Present  group  successfully 
servicing  2 accredited  hospitals.  $30,000  annual 
guaranteed  salary.  Ohio  license  required  and  fluency 
in  English.  Could  be  opportunity  for  physician  com- 
pleting residency  in  surgery  or  other  specialty  to 
become  known  in  community  prior  to  establishing 
private  practice.  Hospitals  will  assist  with  relocation. 
If  interested,  write  Michael  J.  Kirk,  M.D.,  Chief  of 
Emergency  Physicians’  Service,  1805  27th  Street, 
Portsmouth,  Ohio  45662.  and  include  brief  resume. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR  FAIR  GOOD 

CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole 100  mg. 

Nicotinic  Acid  100  mg' 

Ascorbic  Acid ' 100  mg. 

Thiamine  HCI 25  mg. 

1 -Glutamic  Acid 50  mg! 

Niacinamide ” 5 mg! 

Riboflavin 2 mg' 

Pyridoxine ! 3 mg! 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tinalinq  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


REFER  TO 

PDR 


Write  for  literature  and  samples... 

( R o THE  BROWN  PHARMACEUTICAL  CO. 

vfllZziAiiiAF  2500  W.6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 
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as  effective  therapy. 
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(thyroid-androgen)  tablets 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 


Thyroid  Eit.  (1  gr.)  . . . 64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  P0TEHCY 
B COMPLEX  AN0  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  . 2.5  mg 
Thyroid  Ext.  ('/4  gr.)  .15  mg 

Ascorbic  Acid  (Vit.C)  .250  mg 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyridoxine  HCL 5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg 


Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  iaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos 
terone  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia.  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References  1.  Montesano,  P , and  Evangelista.  I.  Methyltestosterone-thyroid  treatment  of  seXual 
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Each  yellow  tablet  contains 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily 
Available: 

Bottles  of  100,  500,  1000 
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Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily 
Available: 

Bottles  of  100,  500,  1000. 


The  treatment  of 

impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


Choice  of  4 strengths: 
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The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Vrite  lor  literature  and  samples: 


THE  BROWN  PHARMACEUTICAL  CO., 


INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


anxiety: 
a time  bomb 


Unless  “defused,"  anxiety  may  build  up  to  an  intensity  that  can  over-  L 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness  i 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.1 2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  1 5 mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 
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Dalmatic 

flurazepam  HCD 

ne  30-mg  capsule  h.s.  — usual  adult  dosage, 
ne  15-mg  capsule  h.s.— initial  dosage  for 
derly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gi  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia 

It  can  do  almost  anything  an  enema  can  - except  look  scary 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents'', 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen 

Duicolaxl.. it’s  predictable 

bisacodyl 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 
Studies  indicate  that 
1 Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


(lincotnycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page. 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci, pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

‘Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  injection-q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal—G\ossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions—  Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 
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The  Dial  Access  Tape  Library 

A Method  of  Continuing  Medical  Education 
in  Northwestern  Ohio 

By  C.  Robert  Tittle,  Jr.,  M.D.,  Toledo 


' I 'HE  Dial  Access  Tape  Library  for  Medical  ln- 
formation  Retrieval  in  Northwestern  Ohio  has 
proved  to  be  a valuable  aid  for  continuing  medical 
education  in  the  area.  During  the  first  ten  months 
of  service,  a total  of  4300  calls  for  information 
were  received,  or  approximately  14.6  calls  per  day. 

Of  those  calls,  6 percent  related  to  emergency 
patient  problems.  One  hundred  of  the  emergency 
calls  were  pursued  in  more  depth  by  the  author. 
It  was  determined  that  99  percent  of  the  calls 
contributed  confidence  in  patient  management;  81 
percent  supplied  new  information,  and  48  percent 
resulted  in  a change  in  one  or  more  items  of  man- 
agement. Only  6 percent  were  judged  to  be  too 
elementary  in  content. 

The  dial-a-tape  service  was  developed  in 
northwestern  Ohio  in  response  to  an  item  recorded 
in  a Health  Professional  Survey  conducted  in 
October  1968.  Physician  respondents  listed  in  the 
following  order  diagnostic,  therapeutic,  and  ed- 
ucational techniques  as  the  ones  they  would  most 
utilize  if  made  available  in  the  community: 

1.  Telephone  Information  Retrieval 

2.  Medical  Television 

3.  Stroke  Registry 

4.  Programmed  Instruction,  etc. 

The  Dial  Access  Tape  Library  Operational 
Project  of  the  NWORMP  was  funded  by  the  Re- 
gional Medical  Program  Services  of  the  Depart- 
ment of  Health,  Education  and  Welfare  for  the 
first  year  of  operation  in  mid- August  1969,  and 
operations  were  initiated  in  January  1970. 

Background  of  the  Program 

A Physician’s  Dial  Access  Tape  Library  as  a 
Medical  Information  Resource  was  originally  con- 
ceived by  Thomas  C.  Meyer,  M.D.,  chairman, 
Department  of  Post  Graduate  Medical  Education, 
University  Extension  and  Associate  Dean,  Medical 
School,  the  University  of  Wisconsin.  This  service 
received  funds  in  part  from  the  Wisconsin  Re- 


Dr.  Tittle  is  clinical  professor  of  medicine  at  the 
Medical  College  of  Ohio  at  Toledo  and  is  pro- 
gram coordinator  of  the  Northwestern  Ohio 
Regional  Medical  Program. 


gional  Medical  Program  in  1967,  primarily  to 
subsidize  the  cost  of  the  physician  calls  to  the 
Library  and  to  set  up  a duplicate  library  in  Mil- 
waukee. Provisions  were  made  for  the  develop- 
ment of  a similar  library  for  nurses  which  became 
operational  in  September,  1968. 

When  the  Northwestern  Ohio  program  was 
being  organized,  arrangements  were  made  to 
purchase  a copy  of  the  master  file  of  dial  access 
physician  tapes  from  the  Wisconsin  Regional 
Medical  Program,  which  tapes  were  individually- 
placed  on  self-winding  cartridges  by  Cousino 
Ortronics,  Incorporated,  of  Toledo,  two  copies  of 
each  tape  being  prepared.  Four  Cousino  tape  re- 
peaters were  installed  at  the  Academy  of  Medi- 
cine of  Toledo  and  Lucas  County,  which  is  hous- 
ing the  Library,  and  a telephone  line  connected 
to  each  repeater.  The  Library  service  is  available 
24  hours  per  day  through  the  Academy  of  Medi- 
cine, the  Academy  librarians  answering  the  re- 
quests during  the  day  and  the  Academy  Telephone 
Answering  Service  handling  the  dial  access  library 
calls  from  5 p.m.  to  8 a.m.  daily. 

Each  tape  produced  was  to  be  limited  to 
5 to  8 minutes  of  playing  time.  Information  to  be 
supplied  by  these  medical  information  tapes  was 
intended  to  be  of : 

a.  An  emergency  nature, 

b.  Information  of  recent  discovery,  or 

c.  Information  difficult  to  obtain  elsewhere. 

How  Tapes  Are  Prepared 

Initial  contributors  to  the  Dial  Access  Tape 
Library  scripts  are  largely  medical  college  faculty, 
but  interested  regional  physicians  with  expertise  in 
a subject  of  Regional  Medical  interest  are  invited 
to  prepare  scripts  for  tapes  both  in  Northwestern 
Ohio  and  Wisconsin.  It  has  been  our  policy  in 
Northwestern  Ohio  for  the  physician  author  to  pre- 
pare the  tape  scripts  which  are  then  recorded  by  a 
professional  speaker,  such  as  a member  of  the  local 
radio  or  television  broadcasting  industry.  The 
Northwestern  Ohio  Regional  Medical  Program 
Dial  Access  Tape  Library  now  contains  more  than 
400  physician  tapes,  and  a brochure  has  been 
prepared  which  is  supplied  to  all  doctors  of  medi- 
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Table  1 — Tape  Utilization  of  Entire  Dial  Access  Library  for  Physicians  and  Nurses 

1.  First  Aid  for  Heart  Attack  (Nursing) — 96  calls 

2.  Drug  Abuse  by  Teenagers  — 91  calls 

3.  Central  Venous  Pressure  — What  is  it?  (Nursing)  — 78  calls 

4.  Care  and  Treatment  of  Dccubitis  Ulcers  (Nursing)  — 73  calls 

5.  Rh  Negative  Pregnant  Patient  — Trends  in  Management  — 58  calls 

6.  Recognition  and  Treatment  of  Suicidal  Threat  — 56  calls 

7.  Arrhythmias,  Cardiac,  Emergency  Treatment  of  — 51  calls 

8.  New  Concepts  in  shock  therapy  (Nursing)  — 49  calls 

9.  Medical  Management  of  Parkinsons  Disease  — 46  calls 

10.  Heart  Block  and  Cardiac  Pacemakers  — 46  calls 

11.  Cardiogenic  Shock  — Pathophysiology  and  Diagnosis  — 46  calls 


cine  including  interns  and  residents,  dentists, 
osteopathic  physicians,  and  medical  students  with- 
in the  Region  listing  each  tape  by  title,  author, 
date  of  preparation,  playing  time,  and  assigned 
tape  number. 

In  the  brochure  the  tapes  are  indexed  alpha- 
betically and  by  disease  categories.  A tape  review 
committee  has  been  selected  within  the  North- 
western Ohio  Medical  Region,  including  repre- 
sentatives of  the  types  of  medical  practice  re- 
sponsible for  the  greatest  use  of  the  library. 

Experience  with  utilization  of  the  Dial  Access 
Tape  Library  in  Northwestern  Ohio  during  its 
first  ten  months  of  operation  has  been  similar  in 
many  respects  to  that  experienced  by  the  Wiscon- 
sin Dial  Access  Tape  Library  Program.  In  our 
Region  54  percent  of  utilization  has  been  by  family 
practice  physicians,  22  percent  by  osteopathic 
physicians,  15  percent  by  internists,  3 percent  by 
surgeons,  3 percent  by  Pediatricians,  and  3 percent 
by  interns,  residents  and  medical  students.  The 
tapes  most  frequently  utilized  by  the  Northwestern 
Ohio  Regional  Medical  Program  Physicians  and 
Nurses  Dial  Access  Tape  Library  are  listed  in 
Table  1. 

A Dial  Access  Tape  Library  for  Nurses  has 
also  been  initiated,  utilizing  the  original  supply 
of  tapes  from  the  Nursing  Dial  Access  Tape  Li- 
brary of  Wisconsin  plus  tapes  selected  for  repro- 
duction from  the  Physicians  Dial  Access  Tape 
Library  and  tapes  to  be  prepared  by  nurses  with 
expertise  within  our  Region  based  upon  tape 


subject  requests  from  registered  nurses,  licensed 
practical  nurses,  and  student  nurses  using  the  li- 
brary. 

A brochure  of  the  Nursing  Dial  Access  Tapes 
has  been  prepared,  listing  more  than  150  tape 
subjects  by  title,  author,  date  of  preparation,  play- 
ing time,  and  assigned  tape  numbers.  These  bro- 
chures are  circulated  to  all  nurses  and  student 
nurses  within  the  Region.  Both  physicians  and 
Nurses  Dial  Access  Library  Brochures  will  be 
republished  yearly  with  tape  listings  up  to  date, 
and  during  the  year  additional  tapes  are  an- 
nounced by  the  publication  of  quarterly  supple- 
ments. 

Response  to  the  Service 

There  was  an  initial  heavy  use  of  the  library 
throughout  the  Region  followed  by  a progressive 
decline  in  use  during  the  summer  months  with  a 
second  peak  in  utilization  following  the  advertising 
of  the  library  services  by  publishing  a list  of  addi- 
tional tapes  added  to  the  library  catalogue.  Addi- 
tional methods  for  stimulating  library  use  include 
posting  by  title  and  number  emergency  tape  lists 
in  emergency  rooms  of  hospitals  and  at  hospital 
nursing  stations,  circulating  questions  to  the  physi- 
cians in  the  Region  which  may  be  answered  by 
referring  to  specific  dial  access  tapes,  and  the 
employment  of  pre-tests  prior  to  the  addition  of 
new  tapes  and  post  dial  access  use  tests,  based  upon 
the  availability  of  these  same  tapes. 

Recently  in  Northwestern  Ohio,  we  circulated 


Table  2 — Utilization  of  Dial  Access  Tape  Library  by  Disease  Category 


Entire  Dial  Access  Library  Emergency  Dial  Access  Tape  Utilization 


29.6% 

Cardiovascular  and  Renal 

28% 

Cardiovascular  — Renal 

13.6% 

Psychiatric 

11% 

Gastrointestinal 

7.8% 

Neurologic 

10% 

Gynecology  and  Obstetrics 

5.0% 

Gynecology  and  Obstetrics 

10% 

Nervous  System 

4.8% 

Allergy 

10% 

Psychiatric 

4.7% 

Gastrointestinal 

7% 

Blood  & Lymphatics 

4.4% 

Deficiency  and  Metabolism 

6% 

Toxicity  & Injury 

4.3% 

Respiratory 

5% 

Deficiency  and  Metabolic  Disease 

3.8% 

Skin  and  Connective  Tissue 

4% 

Respiratory 

3.7% 

Cancer 

2% 

Infections 

3.7% 

Infection 

2% 

Skin  & Connective  Tissues 
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ten  questions  to  20  of  our  most  active  dial  access 
tape  users,  based  upon  subject  matter  from  ten 
dial  access  tapes  not  as  yet  released  by  title  or 
number.  The  physicians  receiving  the  pre-test  were 
asked  to  identify  themselves  by  social  security 
number  on  returning  the  answered  questions. 
The  average  score  on  the  pre-test  given  to  these 
nonspecialists  was  40  percent  correct.  The  dial 
access  tapes  from  which  the  questions  were  com- 
posed were  then  circulated  to  the  participants  by 
title  and  number.  Three  months  later  the  par- 
ticipants were  again  sent  another  quiz  based  upon 
the  same  ten  dial  access  tapes.  The  test  scores  on 
retesting  were  75  percent.  It  would  seem  that  the 
dial  access  tape  library  did  indeed  provide  a 
learning  experience. 

How  It  Works 

Each  Physician  and  Nursing  Dial  Access  Tape 
Library  Brochure  contains  the  toll-free  phone 
number  to  call  in  order  to  use  the  Dial  Access 
Tape  Library.  When  the  physician  or  nurse  places 
a call,  the  librarian  records  his  or  her  name,  ad- 
dress, and  type  of  practice  before  playing  the 
tapes  of  his  or  her  choice,  which  is  also  recorded 
by  number  on  a log  sheet.  The  sheets  are  return- 
ed by  the  Dial  Access  Tape  librarians  to  the  Dial 
Access  Project  secretary  daily.  The  secretary  sends 
an  evaluation  card  form  to  each  physician  or  nurse 
using  the  library  for  the  first  three  calls  any  one 
physician  or  nurse  makes  each  month. 

The  evaluation  cards  are  self-addressed  and 
have  guaranteed  return  postage  to  encourage  re- 
sponse. Response  has  been  better  than  50  percent 
by  all  users  of  the  Dial  Access  Tape  Library  and 
better  than  90  percent  by  physicians  who  utilize 
the  Dial  Access  Library  because  of  an  emergency 
patient  condition.  Because  of  a special  interest  in 
Emergency  Tape  calls,  the  project  director  has 
frequently  corresponded  personally  with  physicians 
who  utilized  the  so-called  “emergency  tapes.” 
Anecdotes  dealing  with  the  use  of  the  dial  access 
library  for  emergency  care  information  are  an  in- 
teresting sidelight  on  the  evaluation  of  our  pro- 
gram, reinforcing  the  value  of  ready  access  to 
medical  information  of  recent  discovery  or  that 
is  difficult  to  obtain  elsewhere,  for  immediate 
recall.  Answers  on  the  evaluation  card  are  made 
in  either  section  A or  Section  B.  Section  A specifies, 


Table  3 — . Most  Frequently  Used  Tapes  for  Emergency 
Calls  in  Physicians’  Dial  Access  Tape  Library 

1.  Cardiac  Arrhythmias — Emergency  Treatment  of 

2.  Drug  Abuse  by  Teenagers 

3.  Hepatic  Failure,  Treatment  of 

4.  Toxemia  and  Eclampsia,  Treatment  of 

5.  Digitalis  Toxicity 

6.  Treatment  of  Acute  Pulmonary  Embolism 

7.  Psychiatric  Emergencies  (Chemotherapy) 

8.  Stroke,  Acute,  Immediate  Care  of 

9.  Infarction,  Acute  Myocardial,  Treatment  of 

10.  Suicidal  Threat — Recognition  and  Treatment  of 

11.  Cardiogenic  Shock — Pathophysiology  and  Diagnosis 


“Answer  here  if  you  called  because  of  a specific 
condition  of  a particular  patient;”  and  Section  B, 
“Answer  here  if  you  called  because  of  a general 
interest,  curiosity  or  other  general  reason  — other 
than  a specific  patient  problem.” 

One  hundred  emergency  calls  were  recorded 
during  the  first  1500  total  physician  calls  or  rough- 
ly 6.6  percent  of  the  first  1500  physicians  dial 
access  tape  calls.  Table  2 records  the  percentage 
of  emergency  calls  by  disease  category  compared 
with  utilization  of  entire  Dial  Access  Tape  Library 
by  disease  category. 

The  ten  most  frequently  used  tapes  for  emer- 
gency calls  in  the  Physician  Dial  Access  Tape  Li- 
brary are  tabulated  in  Table  3.  This  should  be 
compared  with  the  most  frequent  utilization  of  the 
Dial  Access  Tape  Library  for  all  purposes  (Table 
1).  r 

The  physicians  using  the  Library  for  emer- 
gency calls  were  of  the  following  types  of  practi- 
tioners: Family  practice  68  percent,  osteopathic 
physicians  15  percent,  interns  and  residents  8 per- 
cent, pediatricians  2 percent,  internists  5 percent, 
and  surgeons  2 percent. 

The  project  secretary  of  the  Dial  Access  Tape 
Library  mails  an  evaluation  card  to  each  physician 
using  the  library  for  the  first  three  calls  any  one 
physician  makes  each  month.  In  the  case  of  emer- 
gency tape  requests  all  answers  were  received  for 
Section  A of  the  Evaluation  Card : “Answer  here 
if  called  because  of  a specific  condition  of  a 
particular  patient” : Table  4 shows  the  answers 
to  the  four  questions  asked  of  the  Emergency  Tape 
users  vs  the  percentage  of  the  same  answers  for 
all  Dial  Access  Tape  requests. 

It  would  seem  that  the  emergency  dial  access 
tape  service  was  quite  satisfactory  in  fulfilling  the 


Table  4 — Evaluation  of  Emergency  Tape  Requests  to  Dial  Access  Tape  Library 


1.  Changed  one  or  more  items  of  management  of  specific  patient  problem 

2.  Gave  new  information 

3.  Gave  confidence  in  patient  management 

4.  Too  elementary 


All  Dial  Access 
Requests 

37% 

62% 

72% 

12% 


Emergency 
Tape  Requests 

48% 

81% 

99% 

6% 
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educational  needs  of  most  of  the  physicians  using 
it,  partcularly  in  supplying  new  information  and 
contributing  to  die  confidence  of  the  physician  in 
patient  management. 

Summary 

The  Dial  Access  Tape  Library  for  Medical 
Information  Retrieval  as  functioning  in  the  North- 
western Ohio  Medical  Region  has  proven  to  be  a 
valuable  aid  to  Physicians  Continuing  Medical 
Education  for  approximately  5 percent  of  the 
physician  population  per  week,  most  of  whom 
continue  to  be  active  participants  in  the  program. 
Calls  were  made  for  a special  patient  problem  in 
48  percent  of  the  cases,  for  general  information  in 
46  percent  and  for  emergency  conditions  in  6 per- 
cent. Evaluation  inquiries  made  by  mail  (Table  4) 
revealed  satisfactory  responses  from  the  majority 
of  the  users,  particularly  with  respect  to  Emergency 
Tape  Requests. 
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OSU  Hospital  Expands 
Immunization  Role 

The  Ohio  State  University  Hospitals  has  been 
designated  by  the  United  States  Public  Health 
Service,  Center  for  Disease  Control,  Atlanta, 
Georgia,  as  an  official  Yellow  Fever  Vaccination 
Center  (#296).  This  immunization  facility  will 
be  for  such  immunizations  as  yellow  fever,  cholera, 
and  smallpox. 

Individuals  interested  in  receiving  immuniza- 
tions for  yellow  fever,  cholera,  smallpox,  typhoid, 
typhus,  tetanus,  influenza,  may  make  individual 
appointments  by  calling  422-8224  (Secretary's 
office  of  The  Family  Medicine  Clinic  of  Univer- 
sity Hospitals).  All  immunizations  must  be  ar- 
ranged by  individual  appointments.  Normally, 
yellow  fever  immunizations  are  available  only  on 
Thursday  evenings  between  5:00  p.m.  and  6:00 
p.m. 

After  arranging  for  the  personal  appointment, 
the  individual  should  report  at  the  appropriate 
time  to  the  Family  Medicine  Clinic,  located  on 
the  first  floor  of  University  Hospital,  Room  N- 
105. 
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Pre-Sate 


(chlorphentermine  hydrochloride) 


Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e  several  weeks)  adiunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma.  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types  advanced  arterio- 
sclerosis. severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect,  discontinuethedrug  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child  Use 
of  the  drug  during  lactation  is  not  recommended  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus. and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea. unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis  Allergic:  urticaria  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine  hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine  base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations. panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 


take  a new 
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the  increasingly  practical 
appetite  suppressant*--. 


low  potential  for:  fll  P™ 

□ stimulatory ‘jolt’ 

□ post-therapeutic  ‘let-down’  a 

□ excessive  CNS  stimulation 

□ drug  abuse 

Pre-Sate  promotes  normal  patterns  of  food 
intake  and  is  a safe,  effective  supplement  to  yo 
total  program  of  caloric  reduction  | 

Pre-Sate— a short-term  adjunct... 
not  a substitute...to  your  total 
program  of  weight  reduction 
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YOUR  STATE  ASSOCIATION  ANNOUNCES 


African  Adventure 


■pEW  PLACES  IN  THE  WORLD  offer  a travel- 
er  as  much  excitement  and  color  as  Africa. 
And  now,  the  Ohio  State  Medical  Association  is 
offering  you  the  opportunity  to  visit  Casablanca 
in  Morocco,  and  Nairobi,  capital  of  Kenya  and 
heart  of  East  Africa.  Join  us  on  February  4,  1972 
for  14  fun-filled  days  of  discovery  on  our  African 
Adventure. 

You’ll  fly  via  chartered  World  Airways  707 
private  jets  direct  from  Cleveland  and  Columbus 
to  Casablanca  for  seven  days  in  this  famed  inter- 
national city  of  intrigue.  Once  a quaint  village, 
cosmopolitan  Casablanca  now  offers  romantic 
sightseeing  and  souvenir  hunting  in  the  narrow, 
winding  streets  of  the  old  Medina  quarter.  Modern 
Casablanca  has  wide,  bustling  avenues  and  tower- 
ing white  buildings. 

Places  You  Have  Read  About 

Stay  in  the  new  high-rise  Casablanca  Holiday 
Inn  with  comfortable  accommodations.  Dine  at 
a selection  of  the  finest  restaurants,  try  the  tempt- 
ing specialities — pastilla,  couscous  and  mechoui. 
See  secret  casbahs,  veiled  women  and  robed  Rifs 
who  still  sip  sweet  mint  tea  at  sidewalk  cafes. 

A staff  of  African  Adventure  hosts  is  always 
available  to  assist  you  at  the  Hospitality  Desk  in 
each  hotel. 

Don’t  miss  a side  trip  to  the  sophisticated  win- 
ter resort  of  Marrakech,  a rose  pink  oasis  city 
nestled  in  the  majestic  High  Atlas  Mountains.  The 
heart  of  this  international  playground  is  Djemaa 
El  Fna  Square  teeming  with  storytellers,  snake 
charmers  and  soothsayers. 

Or  take  a carefree  drive  through  the  colorful 
Moroccan  countryside  to  the  ancient  cities  of 
Meknes  and  Fez.  These  imperial  cities,  with  their 
incredibly  ornate  mosques  and  mystery-laden  at- 
mosphere, still  retain  a medieval  charm. 

Then  on  to  Nairobi  a modern  explorer’s  para- 
dise, where  big  game  still  roam  the  plains  five 
miles  from  your  hotel.  For  seven  days  you  will 
stay  at  the  new  luxurious  Nairobi  Inter-Continen- 
tal Hotel. 


The  Snows  of  Kilimanjaro 

Come  to  the  land  that  fascinated  Hemingway. 
Drive  across  the  rolling  plains  of  Serengeti.  Ex- 
perience the  vast  and  unique  natural  beauty  of 
Africa.  Enjoy  the  comfort  of  fabulous  safari  lodges 
or  the  excitement  of  a tented  camp. 

Photograph  lion,  elephant,  rhino,  giraffe  and 
zebra,  see  snow-capped  Mount  Kilimanjaro  and 
Mount  Kenya.  Or  visit  Mombasa  on  the  palm- 
fringed  coast  of  the  Indian  Ocean. 

Plan  to  take  an  air  safari  from  Nairobi  to  one 
of  the  fabulous  game  parks.  Fly  twin  engined 
executive  aircraft  in  to  Ngorongoro  Crater,  one  of 
the  wonders  of  the  world  and  Africa’s  Garden  of 
Eden. 

Visit  the  handsome  Masai  or  Kikuyu  natives 
in  their  villages  and  watch  tribal  dances. 

East  Africa  straddles  the  equator  yet  the 
climate  of  this  high  plain  is  temperate  and  in- 
vigorating. 

Collectors  and  souvenir  hunters  will  find 
excellent  buys  in  jewelry,  handbags,  fabrics  and 
glassware.  Craftwork  includes  native  shields  and 
spears.  Masai  beadwork  and  beautiful  animal  wood 
carvings. 

First  Class  — For  Less 

The  African  Adventure  is  a completely  new 
concept  in  travel.  The  Ohio  State  Medical  Associa- 
tion has  arranged  this  all-inclusive  holiday  for  less 
than  round  trip  tourist  air  fare  alone:  $968.  So 
stretch  your  vacation  dollars.  Now  two  can  travel 
for  little  more  than  the  price  of  one. 

Your  African  Adventure  includes  all  trans- 
portation, finest  first  class  hotels,  two  meals 
daily  (an  American  breakfast  in  your  hotel  and 
gourmet  dinners  at  a choice  of  the  finest  restau- 
rants), tips,  transfers,  and  many  other  extras  to 
make  your  African  Adventure  enjoyable.  And 
there  is  absolutely  no  regimentation  on  this  luxur- 
ious, carefree  vacation. 

So,  don’t  be  disappointed,  space  is  limited. 
Send  your  deposit  in  today.  See  reservation  form 
in  this  issue. 

Now  is  the  time  to  see  Africa,  before  it 
changes. 
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AFIUCM  AlIVKNTIIKi: 


Two  fun-filled  weeks  in  exciting  and 
colorful  Morocco  and  East  Africa. 
Our  African  Adventure  costs  much 
less  than  round  trip  tourist  air  fare, 
yet  includes  direct  707  private  jet 
flights,  finest  first  class  hotels, 
gourmet  meals,  all  the  freedom  of 
individual  travel,  plus  many  other 
exclusive  features.  Our  African 
Adventure  is  departing 


Ohio  State  Medical  Association 
17  S.  High  Street  — Suite  500 
Columbus,  Ohio  43215 

Enclosed  is  my  check  for  $ — 
($100  per  person)  as  deposit. 


Name  — 

Address— 

City,  State Zip 

□ Please  send  me  full  color  brochure. 


Cleveland  and  Columbus 
February  4,  1972 


October,  1971  / 877 


In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported  * 


VASOHLAN 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.1 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators e'3  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement 3,5  and  observation  of  clinical  improvement. 
Indications:  Cerebrov'ascula r insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger's  disease),  Raynaud  s disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral— 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References.  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  5^:1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  (3)  Horton, 
G.  E.,  and  Johnson,  P.  C.,  Jr. : Angiology  75:70-74  (Feb.)  1964.  

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  lUlpQn  |T|  I htSflYH 
4 :1 24- 1 28  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology  I VIDOUgJ  1 1 1 Dili  1 1 

75:82-87  (Feb.)  1964.  laboratories 
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New  Florida  Law  Provides  for 
Licensure  by  Endorsement 

Following  is  an  announcement  by  the  Florida 
Board  of  Medical  Examiners  and  a synopsis  of 
amendments  to  the  Florida  Medical  Practice  Act. 

“Effective  September  1,  1971,  for  the  first 
time  in  history,  the  Board  of  Medical  Examiners 
of  Florida  may  issue  licenses  by  endorsement  to 
practice  medicine  and  surgery  in  Florida.  An 
amendment  to  the  Medical  Practice  Act  of  Flori- 
da, enacted  by  the  1971  legislature  allows  issuance 
of  licenses  by  endorsement  to  those  M.D.’s  who 
have  been  certified  by  the  National  Board  ot 
Medical  Examiners  of  the  Federation  Licensure 
Examination  (FLEX)  within  a period  of  eight 
(8)  years  preceding  the  date  of  application  for 
licensure  by  endorsement.  Since  the  effective  date 
is  September  1,  1971,  this  means  that  an  M.D. 
must  have  been  certified  by  the  National  Board 
of  Medical  Examiners  since  September  1,  1963, 
in  order  to  initially  be  eligible  for  licensure  by 
endorsement.  As  far  as  other  state  licensure  ex- 
aminations are  concerned,  this  amendment  only 
applies  to  those  states  who  use  the  Federation 
Licensure  Examination  (FLEX)  as  their  licensure 
examination. 

“In  the  case  of  foreign  medical  graduates, 
this  does  not  eliminate  the  requirement  that  the 
M.D.  have  papers  of  first  intention  of  citizenship 
and  a minimum  of  one  year's  residency  in  the 
United  States  and  the  Educational  Council  for 
Foreign  Medical  Graduates  Certificate  of  profi- 
ciency. A very  important  feature  of  the  amend- 
ment is  the  provision  that  a physician  who  receives 
a license  by  endorsement  in  Florida  must  practice 


in  the  state  within  a period  of  three  years  for  a 
minimum  period  of  one  year.  If  he  does  not  do 
this  the  license  will  become  null  and  void.  Service 
in  the  armed  forces  is  exempt  during  these  three 
years,  but  internship  or  residency  time  is  not 
exempt.” 

Physicians  who  wish  particulars  as  to  qualifica- 
tions for  Florida  endorsement  should  write  Board 
of  Medical  Examiners,  108  W.  Pensacola  Street, 
Tallahasse,  Florida  32304.  Physicians  licensed  in 
Ohio  may  wish  to  write  State  Medical  Board, 
State  of  Ohio,  21  W.  Broad  Street,  Columbus, 
Ohio  43215. 

University  of  Kentucky 
Announces  Programs 

The  University  of  Kentucky  has  announced 
the  following  courses  to  be  offered  at  the  Medical 
Center  in  Lexington.  The  three  courses  have  ap- 
proval of  the  American  Academy  of  General 
Practice. 

Psychiatry  Put  Into  Practice — November  19- 
20;  fee  $75. 

The  Practical  Ophthalmology  of  Childhood 
— December  17-18;  fee  $50. 

Annual  Family  Medicine  Review — February 
6-12,  1972;  fee  $175. 

Details  may  be  obtained  from  Frank  R. 
Lemon,  M.D.,  Associate  Dean  for  Continuing 
Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Ky.  40506. 
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You  can't  fell  a redwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  forvitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 

Theragran 

High  Potency  Vitamin  Formula 

Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 

I he  Priceless  Ingredient  of  every  firorjyt  t 
is  the  honor  arid  integrity  of  its  maker 
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BACTERIOLOGY 


I.  PYOGENS 

□ SMEAR  OR  MICRO 

Q^ulture 
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II .  ACID  PAST  BACILLI 
□ SMEAR  □ CULTURE 


III.  FUNGI 

□ SMEAR  □ CULTURE 


A serious  infection . . . Pseudomonas,  confirmed 
by  pure  culture.  Fortunately,  the  strain  proves 
sensitive  to  carbenicillin  and  the  patient  is 
not  allergic  to  penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis, 
there  are  no  reports  of  nephrotoxicity  or  ■ 
ototoxicity  with  Pyopen  therapy.  Its  effectiveness 
against  Ps.  aeruginosa  and  Proteus 
species  (particulary  indole-positive  strains) 
has  been  amply  confirmed  by  clinical  experience 
and  microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the  com- 
pany which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof  of 
our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis , a 
multimedia  presentation  by  leading  American 
medical  authorities ...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa, Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms 
Urinary  tract  infections,  severe  systemic  infections  and  septicemia, 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis):  soft  tissue  in- 
fections Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  m vitro  include  Gram-Negative  Organisms- 
Ps  aeruginosa.  Proteus  mirabilis,  Pr  morganii,  Pr  rettgeri,  Pr.  vul- 
garis.  E coli.  Enterobacter  species,  Salmonella  species,  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Staph- 
ylococcus  aureus  (nonpenicillmase-producing).  Staph,  albus,  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus faecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea.  Mima,  Citrobacter.  and  Serratia  have  also  shown  in  vitro 
susceptibility  Not  stable  in  the  presence  of  penicillinase  Klebsiella 
species  are  resistant  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind 
Each  gram  contains  4.7  mEq  sodium,  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions-  Skin  rashes,  eosinophilia.  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions  Gastrointestinal  Disturbances  - Nausea 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  -gm/day),  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time  Hepatic  and  Renal  Studies- SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated  Central  Nerv- 
ous Sysfem-Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels  Local  Reactions- Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis-particularly  when  undiluted  solution 
is  injected  directly  into  the  vein  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 
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Cardiology  Is  Subject 
of  Cincinnati  Program 

The  American  College  of  Cardiology  and  the 
Division  of  Cardiology  of  the  University  of  Cin- 
cinnati, with  CONMED,  will  present  a program 
at  the  Shriners  Burns  Institute,  Cincinnati,  Octo- 
ber 28-30.  The  title  is  “Modern  Concepts  in 
Electrocardiography  and  Cardiac  Arrhythmias.” 

This  three-day  program  will  review  the  mod- 
ern concepts  of  electrocardiography,  including 
impulse  formation,  atrioventricular  and  intraven- 
tricular conduction,  unicellular  action  potentials, 
and  mechanisms  of  arrhythmias. 

Vectorcardiographic  diagnosis  and  theory  will 
be  presented.  The  newer  concepts  of  trifascicular 
block  will  be  presented  and  HIS  bundle  electro- 
cardiograms will  be  demonstrated. 

Unknown  electrocardiograms  will  be  ana- 
lyzed by  experts  and  by  the  audience.  Theories 
of  action  of  antiarrhythmic  agents  will  be  dis- 
cussed. The  use  of  atrial  electrograms  and  atrial 
pacing  in  the  recognition  and  treatment  of  diffi- 
cult arrhythmias  will  be  described. 

The  prevention  and  treatment  of  all  the 
major  arrhythmias,  including  those  found  in  acute 
infarction  will  be  described. 

Registration  fee  is  $100  for  ACC  members, 
and  $150  for  nonmembers.  Application  for  enroll- 
ment should  be  sent  to  the  American  College  of 
Cardiology,  9650  Rockville  Pike,  Bethesda,  Md. 
20014. 


Cardiology  College  Launches 
Nationwide  Manpower  Study 

A 15-month  study  of  what  the  United  States 
has  and  needs  in  professional  manpower  for 
cardiovascular  diseases  is  being  launched  this 
month  under  the  auspices  of  the  American  College 
of  Cardiology  (ACC). 

The  College  is  serving  as  administrator  for  a 
$126,655  National  Heart  and  Lung  Institute  con- 
tract to  evaluate  cardiology  training  and  manpower 
requirements  in  patient  care,  teaching  and  research. 
The  study  will  include  questionnaires  to  several 
thousand  practicing  cardiologists  and  other  physi- 
cians who  have  a primary  interest  in  this  area  of 
medicine.  Other  information  will  be  gathered 
through  daily  diary  accounts  of  how  cardiologists 
spend  their  time. 

Forrest  H.  Adams,  M.D.,  Los  Angeles,  Calif., 
ACC  President,  will  serve  as  principal  investigator 
and  chairman  of  the  project's  Advisory  Committee. 

Two  Ohio  physicians  are  also  on  the  advisory 
committee : 

Noble  O.  Fowler,  M.D.,  Cincinnati,  profes- 
sor of  medicine  at  the  University  of  Cincinnati 
School  of  Medicine  and  director  of  the  Division 
of  Cardiology  at  the  Cincinnati  General  Hospital. 
Dr.  Fowler  will  represent  the  Sub-specialty  Board 
in  Cardiovascular  Diseases. 

Walter  H.  Pritchard,  M.D.,  Cleveland,  Argyl 
J.  Beam  Professor  of  Medicine  at  Case  Western 
Reserve  School  of  Medicine  and  director  of  the 
Department  of  Cardiology  at  the  University  Hos- 
pital of  Cleveland,  who  will  represent  the  Council 
of  Clinical  Cardiology  of  the  American  Heart  As- 
sociation. 
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Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simple  ; 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  witll 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 


The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


^ m 

ROCOM"  <S> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen: 

I am  interested  in  obtaining  additional 
information  about: 

□Health  History  Medical  Record 

System  [ j System 

( | Telephone  System  ^ Appointment  System 

Name  Specialty 

Street 


City  state 


Please  do  not  forget  Zip  Code 


Rocom  Telephone  System  ..  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


•Craated  and  davalopad  by  Fatiant  Cara  SyatajiSi  Ine. 
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Upjohn 


What  nature  denies,  Halotestin  may  replace.  That’s  the  purpose  of  this  orally 
active  androgen  in  conditions  such  as  impotency,  eunuchoidism,  and 
eunuchism.  The  most  widely  used  agent  of  its  kind, 

Halotestin  is  replacement  therapy  with  approximately  five  times  the 
potency  of  oral  methyltestosterone.  And,  at  its  recommended  daily 
dosage  of  2 to  10  mg.,  Halotestin  is  economical  as  well  as 
convenient.  Of  course,  you  will  want  to  employ  androgens  carefully 
in  young  boys  to  avoid  premature  epiphyseal  closure. ..and 
in  the  elderly  where  possible  sodium  retention  may,  minimally, 
precipitate  edema.  Tablets  of  2,  5,  and  10  mg. 


Halotestin 

(fluoxymesterone 

Upjohn] 


5 mg. 
tablets 


oral  replacement  with 
parenteral-like  potency  * 


Please  see  facing  column  for 
summary  of  contraindications, 
precautions,  and  adverse  reactions. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Halotestin® 

(fluoxymesterone,  Upjohn) 


Orally  active  androgen  about  5 times  as  potent 
in  anabolic  and  androgenic  activity  as  methyltes- 
tosterone.  Halotestin  (fluoxymesterone)  induces 
significant  retention  of  calcium  and  potassium, 
but  retention  of  sodium  not  marked.  Doses  below 
20  mg.  daily  have  little  effect  in  producing 
creatinuria. 

Indications  Male:  Replacement  therapy  in  tes- 
ticular hormone  deficiency  states.  Prevents  atro- 
phy of  the  accessory  male  sex  organs  following 
castration  for  as  long  as  therapy  is  continued. 
Impotence  and  male  climacteric  symptoms  when 
due  to  androgen  deficiency.  Primary  eunuchoid- 
ism and  eunuchism.  Delayed  puberty  when  es- 
tablished as  not  a simple  familial  trait.  Indicated 
for  those  symptoms  of  panhypopituitarism  re- 
lated to  hypogonadism,  however,  appropriate 
adrenal  cortical  and  thyroid  hormone  replace- 
ment therapy  remain  of  primary  importance. 
Female:  Palliation  of  androgen-responsive,  ad- 
vanced, inoperable  breast  cancer  in  women  be- 
tween 1 and  5 years  postmenopausal  or  women 
in  whom  castration  has  shown  the  tumor  to  be 
hormone  dependent.  Prevention  of  postpartum 
breast  manifestations  of  pain  and  engorgement; 
there  is  no  satisfactory  evidence  that  this  drug 
prevents  or  suppresses  lactation  per  se.  In  os- 
teoporosis androgens  may  be  of  adjunctive 
value  to  adequate  considerations  of  diet,  cal- 
cium balance,  physiotherapy  and  general  health 
promoting  measures.  Males  and  Females:  In  the 
treatment  of  protein  depletion  states  which  oc- 
cur in  geriatric  patients,  in  debilitation  states,  in 
chronic  corticoid  therapy,  resistant  fractures; 
cryptorchidism;  creating  a positive  nitrogen  bal- 
ance, tissue  repair  and  other  anabolic  effects. 
Androgenic  steroids  may  produce  a response  in 
aplastic  anemias,  myelofibrosis,  myelosclerosis, 
agnogenic  myeloid  metaplasia  and  hypoplastic 
anemias  due  to  malignancy  or  myelotoxic  drugs. 
Androgens  are  not  of  value  in  other  anemias. 
Contraindications  Pregnancy  (may  virilize  fe- 
male fetus),  mammary  carcinoma  in  the  male, 
prostatic  carcinoma,  severe  liver  disease,  severe 
cardiorenal  disease  and  severe  persistent  hy- 
percalcemia. 

Precautions  Employ  with  caution  in  young  boys 
to  avoid  precocious  sexual  development  and 
premature  epiphyseal  closure.  Androgens  tend 
to  promote  retention  of  sodium  and  water,  there- 
fore, watch  for  edema— particularly  in  the  elderly. 
Incidence  and  severity  of  edema  have  been 
minimal  and  have  been  associated  only  with 
high  doses  used  for  palliation  of  breast  cancel. 
Hypercalcemia  may  occur,  particularly  in  patients 
with  metastatic  breast  carcinoma;  if  this  occurs 
the  drug  should  be  discontinued.  Changes  in 
liver  function  tests,  such  as  increased  BSP  re- 
tention and  SGOT  levels,  can  occur  during  ther- 
apy. Jaundice  has  been  rarely  reported.  If  liver 
function  tests  are  altered,  discontinue  medica- 
tion or  reduce  dose.  Priapism  is  indicative  of 
excessive  dosage  and  is  indication  for  tempo- 
rary withdrawal  of  drug.  When  treating  protein 
depletion  states  or  osteoporosis,  an  adequate 
diet  should  be  provided  and  prolonged  immobili- 
zation avoided  whenever  possible.  When  treating 
aplastic  or  hypoplastic  anemias,  androgen  ther- 
apy should  not  replace  other  measure  such  as 
transfusion,  correction  of  iron  deficiency,  anti- 
bacterial therapy,  and  the  use  of  corticosteroids. 
Adverse  reactions  Nausea,  dyspepsia,  men- 
strual irregularities,  hepatic  dysfunction,  pria- 
pism, edema,  precocious  sexual  development, 
and  premature  epiphyseal  closure  in  young 
patients  have  been  reported.  Male  — Prolonged 
administration  or  excessive  dose  may  cause 
inhibition  of  testicular  function  with  oligospermia 
and  decreased  ejaculation  volume.  Female- 
Large  doses  or  prolonged  administration  may 
produce  masculinization  with  signs  such  as  hir- 
sutism, deepening  of  the  voice,  enlargement  of 
the  clitoris,  acne,  and  sometimes,  increased 
libido. 

Supplied  Tablets:  2 mg.,  scored  — bottles  of  1007 
5 mg.,  scored -bottles  of  50. / 70  mg.,  scored 
— bottles  of  50. 

For  additional  product  intormation,  see  your 
Upjohn  representative  or  consult  the  package 
circular. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  July  and  August.  List 
shows  name  of  physician,  county,  and  city  in 
which  he  is  practicing,  or  in  which  he  is  taking 
postgraduate  work. 


COLUMBIANA 
Rolland  E.  Herron 
Salem 

CUYAHOGA  (Cleveland, 

except  as  indicated) 

Luis  O.  Araneda 
Martin  I.  Broder  II 
Marc  J.  Horwitz 
Bohdan  S.  Osadca 
Peninsula 
Minal  Pradham 
Madhira  D.  Ram 
Donald  L.  Vogel 
Martin  H.  Weiss 
Dominico  Z.  Zapanta 
Berea 

DEFIANCE  (Defiance) 
Rafael  V.  Alberti 
Jon  B.  Closson 

FRANKLIN 

James  N.  Baird,  Jr. 
Columbus 

P'rank  S.  McCullough 
Springfield 
William  A.  Stone 
Columbus 

HAMILTON 

Slavko  Knezevic 
Cincinnati 


JEFFERSON  (Steubenville) 
Ronald  C.  Agresta 
Joseph  A.  Cipcic 
James  A.  Manning 

LICKING 

J.  Michael  Wills 
Newark 

MAHONING 
John  S.  Conti 
Youngstown 

MONTGOMERY 
Richard  M.  Klein 
Dayton 

RICHLAND 

Rafael  G.  Belliard 
Mansfield 
John  A.  Savoy 
Mansfield 
Alfredo  N.  Villao 
Shelby 

SUMMIT 

George  A.  Hunter,  Jr. 
Akron 

William  W.  Lee 
Cuyahoga  Falls 

TRUMBULL  (Warren) 
Luis  F.  Aldana-Ghaves 
Robert  W.  Taylor 
Francis  L.  Tracy 


Chief  of  Staff  Named 

Walter  H.  Pritchard,  M.D.,  has  been  ap- 
pointed chief  of  staff  of  University  Hospitals  of 
Cleveland. 

Dr.  Pritchard  succeeds  Alan  R.  Moritz,  M.D., 
who  was  named  the  first  chief  of  staff  when  the 
position  was  established  last  year.  Dr.  Moritz  will 
continue  to  be  active  in  teaching  and  research 
at  the  hospital  as  professor  of  pathology  at  Case 
Western  Reserve  University  School  of  Medicine. 

Dr.  Pritchard  will  continue  to  be  active  in 
the  Department  of  Medicine  in  which  he  is  the 
Argyl  J.  Beams  Professor  of  Medicine. 
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Investment  Prognosis 


By  Frank  Van  Holte,  Columbus 


A CCORDING  TO  seasoned  economists  and 
observers,  the  spectacular  market  rise  on 
August  16,  1971  was  a reaction  to  the  most  dra- 
matic change  in  economic  direction  of  our  country' 
since  World  War  II.  And  we  have  seen  a rather 
broad  upsweep  since  President  Nixon’s  announce- 
ment which  indicates  a pronounced  restoration 
of  investor  confidence  in  the  economy.  Corporate 
profits  should  be  better  than  previously  anticipated 
for  the  second  half  of  the  year.  Although  the 
90-day  freeze  on  price  increases  lowers  profit 
margins,  productivity  should  rise  and  the  lock 
on  wages  and  supplier  prices  will  give  a good 
boost  to  the  third  and  fourth  quarter  earnings. 
Of  course,  everyone  is  speculating  on  what  steps 
President  Nixon  plans  to  take  to  keep  inflation 
under  control  after  the  90-day  freeze  expires.  The 
administration  still  has  to  deal  with  the  union 
pressures,  and  labor’s  attack  on  the  President’s 
program  will  be  strong.  Organized  labor  will 
surely  have  a voice  in  Phase  Two  after  November 
13,  but  most  observers  feel  that  whatever  policy 
emerges,  it  will  sharply  curb  the  rapid  increase 
in  wage  gains  and  price  increases.  It  looks  like 
we  will  see  a slow  thaw  of  the  freeze. 

When  you  see  the  name  Kresge,  you  think 
of  the  typical  variety  store  (we  used  to  call  them 
5 and  10  cent  stores  but  that’s  hardly  appropriate 
today),  but  you  may  be  interested  to  know  that 
this  large  aggressively  operated  company  derived 
only  about  17  percent  of  its  sales  from  the  well- 
known  long-established  variety  stores.  The  K 
Mart  division  accounts  for  about  80  percent  of 


This  monthly  feature  is  written  for  The  Journal 
and  is  particularly  slanted  to  the  needs  and  in- 
terests of  physicians.  Comments  of  readers  are 
invited.  Mr.  Van  Holte  is  associated  with  the 
underwriting  and  brokerage  firm  of  Sweney  Cart- 
wright & Company,  Columbus. 


sales.  This  discount  department  store  chain  was 
started  by  the  Company  only  nine  years  ago.  The 
411  K Mart  stores  as  of  January-,  1971,  have 
over  26.7  million  square  feet  of  selling  space  and 
about  75  new  K Marts  will  be  opened  in  1971. 

All  of  these  Kresge  facts  mean  that  I am 
recommending  this  stock  as  an  addition  to  your 
portfolio  of  growth  securities.  Earnings  for  the 
current  fiscal  year  should  rise  over  20  percent 
to  about  2.25  per  share.  The  good  management 
and  aggressive  merchandising  policies  of  this  com- 
pany should  boost  sales  and  earnings  to  new  highs 
in  tlie  next  few  years.  I cannot  see  anything  but 
growth  for  this  stock  and  I recommend  that  you 
buy  and  participate  in  this  success. 

In  1969,  the  automobile  industry  sold  11.6 
million  new  cars  and  trucks  for  the  best  ever  year. 
It  appears,  however,  that  this  record  will  be 
broken  in  1972.  At  least,  that  is  the  opinion  of  top 
General  Motors  executives  if  Congress  follows 
President  Nixon’s  recommendations  and  kills  the 
7 percent  excise  on  new  cars.  They  estimate  that 
new  car  sales  next  year  will  exceed  12.7  million 
units.  In  addition  to  killing  the  excise,  the  GM 
officials  indicate  that  raising  the  duty  on  imported 
cars  from  the  present  level  of  3.5  percent  to  10 
percent  should  further  boost  sales.  However,  this 
help  for  American  Automobile  companies  may 
be  temporary.  If  a new  system  of  parities  for  the 
world’s  major  currencies  can  be  found  in  the  next 
few  months,  the  higher  surcharge  advantage  may 
disappear.  In  any  event,  it  seems  to  me  that  the 
alert  investor  will  look  for  opportunities  to  buy- 
stocks  in  companies  participating  in  the  produc- 
tion of  this  record  number  of  cars  and  trucks. 

I enjoyed  the  quip  in  a recent  issue  of  a na- 
tional financial  publication  regarding  price  and 
wage  controls.  It  called  attention  to  the  tremendous 
new  market  that  is  now  open  for  producers  of  red 
tape. 
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IN  ASTHMA  optional 

IN  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 
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come  together ! 

To  the  25th  AMA  Clinical  Convention  in  New  Orleans. 
Participation  will  be  the  key  at  this  medical 
meeting  — you  and  your  colleagues  getting  to- 
gether for  a useful  and  rewarding  learning 
experience.  Evaluating  and  discussing  the  problems 
of  clinical  medicine. 


The  scientific  program  is  outstanding,  with  three  in- 
depth  postgraduate  courses  on  Behavioral  Problems 
in  Children  and  Adolescents;  Cardiovascular 
Disease;  and  Fluid  and  Electrolyte  Balance.  Other 
sessions  you’ll  want  to  attend  include  Diagnostic 
Evaluation  and  Management  of  Joint  Diseases; 
Dermatological  Problems  in  Everyday  Practice; 

Current  Concepts  in  Gastroenterology;  Office 
Gynecology;  Management  of  Common  Problems,  and 
a Symposium  on  Diverticular  Disease  of  the  Colon. 

Along  with  these  sessions  are  dozens  of  scientific 
and  industrial  exhibits  to  help  inform  you  of  the 
latest  research  and  the  newest  products  and  services. 

Plan  to  be  there.  See  the  complete  scientific 
program  and  registration  forms  in  the  October  18th 
issue  of  JAMA. 

25th 

nmn  Clinical  Convention 
flovember  28  - December  1. 1971 
the  Rivergote 
Convention  Center 
flew  Orleon/ 
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The  concert  was  just  underway, 
When  to  the  conductor’s  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear, 

The  maestro  no  longer  could  stay, 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 

I combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
L And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8 •/«. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 
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iRobftussin-Pt 


IRobitussinA-C 


dear  the  tract 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu" 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C 

Each  5 cc.  contains: 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go" 

Cough  Calmers 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Robitussin 

extra 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


chart 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 

ROBITUSSIN® 

ROBITUSSIN  A-C s 

ROBITUSSIN-DM  ? 

ROBITUSSIN-PE® 

9 

COUGH  CALMERS 

g j 

| g 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Report  on  Federation 
of  State  Medical  Boards 


' I TIE  Federation  of  Slate  Medical  Boards  of  the 

United  States  is  continuing  to  play  an  all- 
important  role  in  its  field  and  in  promoting  co- 
operation and  harmony  among  the  agencies  dealing 
with  the  licensure  of  physicians.  For  that  reason 
a report  on  the  Federation's  activities  is  of  parti- 
cular interest  to  The  Journal’s  readers. 

Dr.  Frederick  T.  Merchant,  Marion,  president 
of  the  Federation  for  1970-1971.  gave  the  Annual 
Report  of  the  President  at  the  groups  annual 
meeting  in  Chicago,  February  11-14.  The  report 
was  published  in  full  in  the  August  issue  of  the 
Federation  Bulletin.  Dr.  Merchant  is  a practicing 
surgeon  in  Marion,  a former  member  of  The  Coun- 
cil of  the  Ohio  State  Medical  Association,  and  is 
a member  of  the  State  Medical  Board  of  Ohio. 

Following  are  excerpts  of  his  report. 

Xr  Xr  *3£ 

This  year  has  been  a very  active  one  though 
perhaps  in  a way  different  from  that  experienced 
by  presidents  of  the  Federation  in  recent  years.  In- 
volvement in  fewer  national  meetings  was  noted, 
but  greater  time  demands  in  other  areas  were 
realized.  Emphasis  this  year  has  been  placed  on 
expansion  and  consolidation  of  the  FLEX  (Feder- 
ation Licensing  Examination)  program,  on  co- 
operation and  understanding  between  boards  of 
medical  examiners  and  the  medical  schools,  on 
the  challenges  which  must  inevitably  face  all 
medical  boards,  and  on  continued  revitalization 
of  the  Federation  itself.  . . . 

Much  time  has  been  devoted  to  the  planning 
and  expansion  of  FLEX,  on  which  I have  con- 
tinued to  be  active,  somewhat  in  the  capacity  of 
FLEX  secretary  to  the  Examination  Institute  Com- 
mittee. Over  500  letters  have  been  written  in 
response  to  correspondence  from  foreign  medical 
graduates,  and  over  200  to  others,  including  secre- 
taries of  state  medical  boards,  medical  board  mem- 
bers, deans  and  faculty  of  medical  schools,  li- 
brarians, hospitals,  publications,  and  other  interest- 
ed people.  Special  memoranda  have  been  sent  to 
the  board  secretaries  and  to  board  members  re- 
garding matters  of  special  interest. 

Innumerable  phone  calls  and  conferences 
were  conducted.  In  addition,  several  personal  visits 
to  state  medical  boards  were  made.  Two  members 
of  the  Federation  assisted  me  in  this,  with  Dr. 
Leo  T.  Heywood  visiting  the  Wisconsin  board  on 
October  21.  and  Dr.  Arthur  W.  Wright  visiting  the 


New  Jersey  board  on  December  9.  The  volume  of 
work  has  increased,  not  only  in  regard  to  the 
above,  but  also  in  matters  concerning  the  states 
currently  participating  and  the  continued  organiza- 
tion and  management  of  the  program.  The  num- 
ber of  participating  states  has  increased  from 
19  in  December  1969  to  25  in  December  1970. 
Three  other  states  are  planning  to  participate 
definitely  by  June  1971  and  perhaps  five  others 
by  December  1971.  In  addition,  Puerto  Rico  is 
exploring  the  use  of  FLEX  in  Spanish  and  the 
Canadian  Province  of  Saskatchewan  has  approved 
FLEX  as  an  examination  for  licensure.  . . . 

I his  year,  I have  been  in  contact  with  deans 
of  medical  schools,  secretaries  of  basic  science 
boards,  and  representatives  of  various  osteopathic 
schools  and  some  separate  osteopathic  licensing 
boards.  Efforts  have  been  made  to  create  further 
awareness  of  the  problems  arising  from  the  foreign 
medical  graduates,  of  innovations  in  medical  edu- 
cation, and  of  the  need  for  cooperation  between 
more  boards  of  medical  examiners.  The  need  to 
recognize  the  increasing  pressures  being  brought 
to  bear  upon  us  by  social  planners  and  others 
preoccupied  by  what  is  broadly  called  the  health 
care  delivery  problems  should  be  obvious  to  all. 

The  program  this  year  is  designed  to  provide 
information  and  discussion  in-depth  in  certain 
specific  areas  which  should  be  of  concern  to  us. 
These  include  legal  responsibilities  in  relation  to 
the  allied  health  professions  and  medical  assistants, 
the  further  exploration  of  the  professional  assistant 
and  the  relationship  or  responsibilities  to  state 
medical  boards  and  the  changes  and  challenges  in 
n.edical  education  and  curricula,  all  of  w'hich 
reflect  directly  in  the  function  and  responsibilities 
of  the  state  licensing  bodies.  It  is  to  be  hoped  that 
much  of  value  can  be  derived  from  this  type  of 
concentrated  presentation. 

Ours  is  a unique  type  of  organization  often 
most  difficult  to  lead  for  we  derive  from  multiple 
"autonomous”  bodies,  as  it  were.  Each  body  is 
capable  of  being  zealous  or  jealous  in  its  own  right, 
each  perhaps  suspicious  of  its  counterpart,  yet  each 
somewhat  dependent  on  the  strengths,  weaknesses, 
or  problems  of  its  fellow  boards.  I believe  we  have 
drawn  closer  together  over  the  past  several  years, 
and  that  we  may  yet  achieve  a stronger  and  a more 
unifying  position.  Nonetheless,  reality  demands  we 
acknowledge  that  we  are  not  autonomous  but  are 
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Sprigg  Subber  Awfubb  Widder 

codes  hayfeber  allerdgies  “flu” 


relieve  them  alt  with 

alt-season  ISOCLOR 

timesule®  tablet  liquid 

<=4fP  ® <$) 


TWO  ACTIVE  COMPONENTS 

give  “four  season”  sufferers  dependable  relief 

Chlorpheniramine  Maleate  dries  runny  noses  and  eyes,  quiets 
sneezing,  wheezing,  soothes  itching  and  reduces  postnasal  drip — 
all  with  a particularly  low  index  of  side  effects  such  as  drowsiness. 
Pseudoephedrine  HCI:  decongests  throughout  entire  respiratory 
tract,  opening  nasal  passages,  dilating  bronchioles,  relaxing 
“tight  chest"— as  effectively  as  ephedrine,  but  with  much  less 
CNS  or  cardiovascular  stimulation. 

COMPOSITION:  Each  tablet  or  10  cc.  (2  teaspoonsful)  of  liquid 


contains: 

Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI  25  mg. 

Each  Isoclor  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI  65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  relief  of  upper  respiratory  and  bronchial  con- 
gestion associated  with:  the  common  cold,  hay  fever  and  aller- 
gies, sinusitis,  influenza,  and  vasomotor  and  allergic  rhinitis. 
CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sym- 


pathomimetic agents.  Severe  hypertension  or  severe  cardiac 
disease. 

PRECAUTIONS:  Use  with  caution  in  patients  with  hyperthyroid- 
ism. Patients  susceptible  to  the  soporific  effects  of  chlorphenira- 
mine should  be  warned  against  driving  or  operating  machinery 
should  drowsiness  occur. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100;  Liquid:  Pints  and  gallons: 
Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  3-4  h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%- 1 tsp.  q.  3-4  h. 

30-40  pounds 

i/2-%  tso.  q.  3-4  h. 

20-30  pounds 

1/4-1/2  tsp.  q.  3-4  h. 

15-20  pounds 

14-1/4  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 

Mount  Prospect,  Illinois,  U.S.A.  60056 
Subsidiary  of  American  Hospital  Supply  Corporation 


bound  by  state  statutes,  rules,  and  regulations,  and 
perhaps  even  by  the  caprice  of  state  legislatures. 
Encounters  with  legislatures  over  matters  deemed 
essential  can  be  agonizing,  frustrating  and  dis- 
couraging, yet  essential  to  the  fulfillment  of  our 
basic  purposes.  To  paraphrase  history,  I believe 
that  united  we  succeed,  divided  seriously  we  fall. 

In  June  1970,  I sought  and  obtained  from  the 
Board  of  Directors  approval  for  the  appointment  of 
an  ad  hoc  committee  to  conduct  a study  in  depth 
of  the  Federation.  . . . 

I should  like  to  enter  a plea  to  the  secretaries 
and  staffs  of  all  state  medical  boards  to  take  special 
care  in  the  preparation  of  the  questionnaire  fur- 
nished by  the  AMA  for  purposes  of  compiling  data 
for  die  JAMA  “Medical  Licensure  Number.” 
Numerous  errors  were  found  subsequently  this  year, 
some  apparently  by  failure  to  obtain  up-date  infor- 
mation. In  some  instances,  state  statutory  require- 
ments had  been  changed  but  obsolete  data  was  still 
presented  in  the  questionnaire.  This  led  to  prob- 
lems and  some  misunderstanding  when  various 
state  boards  were  approached  regarding  the  eli- 
mination of  restrictive  licensure  requirements  rela- 
tive to  medical  school  education  and  graduates. 
A special  letter  was  dispatched  to  30  boards  whose 
medical  practice  acts  revealed  sections  conflicting 
in  some  degree  with  the  current  changes  in  medical 
school  education.  A significant  number  responded 
indicating  that  changes  had  already  been  achieved 
although  the  data  furnished  to  AMA  on  re- 
examination did  not  reflect  these  changes.  Other 
errors  were  also  found,  particularly  those  which 
could  be  identified  by  participation  or  nonparti- 
cipation in  FLEX,  endorsement  procedures,  etc. 

Special  recognition  and  commendation  is 
made  to  Dr.  Ray  L.  Casterline  for  his  fine  work 
as  editor  of  the  Bulletin.  Most  of  you  will  realize 
that  a “new  look”  has  been  achieved.  His  con- 
stant desire  is  to  bring  you  information  which 
should  be  of  interest  and  value. 

Although  a memo  has  been  sent  to  the  secre- 
taries of  all  state  medical  examining  boards,  I 
should  like  once  again  to  point  out  that  recent 
problems  have  occurred  relative  to  the  certifying 
of  moral  chraracter  on  endorsement  applications 
referred  from  state  boards  to  the  National  Board 


of  Medical  Examiners.  As  a result,  the  following 
statement  of  policy  has  been  made  by  the  execu- 
tive committee  of  the  National  Board  in  October 
1970: 

“The  National  Board  of  Medical  Examiners 
is  to  be  regarded  as  an  examining  agency  with  no 
i unction  in  determining  the  moral  character  of  its 
Diplomates,  or  fitness  to  practice,  other  than  the 
completion  of  educational  requirements  and  the 
successful  completion  of  its  examination  in  ac- 
cordance with  the  rules  and  regulations  established 
by  the  National  Board  of  Medical  Examiners.” 

Accordingly,  in  the  future  on  endorsement  ap- 
plications completion,  the  National  Board  office 
will  enter  only  that  data  relative  to  the  educational 
requirements  and  results  of  the  examination  and 
will  not  certify  whatsoever  in  regard  to  moral 
character  or  fitness  to  practice  inasmuch  as  these 
are  areas  about  which  the  National  Board  will 
have  no  information  or  responsibility.  Where  indi- 
cated it  is  recommended  that  medical  examining 
boards  contact  the  Department  of  Investigation, 
American  Medical  Association,  Chicago,  for  such 
information  as  may  be  on  file. 

...  It  has  been  my  pleasure  to  have  served 
this  year  as  your  president.  As,  usual,  one  never 
seems  to  achieve  all  the  goals  he  sets,  but  I 
do  trust  that  further  understanding  has  been 
promoted,  that  awareness  of  problems  and  chal- 
lenges has  been  achieved,  and  that  the  FLEX 
program  has  been  further  recognized  as  the  most 
important  and  progressive  program  the  Federation 
has  ever  initiated.  The  anticipated  long-range 
plan  to  be  evolved  by  the  ad  hoc  long-range  plan- 
ning committee  may  well  take  its  place  alongside 
FLEX  as  a true  milestone  of  progressiveness  and 
revitalization.  I complete  this  year  with  a firm 
belief  in  the  Federation  since  I hold  it  to  be  em- 
barked on  a greatly  strengthened  and  purposeful 
course.  . . . 

....  No  single  person  can  possibly  accomplish 
it  alone,  especially  in  an  organization  such  as  ours 
which  is  composed  of  member  units  similar  yet  so 
strangely  dissimilar  in  character  and  in  individual 
board  construction  and  so  hedged  in  by  legislative 
and  administrative  procedures. 
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Abdominal  Echography 

Stewart  P.  Chase,  M.D.,  and  Atis  K.  Freimanis.  M.D. 


HE  PURPOSE  OF  THFS  PAPER  is  to  de- 
fine and  describe  abdominal  echography,  and 
to  present  the  results  of  our  experiences  with 
abdominal  echography  over  a 2y2-year  period 
since  late  1967,  with  particular  attention  to  its 
value  as  a diagnostic  tool  in  day-to-day  evaluation 
for  abdominal  masses. 

History  and  Principles 

The  development  of  sonar  and  radar  heralded 
the  use  of  ultrasound  in  medical  diagnosis.  The 
first  attempts  at  diagnostic  ultrasound  were  di- 
rected at  lesions  of  the  brain.  The  term  echo- 
encephalography  has  evolved  in  referring  to  this 
procedure.1-2  Abdominal  masses  were  first  in- 
vestigated by  ultrasound  by  Donald,  MacVicar. 
and  Brown.3  Subsequently,  a number  of  investi- 
gators have  reported  on  abdominal  echography 
for  evaluating  liver  disease,  abdominal  and  pelvic 
masses,  lymphadenopathy,  aneurysms,  and  preg- 
nancv.4"9  Ultrasound  has  also  been  used  in  evalu- 
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ation  of  the  orbit,10  heart,11  lung,12  pelvis,13 
blood  vessels,14  and  other  structures.15-16 

Abdominal  echography  is  based  on  the  prin- 
ciple that  ultrasound,  in  passing  through  a non- 
homogenous  structure,  will  be  partially  reflected 
by  interfaces  or  inhomogeneities  within  that  struc- 
ture. In  practice,  a transducer  is  moved  across  the 
abdominal  wall  in  contact  with  the  skin,  using 
mineral  oil  as  a coupling  agent.  The  transducer 
emits  brief  pulses  of  ultrasound  into  the  abdomen. 
When  the  transducer  is  not  emitting  ultrasound 
it  acts  as  a receiver  for  those  sound  waves,  or 
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echoes,  which  are  returning  from  within  the  ab- 
domen. The  returning  echoes  are  represented  in 
their  appropriate  spatial  relationships  as  a cross- 
section  picture  of  the  abdomen  which  is  displayed 
on  an  oscilloscope  screen.  This  is  called  a com- 
pound B-scan. 

Materials  and  Methods 

Over  900  abdominal  echograms  were  per- 
formed on  patients  with  a variety  of  clinical 
presentations  including  known  or  suspected  neo- 
plasm, mass,  aortic  aneurysm,  pancreatitis  with 
or  without  pancreatic  pseudocyst,  and  abdominal 
pain.  Repeat  scans  were  performed  on  some  of 
the  patients,  because  either  the  initial  scan  was 
inadequate  or  follow-up  study  was  requested. 

Although  our  scanning  routine  has  varied 
somewhat,  we  have  generally  obtained  transverse 
sections  of  the  abdomen  every  2 or  3 cm  from 
the  xiphoid  to  the  pubis  and  longitudinal  sections 
at  1 to  2 cm  increments  for  a distance  of  about 
4 cm  on  each  side  of  the  midline  (Fig.  1).  At  each 
specific  level,  the  transducer  is  passed  across  the 
abdomen  several  times  and  the  resulting  cross- 
sectional  image  on  the  storage  oscilloscope  screen 


Fig.  1.  Method  of  marking  patient  with  water-soluble 
ink.  Standard  reference  points  are  iliac  crest  and  midline. 
Multiple  transverse  and  longitudinal  scan  sections  are 
obtained. 


Table  1.  Summary  of  Category  of  Review  of  500  Pa- 
tients Examined  by  Abdominal  Echography.  All  diagnoses 
were  proven  or  substantiated  * 


Category 

Correct 

Diagnosis 

Incorrect 

Diagnosis 

Total 

Lymphadenopathy 

160 

19 

179 

Aneurysm 

78 

1 

79 

Liver 

38 

26 

64 

Pancreas 

44 

1 1 

55 

Pelvic  masses 

40 

2 

42 

Miscellaneous 

92 

7 

99 

‘Some  patients  were  applied  to  more  than  one 
category'. 


is  photographed  by  a Polaroid  camera.  About  50 
to  60  scan  sections  are  obtained,  and  the  Polaroid 
photographs  are  combined  and  mounted  for  ease 
of  interpretation.  A Picker  Ultrasonic  Lamino- 
graph  (Model  #592500)  with  a 2.0  Mhz  lead 
zirconate  titanate  crystal  is  employed  in  “B” 
mode. 

Approximately  700  hospital  records  were  re- 
viewed on  patients  who  had  abdominal  echo- 
graphic  examinations.  Only  those  patients  in 
whom  the  diagnosis  was  proven  or  well  substan- 
tiated are  included  in  this  report.  Diagnoses  were 
considered  proven  only  if  there  was  surgical  or 
postmortem  confinnation;  they  were  considered 
substantiated  only  if  there  was  reasonable  support 
by  other  diagnostic  examinations  such  as  barium 
gastrointestinal  series,  radiotracer,  or  laboratory- 
studies.  Of  the  hospital  records  reviewed,  the 
diagnosis  was  considered  proven  (156)  or  substan- 
tiated (344)  in  500  cases  (Table  1),  and  these 
cases  constitute  the  basis  for  this  report. 

Results 

Each  case  was  placed  into  one  (or  more)  of 
the  following  categories:  (1)  lymphadenopathy, 
(2)  aneurysm,  (3)  liver,  (4)  pancreas,  (5)  pelvic 
masses,  and  (6)  miscellaneous.  Some  cases  were 
included  in  more  than  one  category.  For  example, 
a case  of  carcinoma  of  the  pancreas  with  hepatic 
metastases  was  included  in  both  the  pancreas  and 
liver  categories. 

(1)  Lymphadenopathy. — Most  patients  who 
had  echograms  for  possible  lymphadenopathy  had 
proven  or  suspected  lymphoma,  but  patients  with 
possible  metastatic  seminoma  or  adenocarcinoma 
were  also  studied  on  occasion.  Echographic  diag- 
nosis was  correct  in  160  out  of  179  cases.  We  have 
found  abdominal  echography  quite  helpful  in 
evaluation  for  lymphadenopathy  (Fig.  2).  Echogra- 
phy has  on  occasion  detected  lymphadenopathy 
which  was  not  detected  by  any  other  diagnostic 
study,  including  conventional  lymphangiography, 
which  will  demonstrate  para-aortic  but  not  mes- 
enteric, retrogastric,  or  subhepatic  lymph  nodes. 
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Fig.  4A  (left).  Longitudinal  scan  showing  normal  aorta 
(a)  with  a mass  (m)  closely  related.  Spine  (s)  is  also 
seen. 

Fig.  4B  (above).  Transverse  scan  confirms  presence  of 
mass  separated  from  aorta.  Patient,  admitted  with  diag- 
nosis of  aortic  aneurysm,  proved  to  have  lymphosarcoma. 


Fig.  5A  (left).  Longitudinal  scan  showing  large  liver 
(L)  and  massively  enlarged  gallbladder  (g). 

Fig.  5B  (above).  Transverse  scan  shows,  in  addition  to 
gallbladder,  a mass  in  area  of  head  of  pancreas  (m). 
Aorta  (a)  and  spine  (s)  are  also  seen.  Patient  had  a 
carcinoma  of  ampulla  of  Vater  with  biliary  obstruction. 
Similar  echographic  pattern  can  be  seen  in  carcinoma 
of  head  of  pancreas. 


Fig.  2 (left).  Characteristic  echographic  appearance  of 
abdominal  lymphadenopathy  on  a transverse  scan. 
Multiple  transonic  lymph  node  masses  (m)  are  seen. 
Spine  (s)  and  aorta  (a)  are  also  visualized.  Patient  had 
Hodgkin’s  disease  with  abdominal  involvement  at  autopsy. 
Fig.  3 (above).  Longitudinal  scan  appearance  of 
abdominal  aortic  aneurysm  (a).  Liver  (L)  and  spine 
(s)  are  also  seen. 
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We  are,  however,  unable  consistently  to  demon- 
strate lymph  nodes  smaller  than  2 cm  in  size. 

Echography  has  also  been  helpful  in  both 
staging  and  management  of  patients  with  malig- 
nant disease.  We  have  been  able  to  follow  the 
regression  of  lymphadenopathy  under  treatment 
and  have  several  times  been  asked  to  evaluate 
radiotherapy  ports  to  determine  whether  or  not 
the  entire  tumor  mass  was  included  within  the 
therapeutic  field. 

(2)  Aneurysm. — We  have  defined  an  aneu- 
rysm as  a dilatation  of  any  part  of  the  abdominal 
aorta  to  an  external  diameter  greater  than  that 
of  a more  proximal  portion,  or  else  any  external 
diameter  of  greater  than  3 cm.17  In  79  patients 
studied  echographically  for  possible  aneurysm, 
the  diagnosis  was  correct  in  78  cases.  In  no  case 
was  an  aneurysm  present  which  was  not  demon- 
strated echographically.  In  two  cases,  we  were 
able  to  demonstrate  an  aneurysm  echographically 
(subsequently  proven  at  surgery)  which  could  not 
be  identified  on  a satisfactory  aortogram.  The 
presence  of  laminated  thrombi  partially  filling 
the  aneurysm  can  apparently  lead  to  an  occasional 
false  negative  result  by  angiography.  Our  single 
diagnostic  error  was  a false  positive  report  of  a 
possible  right  common  iliac  artery  aneurysm. 
Subsequent  follow-up,  including  a repeat  abdom- 
inal echogram,  has  shown  no  disease  in  this  area. 

It  has  become  apparent  that  our  diagnostic 
accuracy  in  abdominal  aortic  aneurysms  ap- 
proaches if  not  exceeds  any  other  diagnostic  ex- 
amination available  at  present.  This  confidence 
is  generally  shared  by  the  surgeons  in  our  hos- 
pital. It  is  not  uncommon  for  a patient  with  an 
aneurysm  to  avoid  preoperative  aortography  if 
the  echogram  has  clearly  delineated  the  aneurysm 
(Fig.  3). 

We  have  also  been  able  to  distinguish  aortic 
aneurysm  from  other  abdominal  masses.  Several 
cases  were  admitted  as  aortic  aneurysm  which 
were  shown  echographically  to  have  normal  ab- 
dominal aortas  with  masses  close  to  but  separate 
from  the  aorta  (Fig.  4). 

(3)  Liver. — There  were  64  cases  in  which 
either  we  reported  echographic  evidence  of  he- 
patic disease  or  subsequent  studies  demonstrated 
hepatic  disease  to  be  present.  Of  these  64  cases, 
the  echographic  diagnosis  was  correct  in  38  cases 
and  incorrect  in  26  cases. 

In  metastatic  disease,  a coarse,  spotty  echo 
pattern  within  the  liver  substance  has  been  de- 
scribed; however,  a similar  pattern  can  be  seen 
in  normal  patients  caused  by  technical  factors 
inherent  in  the  instrumentation,  and  this  has  led 
us  to  a number  of  false  positive  diagnoses.  This 
was  especially  true  when  we  first  began  abdominal 
echography;  recently  we  have  become  more  con- 


servative in  our  interpretation  of  metastatic  dis- 
ease within  the  liver. 

In  cirrhosis,  a fine  diffuse  echo  pattern  has 
been  described.  It  has  been  unusual  for  us  to  see 
this  pattern  in  our  echograms,  and  thus  we  have 
found  a number  of  false  negative  reports  in  cir- 
rhotic patients. 

In  summary,  we  have  been  inaccurate  in  di- 
agnosing hepatic  disease  by  abdominal  echogra- 
phy, tending  to  overcall  metastases  and  undercall 
cirrhosis.  It  appears  to  us  that  radiotracer  studies 
are  generally  more  accurate  and  useful  at  the 
present  time  for  evaluating  liver  disease. 

(4)  Pancreas. — We  have  evaluated  55  pa- 
tients for  possible  pancreatic  disease.  The  diagnosis 
was  correct  in  44  cases,  incorrect  in  1 1 cases. 
Filly  and  Freimanis  have  reported  on  some  of 
these  cases  previously.18 

The  normal  pancreas  is  not  visualized  echo- 
graphically. Acute  pancreatitis  or  chronic  pancre- 
atitis in  exacerbation  will  be  visualized  as  a 
curved  band-like  transonic  mass  anterior  to  the 
aorta  and  inferior  vena  cava.  The  ability  to  visu- 
alize the  inflamed  pancreas  is  probably  due  to 
the  confluent  edematous  swelling  of  the  gland. 
The  resolution  of  acute  pancreatitis  can  be  fol- 
lowed by  serial  studies. 

In  pancreatic  pseudocysts  and  neoplasms,  the 
lesions  are  displayed  as  a more  focal  mass  effect 
(Fig.  5)  rather  than  a diffuse  glandular  swelling, 
although  if  the  mass  is  associated  with  pancreatitis, 
both  patterns  can  be  seen  together.  Echography 
has  been  helpful  in  evaluating  for  developing 
pseudocysts  in  the  presence  of  pancreatitis.  The 
distinction  between  pseudocyst  and  neoplasm  may 
sometimes  be  made,  the  pseudocyst  generally 
having  less  of  an  internal  echo  pattern  than  the 
neoplasm.  In  any  case,  we  generally  are  unable 
to  delineate  a pancreatic  mass  smaller  than  2 to 
3 cm  in  diameter.  On  the  basis  of  our  present 
experience,  however,  it  appears  that  abdominal 
echography  represents  a valuable  adjunct  in  the 
diagnosis  of  pancreatic  disease. 

(5)  Pelvic  Masses. — We  have  included  in  the 
present  study  42  patients  evaluated  for  possible 
pelvic  masses.  The  presence  or  absence  of  mass 
was  correctly  interpreted  in  40  of  the  cases.  Of 
the  40  cases,  however,  the  organ  origin  of  the 
mass  was  incorrectly  interpreted  in  seven  patients. 
For  example,  a large  pelvic  mass  was  interpreted 
as  a uterine  fibroid  tumor,  but  at  surgery  this 
proved  to  be  a papillary  cystadenocarcinoma  of 
the  ovary.  Most  of  these  incorrect  interpretations 
of  organ  of  origin  were  in  large  masses  in  which 
the  normal  pelvic  anatomic  relationships  were 
obliterated. 

There  has  been  some  hope  that  pelvic  as  well 
as  other  neoplasms  can  be  characterized  as  to 
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Fig.  6.  Longitudinal  scan  in  patient  with  hydatidiform  mole. 
Fine  evenly  scattered  echo  pattern  is  characteristic. 


histology  and  invasiveness  as  well  as  to  presence 
or  absence.  With  certain  exceptions,  this  hope 
has  not  generally  been  realized.  Specific  echo- 
graphic  diagnosis  of  hydatid  mole  has  been  well 
described  in  the  literature,  and  we  have  diag- 
nosed several  cases  of  this  entity  (Fig.  6).  In 
addition,  we  have  also  occasionally  been  able  to 
suggest  invasiveness  and  probable  inoperability  of 
a neoplasm  if  it  appears  to  destroy  surrounding 
normal  anatomic  planes  or  structures.  Generally, 
however,  the  main  use  of  echography  in  gynecol- 
ogy is  to  confirm  the  presence  or  absence  of  a 
mass.  This  impression  agrees  with  recent  re- 
ports.6’13 

Obstetrical  cases  have  not  been  included  in 
this  review;  however,  some  general  impressions 
have  emerged  based  on  a number  of  examinations 
in  this  area.  We  have  been  accurate  in  deter- 
mining fetal  number,  position,  and  biparietal 
diameter,  but  we  have  been  unable  consistently 
to  predict  birth  weight.  In  spite  of  our  ability 
to  determine  biparietal  diameter,  the  loose  asso- 
ciation between  this  measurement  and  fetal  weight 
makes  their  relationship  of  limited  predictive  value. 
Perhaps,  as  has  been  suggested,13  better  predic- 
tions of  fetal  weight  can  be  made  by  measuring 
the  thorax  as  well  as  the  biparietal  diameter. 

We  have  not  used  echography  specifically 
for  placental  localization,  fetal  death,  or  ectopic 
pregnancy,  although  reports  have  indicated  the 
value  of  echography  in  these  areas.19-21 

(6)  Miscellaneous. — Miscellaneous  reasons 
such  as  abdominal  pain,  diarrhea,  possible  mass, 
or  weight  loss  lead  to  the  evaluation  of  99  cases. 
The  echographic  diagnosis  proved  to  be  correct 


in  92  of  these  cases.  Several  facts  emerge  from 
analysis  of  this  group  of  patients. 

First,  although  we  have  been  able  to  diagnose 
several  gastrointestinal  lesions,  it  is  clear  that 
echography  is  a less  effective  diagnostic  tool  than 
barium  contrast  studies  for  evaluation  of  possible 
gastrointestinal  lesions.  Second,  although  we  have 
diagnosed  several  renal  lesions,  contrast  urography 
is  a much  more  effective  method.  In  some  cases 
of  severe  loss  of  renal  excretory  function,  however, 
the  echogram  may  be  of  help  in  estimating  renal 
size  and  position.  Echography  has  also  been  of 
some  help  in  differentiating  solid  from  cystic  renal 
masses.  Third,  echography  has  proved  useful  in 
evaluation  of  intra-abdominal  fluid  collections. 
Fierra  reported  ten  such  cases  from  our  institu- 
tion.22 Fourth,  echography  can  be  helpful  as  a 
survey  examination  for  possible  mass,  pain,  diar- 
rhea, or  weight  loss. 

Summary 

Abdominal  echography  is  defined  and  dis- 
cussed. A review  of  500  cases  of  abdominal  echo- 
grams  from  this  institution  is  presented. 

Abdominal  echography  has  been  found  to  be 
very  accurate  in  evaluation  for  aneurysm,  accurate 
in  evaluation  for  lymphdenopathy  and  pelvic 
masses,  and  helpful  in  evaluation  for  pancreatic 
lesions  and  fluid  collections.  The  examination  has 
been  helpful  in  staging  and  management  of  malig- 
nant disease,  and  in  evaluating  radiation  therapy 
ports. 

At  present,  the  examination  appears  to  be 
generally  less  accurate  than  radiotracer  studies  for 
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hepatic  disease,  and  less  helpful  than  contrast 
studies  for  gastrointestinal  and  most  renal  lesions. 

This  investigation  was  supported  by  Institutional 
General  Research  Support  grant  FR  5409  from 
the  National  Institutes  of  Health. 
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/CHLORPROPAMIDE  HYPONATREMIA. — -In  five  patients  symptomatic 
hyponatremia  developed  during  chlorpropamide  therapy  for  diabetes  mel- 
litus.  Chlorpropamide  administered  was  associated  with  hyponatremia  and 
serum  hypo-osmolality,  continued  sodium  excretion  despite  hyponatremia  and 
an  impaired  ability  to  dilute  urine  maximally  and  to  excrete  a water  load.  Clin- 
ical and  chemical  abnormalities  were  corrected  by  withdrawal  of  chlorpropa- 
mide and  reappeared  when  the  drug  was  readministered.  This  phenomenon 
represents  a drug-induced  reversible  form  of  the  syndrome  of  inappropriate  ac- 
tivity of  antidiuretic  hormone  due  to  enhancement  of  action  by  chlorpropamide. 
The  reason  for  the  development  of  hyponatremia  in  only  a small  percentage  of 
persons  receiving  the  drug  is  not  clear.  The  syndrome  was  seen  in  4 percent 
of  patients  receiving  chlorpropamide  in  a clinic  population.  This  may  be 
related  to  individual  variation  in  ability  to  suppress  endogenous  antidiuretic 
hormone  in  response  to  hypo-osmolality.  — Peter  N.  Weissman,  M.D.,  Louis 
Shenkman,  M.D.,  and  Robert  I.  Gregerman,  M.D.,  Baltimore:  The  New 
England  Journal  of  Medicine,  284:65-71,  Jan.  14,  1971. 
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' I ’HE  HISTORY  of  vascular  surgery  began  with 
the  lateral  closure  of  a vessel  damaged  by 
"therapeutic  bleeding.”  Mr.  Hallowell  performed 
the  procedure  on  June  15,  1759.1  Two  hundred 
years  were  to  pass  before  vascular  repair  would 
become  an  accepted  part  of  the  practice  of  sur- 
gery. 

The  Second  World  War  and  the  Korean 
Conflict  added  considerable  impetus  to  this  grow- 
ing specialty.  In  1952,  the  first  abdominal  aortic 
aneurysm  was  removed.2  Improvements  in  tech- 
nique and  the  development  of  synthetic  graft  re- 
placements have  refined  our  surgical  approach  to 
this  problem. 

The  past  decade  has  been  a culmination  of 
over  two  centuries  of  effort.  It  is  the  purpose  of 
this  article  to  review  our  present  approach  to  the 
more  common  vascular  problems  which  we  face  in 
clinical  practice. 

Carotid- Vertebral  Artery  Disease 

Cerebrovascular  insufficiency  is  a common 
and  interesting  anatomic  study,  clearly  described 
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by  Willis  in  1684.  Mortality  and  morbidity  from 
“strokes”  has  more  than  doubled  in  the  past  20 
years.  The  magnitude  and  implications  of  this 
tragic  problem  must  encourage  us  to  increase  our 
efforts  toward  the  earlier  recognition  of  this  con- 
dition. 

Transient  ischemic  attacks  will  include  pa- 
tients with  symptoms  related  to  the  anatomic  in- 
volvement of  the  obstructed  vessels.  Reasonably 
pure  carotid  insufficiency  will  produce  lateralizing 
symptoms  associated  with  the  cerebral  hemisphere 
involved.  Brain  stem  involvement  will  often  give 
bilateral  effects  of  the  disease.  Vertigo  and  hemi- 
anopsia are  normally  related  to  brain  stem 
ischemia.  Obstruction  and  embolic  arterial  dis- 
ease will  give  rise  to  these  symptoms.  It  is  now 
known  that  40  percent  of  patients  with  obstructive 
disease  in  the  cerebral  vascular  system  will  have 
segmental  obstruction  in  the  proximal  branches 
of  the  aortic  arch.  We  feel  it  is  mandatory  to 


October,  1971  / 907 


Fig.  1 (A).  Ulcerating  aneurysm  of  right  common  carotid 
artery.  This  56-year-old  patient  had  recent  onset  of  re- 
current episodes  of  numbness  and  weakness  in  left  upper 
extremity. 


Fig.  1 (B).  Successfully  reconstructed  with  resection  of 
aneurysm  and  restoration  of  continuity  with  vein  graft. 


Fig.  2 (A).  Total  occlusion  of  right  vertebral  artery  with 
90  degree  stenosis  of  left  vertebral  and  subclavian  arteries. 
Anomolous  origin  of  left  vertebral  artery  from  aortic 
arch  in  39-year-old  patient  with  recurrent  episodes  of 
dizziness. 


Fig.  2 (B).  Correction  of  left  vertebral  artery  stenosis 
with  internal  mammary-vertebral  artery  anastomosis  and 
an  aorto-subclavian  artery  by-pass  graft  functioning  sat- 
isfactorily one  year  later  in  asymptomatic  patient. 
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obtain  accurate  arteriograms  of  the  aortic  arch 
in  totally  evaluating  these  patients. 

The  first  successful  carotid  artery  reconstruc- 
tion was  performed  by  Eastcott  in  1954. 3 Excellent 
surgical  results  have  justified  the  continued  en- 
thusiasm for  correcting  obstructing  vascular  le- 
sions. when  the  following  criteria  have  been  met: 

( 1 ) Patients  with  transient  ischemic  attacks 
xelated  to  obstruct’ng  lesions  and  proven 
by  aortography; 

(2)  Aneurysmal  disease  of  the  common  ca- 
rotid vessels; 

(3)  Embolic  disease  with  ulcerating  athero- 
matous lesions  of  the  extracranial  vessels; 
and 

(4)  Significant  stenosis  (greater  than  50  per- 
cent) in  otherwise  healthy  patients. 

It  is  the  practicing  clinician  who  can  do  the 
most  for  the  patient  with  extracranial  arterial 
occlusive  disease.  Physical  examinations  will  re- 
veal a bruit  over  extracranial  arteries  in  over  75 
percent  of  these  patients.  Follow-up  arteriography 
will  delineate  the  candidate  for  vascular  repair 
and  should  markedly  decrease  the  incidence  of 
‘'strokes”  in  this  ever-increasing  problem. 

Aortic  Arch  Occlusive  Disease 

Occlusive  lesions  of  the  innominate,  left  com- 
mon carotid,  and  left  subclavian  arteries  will  pro- 
duce many  of  the  symptoms  described  in  patients 
with  carotid-vertebral  disease.  A more  common 
finding  is  the  patient  with  or  without  obvious 
symptoms  who  has  a definite  differential  in  blood 
pressure  recorded  in  the  upper  extremities.  One 
of  the  radial  pulses  will  be  diminished  or  absent. 
In  our  country,  the  majority  of  patients  will  have 
atherosclerosis  as  the  underlying  etiology  in  this 
obstructive  disease.  In  1966,  Crawford  et  al  fully- 
described  the  problem  and  the  surgical  approach 
in  a large  series  of  patients.4 

An  interesting  and  relatively  common  entity 
is  the  patient  with  “subclavian  steal.”  In  this 
group,  the  proximal  subclavian  or  innominate 
artery  is  obstructed,  with  blood  being  stolen  (by 
retrograde  flow)  from  the  more  distal  vertebral 
arteries  to  feed  the  upper  extremity.  These  pa- 
tients may  present  with  arm  claudication  or  symp- 
toms of  hind  brain  ischemia  (most  commonly 
dizziness  or  visual  disturbances). 

In  tire  past  decade,  the  surgical  approach 
has  usually  been  via  thoracotomy.  Endarterectomy 
or  by-pass  graft  was  used  for  repair.  A vascular 
procedure  of  this  magnitude  is  not  without  risk, 
and  the  risk  increases  in  older  age  groups. 

Recently,  we  have  used  a carotid  subclavian 
by-pass  graft  with  excellent  results  and  very  little 
morbidity  to  the  patient.  One  cannot  mention 
aortic  arch  occlusive  disease  without  considering 
Takayasu's  disease.  This  is  an  arteritis  involving 


the  vessels  of  the  aortic  arch  found  most  common- 
ly in  the  Orient.  Xo  specific  etiology  is  known  and 
surgical  results  have  been  poor. 

Malformations  of  the  thoracic  outlet  can  give 
rise  to  serious  symptoms  in  some  individuals.  The 
thoracic  outlet  syndrome”  is  normally  the  result 
of  external  compression  of  the  subclavian  vessels 
as  they  leave  the  chest.  The  clinical  symptoms 
will  range  from  marked  ischemic  changes  in  the 
upper  extremity  to  the  usual  complaint  of  pain 
associated  with  various  positions  of  the  arm. 

Aortography  should  be  done  in  all  of  these 
patients  in  order  to  separate  the  patients  who  may 
be  having  functional  difficulties  from  those  who 
have  truly  organic  problems.  We  have  treated  a 
majority  of  these  patients  with  transaxillary  re- 
section of  the  first  rib.  I his  has  given  very  satis- 
factory results  and  is  a marked  improvement  over 
the  posterior  thoracotomy  that  was  formerly  car- 
ried out  ('Figs.  1,  2,  and  3). 

Abdominal  Aortic  Disease 

Since  the  first  abdominal  aortic  resection  in 
1952,  there  have  been  many  unique  and  practical 
changes  in  the  treatment  of  intra-abdominal  vas- 
cular problems.  The  diagnosis  of  mesenteric  and 
renal  artery  occlusive  disease  has  been  markedly 
improved  with  more  sophisticated  radiologic  tech- 
niques. The  crimped  synthetic  grafts  are  a very 
practical  improvement  over  the  homografts  and 
straight  tubular  synthetic  materials  that  we  had 
used  in  the  past. 

Abdominal  aortic  aneurysms  remain  a very 
common  problem  in  our  practice.  The  diagnosis 
may  be  simple,  ie,  a large  pulsating  abdominal 
mass,  or  very  difficult,  presenting  with  vague 
abdominal  or  back  pains.  Once  an  aneurysm  has 
been  detected,  the  patient  should  be  considered 
for  surgical  resection  and  graft.  The  reduction  in 
mortality  in  elective  resection  has  reached  the 
point  where  it  is  sound  medical  judgment  to 
recommend  removal  of  the  majority  of  these 
lesions.  There  is  one  major  category  of  patients 
with  asymptomatic  aneurysm  in  which  we  do  not 
recommend  surgery.  These  are  patients  with  con- 
comitant angina  pectoris. 

It  has  been  shown  statistically  that  this  asymp- 
tomatic group  of  patients  will  succumb  to  their 
coronary  disease  before  the  aneurysm  will  rupture. 
Once  they  develop  symptoms  from  the  aneurysm, 
the  reverse  is  true,  and  prompt  elective  surgery  is 
indicated. 

Ruptured  abdominal  aneurysms  continue  to 
be  a common  emergency.  Over  one  half  of  the 
patients  present  without  any  previous  symptoms 
but  a “known  aneurysm  for  some  time.”  The  sur- 
gical mortality  with  a ruptured  aneurysm  remains 
in  the  realm  of  50  percent.  This  is,  in  itself,  a 
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Fig.  3 (A).  Marked  stenosis  of  innominate  and  left  Fig.  3 (B) . Reconstruction  with  “piggyback”  dacron  graft 

common  carotid  arteries.  44-year-old  male  previously  from  aortic  arch  to  both  common  carotid  arteries, 

treated  with  Dilantin  for  transient  episodes  of  loss  of 
coordination  and  weakness  in  extremities. 


very  sound  reason  for  recommending  elective  re- 
section in  patients  with  asymptomatic  aneurysms. 
Control  of  the  ruptured  aorta  with  proper  blood 
volume  replacement  is  the  sine  qua  non  of  success 
in  treating  these  patients.  We  have  used  a pre- 
liminary thoracotomy  for  control  of  the  aorta  in 
some  of  our  patients  in  past  years.  This  allows  the 
surgeon  to  gain  control  of  the  aorta  in  a bloodless 


Fig.  4.  Right  renal  artery  stenosis  and  abdominal  aortic 
aneurysm  in  49-year-old  hypertensive  patient.  Treated 
by  resection  of  aneurysm  and  endarterectomy  of  renal 
artery  with  patch  graft.  Follow-up  renogram  demon- 
strated normal  blood  flow  to  right  kidney. 


field  above  the  diaphragm.  However,  in  recent 
years,  this  has  been  abandoned  and  with  increased 
experience,  aortic  control  has  been  rapidly  ob- 
tained through  the  abdominal  approach. 

The  long  term  results  of  surgery  have  been 
exceptionally  satisfactory  and  the  life  expectancy 
in  this  group  of  patients  has  doubled. 

Occlusive  disease  of  the  abdominal  aorta 
and  its  branches  is  readily  treated  by  present  day 
techniques.  Vein  grafts  have  been  used  more 
commonly  in  the  repair  of  renal  and  mesenteric 
vessels.  Endarterectomy  and  vascular  prosthesis 
are  reserved  for  arteries  of  larger  size. 

Symptoms  of  patients  with  mesenteric  vascu- 
lar occlusive  disease  can  be  most  interesting  and 
frustrating.  Classically,  symptoms  may  be  related 
to  the  “fear  of  eating,”  loss  of  weight,  abdominal 
pain  and  various  described  gastrointestinal  upsets. 
When  any  of  these  symptoms  present  in  a patient 
with  an  abdominal  systolic  bruit,  an  aortagram 
is  indicated.  The  superior  mesenteric  artery  is 
most  commonly  involved  in  these  patients.  This 
problem  is  best  treated  with  a vein  patch  or  by- 
pass graft. 

Chronic  mesenteric  ischemia  may  be  caused 
by  extravascular  as  well  as  intravascular  prob- 
lems. Marable  et  al5  described  extrinsic  com- 
pression of  the  celiac  axis  by  fibers  from  the 
diaphragmatic  crus  producing  postcibal  abdominal 
pain.  Division  of  these  fibers  led  to  relief  of  symp- 
toms in  this  group  of  patients.  Goldblatt  et  alc 
produced  hypertension  in  animals  with  unilateral 
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renal  artery  constriction.  This  entity  was  soon 
recognized  in  humans  with  the  advent  of  selective 
arteriography.  Two  types  of  pathologic  change 
have  been  present  in  our  practice,  viz:  patients 
with  atherosclerosis  (occlusive  disease)  and  those 
with  fibromuscular  hyperplasia. 

The  surgical  management  of  this  problem  has 
become  well  defined.  The  results  of  surgery  have 
been  satisfactory  in  patients  with  unilateral  dis- 
ease and  disappointing  in  those  with  bilateral 
leisons.  The  radioactive  renogram  has  been  of 
practical  value  in  the  follow-up  of  these  patients 
(Fig.  4). 

Aorto-Iliac  Occlusive  Disease 

Classically  described  by  Leriche,7  this  entity 
may  occur  alone  but  more  commonly  also  in- 
volves lesions  peripheral  to  the  aortic  bifurcation. 
Symptoms  of  hip  claudication,  with  or  without 
impotence,  normally  will  signify  disease  above  the 
femoral  vessels.  Once  calf  claudication  and/or 
ischemic  lesions  present  in  the  extremities,  in- 
volvement of  the  femoral  vessels  and  the  distal 
branches  is  more  common.  A history  of  pain, 
relieved  at  night  by  sitting  and  dangling  one’s 
legs,  is  indicative  of  severe  occlusive  disease  in 
the  femoral-popliteal  system. 

The  treatment  of  aorto-iliac  occlusive  disease 
is  quite  successful  with  the  proper  application  of 
well-founded  vascular  techniques.  Endarterectomy 
may  be  the  procedure  of  choice  in  some  patients, 
while  by-pass  or  patch  grafts  will  be  more  suc- 
cessful in  others.  The  results  of  surgery  for  such 
patients  are  quite  gratifying. 

Femoral-popliteal  occlusive  disease  is  a more 
common  entity  in  our  practice.  These  patients 
must  be  carefully  evaluated  with  total  arteriogra- 
phy of  the  distal  aorta  and  lower  extremities. 
Success  will  depend  to  a great  extent  upon  ade- 
quate outflow  beyond  the  obstructed  arterial  seg- 
ment. Ischemic  foot  or  leg  lesions  are  common  in 
these  patients,  and  they  may  or  may  not  be  com- 
plicated by  diabetes  mellitus.  It  is  in  this  latter 
group  where  preoperative  sympathectomy  or  sym- 
pathectomy alone  may  be  of  value.  Lumbar  sym- 
pathectomy will  increase  the  flow  of  blood  to  the 
skin  and  will  be  of  value  in  the  treatment  of 
ischemic  lesions. 

Claudication  alone  is  not  an  indication  for 
sympathectomy  as  there  is  no  good  evidence  that 
blood  flow  to  the  musculature  is  increased  by  this 
procedure.  Autogenous  vein  grafts  have  been  our 
choice  because  of  their  excellent  rate  of  long-term 
patency.  They  have  been  far  superior  to  synthetic 
grafts  when  used  below  the  inguinal  ligaments 
(Figs.  5A  and  B). 

Acute  Occlusive  Arterial  Disease 

This  vascular  emergency  may  be  the  present- 
ing complaint  of  a severe  underlying  medical 


problem.  Pain,  although  not  the  first  sign  of  acute 
ischemia,  is  usually  the  complaint  with  which  the 
patient  presents  to  his  physician.  When  this 
problem  arises  in  an  extremity,  the  diagnosis  is 
usually  clear-cut.  It  becomes  more  difficult  as 
occlusive  processes  become  more  central,  and  it 
can  be  extremely  difficult  in  patients  presenting 
with  bizarre  abdominal  pain.  Examination  of  the 


Fig.  5 (A).  Bilateral  complete  occlusion  of  superficial 
femoral  arteries  with  good  “run  off.” 


Fig.  5 (B).  Circulation  has  been  reconstructed  with  left 
femoral-popliteal  by-pass  vein  graft  and  right  femoral 
popliteal  by-pass  dacron  graft  because  of  attenuation  of 
right  saphenous  vein.  Occlusion  of  right  dacron  graft  four 
months  postoperatively  with  excellent  functioning  vein 
graft  on  left.  Circulation  successfully  reconstructed  on 
right  with  second  dacron  prosthesis. 
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patient  with  an  embolis  or  acute  arterial  throm- 
bosis is  extremely  critical.  Classically,  the  extremity 
will  be  cold,  pale,  and  painful.  Numbness  and 
loss  of  motor  activity  will  increase  with  the 
passage  of  time.  All  peripheral  pulses  should  be 
reevaluated  and  noted  on  the  patient’s  chart,  etc. 
These  should  be  reevaluated  frequently  to  exclude 
multiple  emboli  or  aortic  dissection. 

Cardiac  evaluation  is  of  extreme  importance 
because  the  heart  is  usually  the  source  of  periph- 
eral emboli.  A recent  myocardial  infarction  must 
be  carefully  ruled  out. 

Treatment  should  be  started  immediately 
with  10.000  units  of  heparin  given  intravenously 
in  the  average  adult  patient.  Once  the  patient 
reaches  the  hospital,  a solution  of  low  molecular 
weight  dextran  should  be  started. 

The  surgical  treatment  of  acute  occlusive 
arterial  disease  has  changed  dramatically  in  the 
past  decade.  In  1963,  Fogarty  introduced  an 
ingenious  method  for  the  extraction  of  occlusive 
emboli.8  An  arterial  catheter,  with  a balloon  tip. 
is  passed  proximal  and  distal  from  the  occlusive 
site.  The  balloon  is  inflated  and  the  embolus  is 
easily  removed.  This  is  usually  done  under  local 
anesthesia  with  very  little  morbidity.  The  Fogarty 
catheter  embolectomy  has  probably  saved  more 
limbs  and  lives  than  any  other  single  advance  in 
vascular  surgery  in  the  past  decade. 

Summary 

The  past  decade  has  seen  the  culmination 
of  over  two  centuries  of  effort  in  the  field  of 
vascular  surger)'.  Our  present  approach  to  the 
more  common  vascular  problems  is  reviewed. 

Cerebral  vascular  insufficiency  continues  to 
be  a major  clinical  problem.  Excellent  surgical 
results  have  increased  our  enthusiasm  for  vascular 
repair.  A number  of  our  patients  have  presented 
with  proximal  stenotic  lesions  of  the  aortic  arch, 
which  have  been  corrected  by  the  various  tech- 
niques described. 

Our  recent  experience  with  transaxillary  re- 
section of  the  first  rib  in  patients  with  thoracic 
outlet  syndrome  is  discussed.  The  importance  of 
preoperative  arteriography  is  stressed. 


Many  unique  and  practical  changes  in  the 
treatment  of  intra-abdominal  vascular  problems 
have  occurred  in  the  past  decade.  Occlusive  as 
well  as  aneurysmal  disease  of  these  vessels  is  re- 
viewed with  emphasis  on  present-day  manage- 
ment. 

The  discussion  of  peripheral  vascular  prob- 
lems emphasizes  the  importance  of  the  Fogarty 
catheter  in  our  present  armamentarium.  The  treat- 
ment of  embolic  and  early  thrombotic  problems 
has  been  dramatically  improved  with  the  aggres- 
sive use  of  this  catheter. 

Particular  attention  has  been  paid  to  ad- 
vances occurring  in  the  past  decade  that  have 
improved  the  surgical  treatment  of  these  condi- 
tions. 
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Ruptured  Abdominal  Aortic  Aneurysm 


William  E.  Evans,  M.D. 


TAESPITE  significant  reduction  of  mortality 

and  morbidity  rates  in  patients  requiring 
elective  major  vascular  surgical  operations,  emer- 
gency surgery  for  ruptured  abdominal  aortic 
aneurysm  continues  to  carry  an  extremely  high 
mortality  rate.  Mortality  rates  of  60  to  70  percent 
are  not  uncommon.  Of  740  patients  in  18  recent 
series,  the  combined  mortality  rate  was  54  per- 
cent.1 

Since  January  1965.  forty-two  patients  were 
operated  upon  for  ruptured  abdominal  aortic 
aneurysm  at  The  Ohio  State  University  Hospitals. 
Records  of  these  patients  were  reviewed. 

Materials  and  Methods 

Only  patients  operated  on  for  ruptured 
aneurysm  of  the  abdominal  aorta  were  included. 
Unoperated  cases  or  cases  discovered  at  autopsy 
were  excluded.  Patients  with  symptomatic  or  ex- 
panding aneurysms  without  evidence  of  frank  rup- 
ture with  hemorrhage  in  the  retroperitoneal  space 
were  also  excluded. 

Data  were  collected  for  evaluation  of  his- 
torical, physical,  laboratory,  operative,  and  post- 
operative factors  related  to  the  patients  with 
rupture  of  the  aorta  in  an  attempt  to  link  these 
various  factors  with  mortality  or  survival. 

Results 

Fourteen  of  42  patients  survived  (34  per- 
cent). Five  patients  died  prior  to  the  completion 
of  surgery.  The  remaining  23  died  at  varying  pe- 
riods up  to  30  days  after  operation.  Renal  failure 
accounted  for  14  of  the  28  deaths.  In  seven, 
cardiac  failure,  arrhythmia,  or  myocardial  infarc- 
tion was  the  cause.  In  seven,  hemorrhage  was  re- 
sponsible, and  this  includes  four  patients  who 
died  prior  to  control  of  their  aortic  rupture,  two 
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with  postoperative  intra-abdominal  hemorrhage 
from  the  aortic  suture  line  requiring  re-operation, 
and  one  patient  with  gastrointestinal  hemorrhage. 

Age  ranged  from  52  years  to  87  years.  One 
half  of  the  patients  were  over  70  years  of  age. 
Deaths  related  to  age  group  are  shown  in  Table  1. 
Only  3 of  the  21  patients  over  the  age  of  70  sur- 
vived (17  percent),  whereas  of  21  less  than  70 
years  old,  11  survived  (52  percent). 

Males  predominated  in  this  series  (36  of  42). 
In  12  patients,  aneurysm  was  known  to  be  present 
prior  to  rupture  (Table  2).  In  six  of  these, 
aneurysm  had  been  known  for  over  six  months. 

Symptoms 

The  majority  of  patients  developed  symptoms 
of  rupture  at  home  or  at  work.  In  six  patients, 
symptoms  developed  while  hospitalized.  In  two 
patients  hospitalized  for  other  reasons,  rupture 
occurred  without  the  aneurysm  having  been  pre- 
viously identified.  In  four  patients  with  known 
aneurysms,  rupture  occurred  while  the  patients 
were  hospitalized  for  other  causes.  Thirty-seven 
of  the  42  patients  were  initially  admitted  to  hos- 
pitals outside  the  Columbus  area  and  were  then 
later  transferred  to  the  University  Hospital. 

Symptoms  suggestive  of  ruptured  abdominal 
aneurysm  were  present  for  prolonged  periods 
prior  to  admission  to  the  University  Hospital.  Only 
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two  patients  were  admitted  in  less  than  eight 
hours  and  more  than  half  were  symptomatic  for 
longer  than  24  hours  prior  to  admission. 

Presenting  symptoms  were  similar  to  those  in 
other  reported  series  (Table  3).  As  noted,  the 
majority  presented  with  significant  abdominal  or 
back  pain  or  both.  Twenty  patients  also  experi- 
enced a syncopal  episode  in  addition  to  pain. 
Initial  diagnosis  when  the  patients  were  admitted 
or  when  they  were  seen,  if  symptoms  occurred  in 
the  hospital,  was  ruptured  or  expanding  abdom- 
inal aortic  aneurysm  in  37  (88  percent).  Two 
were  thought  to  have  asymptomatic  aneurysms, 
and  in  three,  significant  symptoms  were  misin- 
terpreted as  urinary  tract  infection  (two)  and 
cholecystitis  (one).  Information  on  blood  pressure 
levels  prior  to  resuscitation  was  available  in  all 
42  patients.  In  26  (62  percent),  systolic  blood 
pressure  of  less  than  100  mm  Hg  was  recorded, 
and  in  17  (40  percent),  this  was  less  than  60 
mm  Hg  prior  to  vigorous  fluid  replacement.  This 
latter  group  had  only  three  survivors  ( 1 7 percent) . 
After  fluid  replacement,  only  eight  patients  had 
systolic  blood  pressures  below  100  mm  Hg,  indi- 
cating that  an  initial  cardiovascular  response  to 
volume  replacement  could  be  obtained.  After 
aortic  clamping,  only  one  patient  had  a systolic 
blood  pressure  of  less  than  100  mm  Hg.  Fall  in 
blood  pressure  following  graft  replacement  and 
declamping  of  the  aorta  occurred  frequently. 
In  16  patients  in  whom  fall  in  blood  pressure  with 
declamping  of  the  aorta  with  restoration  of  flow' 
to  the  extremities  was  minimal  (less  than  20  mm 
Hg) , half  survived.  In  the  remaining  patients, 
pressure  drops  of  greater  than  20  mm  Hg  occurred 
and  only  six  survived  (21  percent). 

Table  1.  Age  of  Patients  and  Relationship  to  Survival 


Age  Patients  Survivors 


50-59 

1 

1 

11/21  Survivors 

60-69 

19 

10 

70-79 

15 

3 

3/21  Survivors 

80-89 

6 

0 

Table  2.  Previous  Diagnosis 

of  Aneurysm 

Interval  Prior  to  Rupture 

Number 

Less  than  6 months 

6 

6 Months  to  one  year 

1 

1 to  2 years 

4 

2 to  5 years 

1 

Table  3.  Symptoms  of  Patients 
Aortic  Aneurysms 

with  Ruptured 

None 

1 

Abdominal  pain 

17 

Back  pain 

4 

Flank  pain 

1 

Abdominal  and  back  pain 

19 

Data  related  to  previous  cardiac  status  were 
frequently  incomplete  so  that  no  correlation  can 
be  made.  Data  on  presence  or  absence  of  hyper- 
tension were  available  in  41  patients.  Of  17  pa- 
tients with  known  hypertension  in  the  past  (160/ 
100),  only  two  survived,  while  among  24  with  no 
history  of  hypertension,  survival  was  50  percent. 

Comment 

Mortality  rate  was  high  in  this  group.  Sixty- 
six  percent  of  the  patients  died  as  a result  of  rup- 
ture of  their  abdominal  aortic  aneurysm.  Stall- 
worth,2  Lawrence,3  and  Kouchoukos4  report  a 
similarly  dismal  outlook  for  these  patients.  As 
previously  noted,  the  majority  of  these  patients 
were  elderly,  half  being  more  than  70  years  of 
age.  Among  those  patients,  there  were  few  sur- 
vivors. The  other  major  factor  w'hich  should  be 
considered  is  the  delay  from  the  onset  of  signifi- 
cant symptoms  to  surgical  control  of  the  ruptured 
aorta.  In  the  vast  majority  of  the  patients  in  this 
series,  delay  was  rather  marked.  Most  patients 
had  significant  symptoms  for  more  than  24  hours 
prior  to  their  arrival  in  this  hospital.  This  marked 
delay  prior  to  aortic  control  was  associated  with 
excessive  retroperitoneal  blood  loss,  decreased  cir- 
culating blood  volumes,  and  in  the  vast  majority 
of  instances  long  periods  of  poor  peripheral  per- 
fusion. This  was  manifested  by  low  systolic  blood 
pressure  recordings  on  admission.  More  than  half 
of  the  patients  were  admitted  with  blood  pressures 
of  less  than  100  mm  Hg,  and  in  40  percent,  blood 
pressures  of  60  mm  Hg  or  less  were  recorded.  A 
further  manifestation  of  long  periods  of  poor 
tissue  profusion  is  the  extremely  high  incidence 
of  major  organ  failure  in  this  group  of  patients. 
More  than  half  of  the  patients  developed  renal 
failure,  and  in  14,  the  cause  of  death  was  the 
result  of  irreversible  renal  failure.  Complications 
are  listed  in  Table  4. 

Recommendations 

Several  recommendations  are  suggested  by 
this  brief  review.  A careful  search  for  abdominal 
aneurysms  should  be  routine  in  the  evaluation  of 
elderly  patients.  This  should  include  roentgeno- 
logic study  by  an  abdominal  flat  plate  and  a 
lateral  lumbar  spine  film  (this  shows  calcification 
better  than  a lateral  abdominal  film),  when 
suspicion  of  aneurysm  exists  from  physical  exam- 
ination or  in  the  obese  patient  in  whom  aneurysm 
might  be  overlooked.  Elective  resection  of  ab- 
dominal aortic  aneurysms  should  be  considered  in 
all  patients  in  whom  they  are  found.  As  tech- 
niques of  preoperative  preparation,  surgery,  and 
intraoperative  and  postoperative  monitoring  and 
intensive  care  have  improved,  mortality  rate  for 
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elective  aneurysm  resection  has  decreased  and  now 
ranges  from  2 to  5 percent.  This  is  in  marked 
contrast  to  surgical  results  for  ruptured  aneurysm. 
Figures  indicating  rupture  rate  for  aneurysms 
vary,  but  generally  it  is  accepted  that  one-third 
or  more  eventually  rupture.* 1 2 3 4 5  This  incidence  of 
rupture  has  been  related  to  aneurysm  size.  Of 
small  aneurysms  (less  than  5 cm  in  diameter), 
approximately  20  percent  rupture,  whereas  of 
large  aneurysms  (greater  than  5 cm),  over  half 
will  be  expected  to  rupture.5  All  aneurysms  are 
considered  for  possible  surgical  replacement.  In 
good-risk  patients  small  aneurysms  are  included, 
because  they  have  a significant  rupture  rate  (20 
percent)  and  because  with  time  they  may  even- 
tually enlarge.  In  patients  whose  risk  of  major 
surgery  is  greater,  smaller  aneurysms  may  be 
watched  carefully,  but  patients  with  large  aneu- 
rysms, because  of  their  high  rate  of  rupture, 
should  be  considered  candidates  unless  they  have 
severe  debilitating  disease,  recent  myocardial  in- 
farction, or  malignant  disease  which  will  be  fatal 
in  a short  time.  The  presence  of  back,  abdominal, 
and  flank  pain  may  herald  impending  rupture 
or  expansion  and  should  increase  the  urgency  of 
exploration.  Tenderness  of  the  aneurysms,  especial- 
ly when  coupled  with  pain,  is  an  indication  for 
immediate  intervention. 

A high  index  of  suspicion  for  rupture  of  the 
aorta  must  be  maintained  in  elderly  patients.  The 
occurrence  of  back,  abdominal,  and  flank  pain, 
especially  when  associated  with  syncope  or  hypo- 
tension, should  alert  the  physician  to  this  diagnosis. 
Lateral  lumbar  spine  roentgenograms  will  fre- 
quently demonstrate  the  calcified  aorta  in  the 
obese  patient  in  whom  the  aneurysm  may  not  be 
palpated.  When  the  diagnosis  of  ruptured  aortic 
aneurysm  is  made,  every  effort  should  be  made 
for  early  intervention  and  control  of  the  aorta 
above  the  point  of  rupture.  When  it  is  necessary 
for  these  patients  to  be  transported,  vigorous 
resuscitation  should  be  instituted.  At  least  two 
large  venous  ports  should  be  established.  Ringer’s 
lactate  solution  should  be  infused  rapidly,  and 
the  patient  should  be  typed  and  crossmatched  for 
two  to  four  units  of  blood,  and  this  blood  should 
be  infused  during  his  period  of  ambulance  trans- 
fer. A responsible  paramedical  attendant  should 
accompany  the  patient  to  provide  adjustments  in 
blood  and  fluid  replacement  in  conjunction  with 
changes  in  vital  signs.  It  is  preferable  that  one 
of  the  large  venous  ports  be  suitable  for  central 
venous  pressure  monitoring  as  well.  A Foley 
catheter  should  be  inserted  and  a nasogastric  tube 
should  be  placed.  In  addition,  when  the  blood 
typing  is  completed,  this  information  should  be 
immediately  transmitted  to  the  hospital  receiving 
the  patient  so  that  appropriate  blood  can  be  ob- 
tained. These  efforts  are  directed  toward  earlier 


Table  4.  Complications  of  Patients  with  Ruptured 
Aortic  Aneurysms 


Renal  failure 

Reversible 

9 

23 

Irreversible 

14 

Cardiac 

Cardiac  failure 

9 

18 

Arrhythmia 

4 

MI 

CVA 

4 

1 

Pulmonary 

Atelectasis 

6 

18 

Pulmonary  edema 

5 

Pulmonary  failure 

4 

Pneumonitis 

3 

surgical  intervention  for  control  of  hemorrhage 
and  more  vigorous  resuscitation  during  the  pre- 
operative period,  hopefully  to  decrease  the  inci- 
dence of  major  organ  failure,  which  so  commonly 
accompanies  long  periods  of  hypovolemia  and  low 
tissue  perfusion. 

Summary 

Records  of  42  patients  operated  on  for  rup- 
tured abdominal  aortic  aneurysms  at  The  Ohio 
State  University  Hospitals  have  been  reviewed. 
The  mortality  rate  was  66  percent.  This  high 
mortality  rate  is  related  to  the  advanced  age  of 
the  patients,  generalized  distribution  of  arterio- 
sclerosis, and  to  delay  in  both  diagnosis  and  surgi- 
cal control  of  the  ruptured  aorta. 

Several  recommendations  are  suggested: 

1.  Careful  search  of  aneurysms  should  be 
routine  in  the  elderly.  When  they  are  found,  elec- 
tive resection  should  be  considered. 

2.  A high  index  of  suspicion  of  ruptured 
aortic  aneurysms  must  be  maintained  in  the 
elderly. 

3.  When  the  diagnosis  is  made,  early  surgi- 
cal intervention  for  control  of  hemorrhage  is  re- 
quired. 

4.  Resuscitation  efforts  should  be  more  vigor- 
ous both  preopera tively  and  intraoperatively. 
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/V  CUTE  OBSTRUCTION  of  the  superior 
•*-  *■  vena  cava  is  a radiotherapeutic  emergency. 
The  syndrome  of  superior  venal  caval  obstruction 
is  generally  due  to  neoplastic  disease  of  the  lung 
and  mediastinum,  by  far  the  most  common 
cause  being  bronchogenic  carcinoma.  Lymphomas 
of  the  mediastinum,  aortic  aneurysms,  and  esopha- 
geal carcinoma  are  rare  causes.  The  right  lung  is 
involved  more  often  than  the  left  in  a 4:1  ratio. 
The  number  of  patients  seen  has  been  steadily 
rising  because  of  the  increasing  incidence  of  lung 
cancer  and  because  the  incidence  of  superior  vena 
caval  obstruction  has  been  increasing  in  those  pa- 
tients with  lung  cancer.  According  to  a report 
by  Salsali,1  between  1926  and  1958  there  was  a 

3.7  percent  incidence  of  superior  vena  caval  ob- 
struction among  lung  cancer  patients,  and  between 
1958  and  1965  the  incidence  had  increased  to 

4.7  percent.  Moss2  reports  a 15  percent  incidence 
of  superior  vena  caval  obstruction  syndrome  in 
bronchogenic  carcinoma. 

Diagnosis 

The  diagnosis  is  usually  obvious  from  the 
histoiy  and  physical  examination.  However,  since 
superior  venal  caval  obstruction  is  frequently  an 
emergency,  many  diagnostic  studies  can  and 
should  be  by-passed.  Since  the  syndrome  is  most 
frequently  due  to  cancer  of  the  lung,  cough  and 
hemoptysis  are  predominant  symptoms.  On  physi- 
cal examination,  the  patient  shows  edema  of  the 
face,  arms,  and  chest,  congestion  of  the  conjunc- 
tiva and  face,  and  dusky  cyanosis  of  the  head, 
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neck,  and  arms.  The  venous  collateral  circulation, 
frequently  noted  in  the  neck,  is  increased  when  the 
patient  is  recumbent.  Metastatic  nodes  are  often 
palpable  in  the  supraclavicular  fossae. 

Confirmatory  tests  include  infrared  photogra- 
phy, which  illustrates  collateral  circulation  over 
the  chest.  Pressures  recorded  by  spinal  fluid 
manometers  from  a vein  of  the  arm  are  confirma- 
tory when  values  are  elevated  to  the  range  of  150 
to  350  mm  saline.3  At  the  same  time  as  the 
pressure  is  taken,  Son4  proposes  that  a ten  milli- 
curie  bolus  of  99mTc  pertechnetate  be  introduced 
into  each  of  the  anecubital  veins  to  perform 
scintiphotography  to  demonstrate  the  degree  of 
superior  vena  caval  obstruction. 

In  Salsali’s  study,1  the  location  of  the  primary 
lesion  was  determined  in  99.3  percent  of  the  cases. 
The  primary  lesion  was  in  the  right  lung  in  78 


916 


The  Ohio  State  Medical  Journal 


percent  and  most  often  in  right  upper  lobe.  These 
findings  are  similar  to  those  of  other  authors.5 

Pathologic  proof  of  malignancy,  though  pref- 
erable, is  not  always  obtainable  prior  to  treatment 
because  of  the  urgency.  Bronchoscopy  is  difficult 
and  dangerous  because  it  may  stimulate  more 
edema,  thus  compromising  the  airway.  However, 
a microscopic  diagnosis  can  often  be  made  by 
biopsy  of  cervical  nodes,  examination  of  several 
sputum  specimens,  bronchial  washings,  or  pleural 
fluid.  Salsali6  reported  that  he  was  able  to  deter- 
mine the  microscopic  diagnosis  in  96  percent  of 
201  cases  by  these  indirect  methods.  Umiker7  re- 
ports that  the  examination  of  several  sputum  sam- 
ples is  effective  in  65  percent  of  the  cases,  a figure 
which  is  almost  identical  to  the  positive  findings 
by  bronchoscopy.  But  the  sputum  examinations 
give  10  to  15  percent  equivocal  and  1 percent  false 
positive  results,  which  do  not  occur  with  broncho- 
scopic  biopsy.  Scalene  node  biopsy  is  considerably 
less  effective,  having  only  20  percent  accuracy.7 
These  combined  methods  gave  a diagnostic  ac- 
curacy of  73.4  percent  in  Umiker’s  study.7  In  the 
studies  of  the  superior  vena  caval  obstruction 
syndrome,  oat  cell  and  epidermal  carcinoma  was 
the  diagnosis  in  60  to  70  percent  of  the  cases. 
This  percentage  corresponds  with  the  incidence 
of  these  histologic  types  among  cases  of  lung 
cancer. 

Owing  to  the  systemic  disturbances  caused 
by  the  neoplasm,  other  abnormalities  may  be 
found,  including  low  serum  sodium  due  to  inap- 
propriate antidiuretic  hormone  (AI)H)  response, 
hormonal  imbalances  including  adrenal  hypercal- 
cemia due  to  stimulation  of  the  parathyroids,  and 
some  neuropathies  of  unknown  etiology.  Electro- 
lyte disturbances  are  the  most  common  systemic 
abnormality,  though  all  systemic  manifestations 
are  rare. 

Radiation  Therapy 

In  the  use  of  radiation  therapy,  there  are  two 
main  trends:  (a)  the  slow  low-dose  method  and 
(b)  the  rapid  high-dose  method.  Although  both 
give  essentially  the  same  results,  the  rapid  high- 
dose  method  appears  to  relieve  the  acute  symp- 
toms more  rapidly. 

Salsali,6  who  favors  the  slow  low-dose  method, 
feels  that  low  daily  doses  of  50  to  200  rads  should 
be  given  initially  to  prevent  radiation  edema, 
which  might  further  occlude  the  superior  vena 
cava.  The  doses  can  then  gradually  be  raised  to 
300  rads  per  day  until  a total  dose  of  3000  to 
5000  rads  is  reached.  Longacre8  uses  a similar 
regimen,  stressing  that  the  field  should  be  ex- 
tended to  include  a large  portion  of  the  heart, 
because  invasion  of  the  latter  is  often  the  cause 
of  death.  The  slow  low-dose  method  gave  a satis- 


factory response  in  65  percent  of  the  cases  in 
Longacre’s  series8  and  in  75  percent  of  the  cases 
in  Rubin’s  slow  low-dose  group.3  The  response, 
however,  does  not  have  its  onset  before  the  sixth 
day  in  Rubin’s  low-dose  group,3  and  its  maximum 
response  was  not  seen  until  the  third  to  sixth  week 
after  the  initiation  of  treatment.  All  patients  re- 
ported subjective  improvement  of  symptoms  before 
objective  improvement  could  be  noted.  According 
to  Salsali,6  Longacre,8  and  Rubin,9  the  survival 
of  these  patients  was  usually  eight  to  ten  months 
with  rare  cases  of  survival  beyond  five  years. 
\\  hen  the  syndrome  is  untreated,  survival  usually 
does  not  exceed  three  weeks. 

Dr.  Rubin3  found  that  tumor  doses  of  200  to 
1500  rads  in  one  session  were  tolerated  by  the 
patients  and  gave  them  rapid  relief,  so  he  pro- 
posed a rapid  high-dose  schedule  of  treatment. 

Rubin’s  rapid  high-dose  schedule  utilized 
doses  of  400  rads  per  day  at  the  initiation  of 
treatment  with  a decreased  dosage  to  150  to  200 
rads  per  day  as  the  obstruction  regressed.  A total 
tumor  dose  of  4000  rads  in  ten  days  was  the  maxi- 
mum radiation  dose  given  in  the  shortest  time, 
and  6000  rads  in  five  weeks  was  the  largest  dose 
given.  No  radiation  edema  was  observed  in  pa-? 
tients  receiving  this  treatment.  He  did,  however, 
see  a more  rapid  response  with  high  doses  than 
with  low  doses.  The  patients  showed  improvement 
in  clinical  signs  and  symptoms  essentially  equal 
to  the  improvement  seen  with  the  low-dose  tech- 
nique, but  onset  occurred  in  the  first  five  days 
and  was  maximal  by  seven  days.  As  with  the  other 
technic,  subjective  improvement  preceded  objec- 
tice  improvement.  In  this  group,  the  follow-up 
time  has  been  short,  but  four  of  seven  patients 
are  alive  at  the  end  of  five  months  with  two  of 
the  deceased  having  lived  four  months.  None  of 
the  deceased  had  a return  of  superior  vena  cava 
obstruction  symptoms.  Similar  rapid  relief  without 
any  harmful  radiation  effects  was  seen  in  the 
experimental  work  of  Rubin,9  which  led  to  his 
use  of  the  rapid  high-dose  method.  The  same 
experimental  study  with  low-dose  methods  led  to 
many  animal  deaths  due  to  unrelieved  obstruction. 
Son4  recommends  the  rapid  high-dose  technic  in 
cases  of  complete  superior  vena  caval  obstruction 
with  adequate  collateral  circulation,  although  he 
recommends  the  low-dose  schedule  in  cases  of  in- 
complete obstruction. 

Adjuvant  Treatment 

There  are  several  adjuvants  to  radiotherapy 
which  are  of  benefit.  All  authors  recommend  early 
treatment  with  diuretics  and  limitation  of  salt  and 
water  intake  initially  to  relieve  symptoms  of  acute 
obstruction.  Even  in  the  case  of  hyponatremia  due 
to  inappropriate  ADH  response,  the  correction  of 
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electrolytes  by  salt  administration  is  not  recom- 
mended because  of  the  possibility  of  increased 
edema  due  to  salt  retention.  According  to  Salsali’s 
report,6  the  concomitant  use  of  chemotherapy 
and  radiotherapy  speeds  initial  improvement  and 
slightly  extends  survival,  but  chemotherapy  alone 
was  not  found  to  be  beneficial.  Antibiotics  are  of 
no  use,  and  anticoagulants  are  only  of  speculative 
value  in  neoplastic  occlusion.  Surgery  is  not  be- 
lieved to  be  of  any  benefit,  because  in  the  few 
patients  operated  on,  the  tumor  was  found  to 
be  unresectable  due  to  size,  invasion  of  the  su- 
perior vena  cava,  or  invasion  of  the  heart.  Al- 
though there  have  been  rare  operations  for 
resection  of  the  superior  vena  cava  with  homo- 
graft or  prosthetic  replacement,  the  tendency 
toward  thrombosis  has  made  the  procedure  im- 
practical. 

Therefore,  treatment  should  consist  of  imme- 
diate administration  of  diuretics  and  emergency 
initiation  of  radiotherapy.  High  doses  should  be 
administered  to  moribund  patients  with  complete 
occlusion,  and  low  or  high  dose  therapy  to  patients 
with  partial  occlusion,  with  the  understanding 
that  this  is  not  radical  therapy  to  the  primary 
lesion.  This  therapy  is  lifesaving,  but  only  pallia- 
tive, and  allows  the  patient  the  normal  life  expec- 
tancy of  any  other  patient  with  a similar  neoplasm 
free  of  this  complicating  occlusion. 

Summary 

Acute  obstruction  of  the  superior  vena  cava 
with  edema  and  cyanosis  of  the  head,  neck,  and 
arms  is  a radiotherapeutic  emergency  of  increasing 
incidence.  Microscopic  diagnosis  can  often  be 
made  from  biopsy  of  cervical  nodes  and  examina- 
tion of  sputum  specimens,  bronchial  washings,  or 
pleural  fluid.  Occasionally  treatment  has  to  be 
given  without  positive  histology.  The  most  frequent 
cause  of  obstruction  is  a neoplasm  of  the  lung  or 


mediastinum,  most  often  found  in  the  upper  lobe 
of  the  right  lung.  The  two  major  methods  of 
radiotherapy,  the  slow  low-dose  method  and  the 
rapid  high-dose  method,  are  equally  effective,  but 
the  rapid  high-dose  method  offers  earlier  relief 
for  the  patient  and  should  be  employed  in  cases 
of  complete  obstruction  of  the  superior  vena  cava 
with  poor  collateral  circulation.  Adjuvant  therap\ 
should  include  immediate  administration  of  di- 
uretics and  limitation  of  salt  and  fluid  intake. 
Chemotherapy  may  be  of  some  value.  Such  treat- 
ment should  allow  the  patient  a life  expectancy 
similar  to  that  of  a patient  with  the  same  neo- 
plasm and  no  complicating  obstruction.  Without 
treatment,  the  life  expectancy  is  approximately 
three  weeks. 
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rT''HE  SERUM  GLUTAMIC  OXALACETIC  TRANSAMINASE  (SGOT) 
-*■  is  elevated  particularly  in  patients  with  acute  myocardial  infarction  or 
hepatitis.  Adams  et  al,  investigating  the  elevation  in  302  patients  with  gall- 
bladder disease,  found  that  77  percent  of  patients  with  acute,  70  percent  of 
those  with  sub-acute,  and  10  percent  of  those  with  chronic  cholecystitis  had 
elevated  levels.  — Claude  E.  Welch,  M.D..  Boston:  The  New  England  Journal 
of  Medicine,  284:534-539,  March  11.  1971. 
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Hexagons  in  the  Urine 


Leonard  B.  Berman,  M.D. 


/CYSTINURIA  is  an  uncommon,  easily  diag- 

nosable,  and  treatable  disease.  The  latter  two 
points  make  it  a matter  of  interest  to  the  prac- 
ticing physician.  We  may  define  the  disorder  from 
the  point  of  view  of  the  nephron  and  from  that 
of  the  patient.  Present  concepts  hold  that  a con- 
genital defect  of  kidney  function  prevents  proper 
reabsorption  by  the  proximal  tubular  epithelium 
of  cystine,  lysine,  ornithine,  and  arginine.  The 
solubility  of  cystine  is  such  that  crystallization  and 
stone  formation  may  occur.  Other  nephron  func- 
tions, such  as  glomerular  filtration,  tubular  reab- 
sorption, and  secretion  of  various  solutes  are 
intact. 

Clinically,  a young  person  presents  with  re- 
current, radio-opaque  stones  and  no  other  prob- 
lems. The  diagnosis  may  be  made  in  several  ways, 
including  microscopic  examination  of  urine.  It 
is  this  point  whence  the  title  of  this  paper  takes  its 
name.  Cystine  crystals  are  hexagonal.  Virtually 
no  other  urine  crystal  is  so  shaped.  Secondly, 
crystals  are  pH  dependent  and  will  dissolve  readily 
when  the  urine  pH  is  above  7.5.  Thus,  the  hexa- 
gons may  be  missed  entirely  if  urine  standing  at 
room  temperature  has  become  alkalinized  by  bac- 
terial urease  acting  on  urine  urea.  Simple  acidifi- 
cation of  the  sample  will  cause  the  crystals  to 
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reappear.  Other  diagnostic  aids,  if  needed,  include 
chemical  tests  and  paper  chromatography  of  the 
urine.  Finally,  a cystine  stone  is  characteristically 
soft,  yellow,  and  odoriferous  when  burned  (resem- 
bling burnt  feathers).  It  should  be  clearly  under- 
stood that  cystinuria  is  unrelated  to  cystinosis. 
The  same  amino  acid  is  involved,  but  cystinosis  is 
the  generalized  deposition  of  cystine  crystals  in 
various  organs,  leading  to  the  Fanconi  syndrome, 
renal  failure,  and  death  at  an  early  age. 

Treatment  of  cystinuria  combines  the  virtues 
of  being  interesting  and  often  successful.  The  in- 
terest stems  from  the  application  of  simple  rules 
governing  the  solubility  of  cystine.  While  diet  has 
little  effect  on  the  amount  of  cystine  excreted, 
that  amount  can  be  kept  soluble  by  dilution  and 
alkalinization.  For  example,  in  urine  at  37C, 
saturation  occurs  at  30  mg  per  100  ml,  if  the  pH 
is  5.0,  and  100  mg  per  100  ml,  if  the  pH  is  8. 
Therefore,  a urine  flow  of  more  than  2 ml  per 
minute  maintained  for  most  of  the  24  hours  is 
one  goal  of  treatment.  The  second  is  the  achieve- 
ment of  a urine  pH  of  at  least  7.5,  by  the  use  of 
sodium  bicarbonate  12  or  more  grams  per  day. 
This  should  be  checked  by  a written  record  of 
urine  pH  throughout  the  day.  Faithful  adherence 
to  this  program  is  rewarded  by  prevention  of 
stones  and  disappearance  of  already  formed  stones. 

Current  research  into  cystinuria  emphasizes 
various  subtypes  of  the  disorder  and  indicates 
transport  defects  in  epithelia  other  than  renal. 
Compounds  which  solubilize  cystine,  eg  penicilla- 
mine, are  being  studied.  But  the  clinical  essence 
of  the  disorder  and  its  treatment  remain  un- 
changed over  the  past  160  years.  It  was  then  that 
cystine  was  found  in  a bladder  stone  and  was 
named  for  its  presence  in  that  location. 
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Medicare  Requires  More  Detailed  Itemization 
of  Claims  Before  Payment 

By  Hugh  Hughes,  Medicare  Manager 
Nationwide  Mutual  Insurance  Company 


A T THE  BEGINNING  of  the  Medicare  pro- 
*“gram  in  1966.  carriers  received  only  the  most 
limited  guidelines  one  would  expect  of  a new 
program  of  such  magnitude.  Carriers  were  ex- 
pected to  augment  these  limited  instructions  by 
applying  their  own  standards  and  experience  in  the 
disbursement  of  federal  funds.  From  time  to  time 
the  Bureau  of  Health  Insurance  of  the  Social 
Security  Administration  issued  specific  regulations 
and  instructions  to  the  carriers  as  experience  was 
being  gained  in  die  operation  of  the  program.  In- 
cluded among  these  directives  were  more  and  more 
specific  requirements  relating  to  itemization  of 
sendees,  documentation  of  the  medical  necessity 
for  sendees  and  supplies,  criteria  for  determination 
of  ‘‘reasonable  charges”  (including  the  restraint  on 
escalation  of  charges  promulgated  by  the  Secretary 
of  Health.  Education  and  Welfare  in  1968)  and 
more  precise  definitions  of  covered  and  noncovered 
sendees. 

In  almost  all  cases  these  directives  are  intend- 
ed to  apply  to  the  usual  or  typical  situation  about 
which  they  are  -written . Thus  the  judgmental  or 


individual  consideration  authority  vested  in  the 
carrier  becomes  increasingly  limited  to  the  unusual 
or  atypical  situation  only.  A case  in  point  would 
be  the  recent  determination  that  Medicare  reim- 
bursement be  limited  to  one  visit  per  month  to 
the  nursing  home  patient,  except  in  unusual  cases 
in  which  the  medical  necessity  for  more  frequent 
visits  is  fully  documented  to  the  carrier  by  the 
physician. 

Coupled  with  ever-increasing  claim  processing 
and  payment  controls  was  a steady  increase  in  the 
number  of  claims  incurred  by  Medicare  bene- 
ficiaries. Average  monthly  claim  receipts  increased 
from  77.400  in  1968  to  117.000  in  1970.  As  a 
result,  the  processing  or  information  system  used 
by  Nationwide  became  overtaxed. 

In  1970  steps  were  taken  to  develop  an  in- 
formation system  with  the  capability  and  capacity 
to  process  the  anticipated  volume  of  claim  receipts 
and  to  do  so  in  accordance  with  program  require- 
ments. The  new  system  was  activated  May  1,  1971 
for  West  Virginia,  and  June  15  for  Ohio.  Before 
all  the  bugs  could  be  worked  out  of  the  new  sys- 
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tem,  some  70,000  pending  claims  were  received 
from  Northeastern  Ohio.  Some  of  these  claims  had 
been  pending  for  several  months  and  a large  per- 
centage required  additional  information  before 
payment  could  be  made. 

Seeking  a Practical  Solution 

In  the  past  Nationwide  was  able  to  obtain 
necessary  information  to  complete  a claim  by 
telephoning  the  physician’s  office.  However,  as  the 
volume  of  claims  increased  the  number  requiring 
additional  information  also  increased  until  at  the 
present  time  over  30  percent  of  the  more  than 
7,000  claims  received  daily  require  additional  in- 
formation before  they  can  be  processed  and  paid. 

Reflecting  on  the  overall  logistics  of  obtaining 
additional  information  on  approximately  2,500 
claims  per  day,  making  2,500  telephone  calls  or 
writing  2,500  letters  a day,  and  interrupting  doc- 
tors’ busy  schedules  the  following  possible  ap- 
proaches to  solving  the  situation  were  considered: 

• Pay  claims  without  complete  informa- 
tion. This  approach  was  rejected  since  such 
action  would  constitute  illegal  disbursement  of 
public  funds  and  would  be  in  violation  of  the 
carrier’s  contract  with  the  Federal  Govern- 
ment. 

• Seek  modification  in  Medicare  pro- 
gram requirements  relating  to  itemization  of 
services,  documentation  of  medical  necessity', 
and  determination  of  reasonable  charges.  This 
is  an  ongoing  function  of  all  carriers  — to 
serve  as  channels  of  communication  to  Social 
Security  so  that  situations  at  the  local  level 
may  be  considered  by  the  Administration  and 
by  Congress  in  developing  the  Medicare  pro- 
gram. 

• Encourage  physicians  to  be  more  re- 
sponsive to  existing  program  requirements  re- 
lating to  the  submission  of  claims  and  assist 
physicians  and  their  assistants  where  possible 
by  delineating  the  kind  of  information  re- 
quired. 

• Continue  to  attempt  to  obtain  neces- 
sary claim  information  from  the  beneficiary, 
physician,  or  supplier  as  appropriate  and 
practicable  by  telephone  or  correspondence. 
Where  this  method  does  not  produce  the  de- 
sired results,  the  claim  is  returned  to  the  sender 
for  completion. 

It  has  been  necessary  to  return  a sizable  vol- 
ume of  claims  for  completion.  This  has  caused 
some  confusion  to  patients  and  has  been  irritating 
to  physicians.  However,  many  of  such  claims  have 
been  properly  completed,  returned,  and  paid. 

Problem  Areas 

To  minimize  the  necessity  of  calling  the 
physician’s  office  or  returning  the  claim  for  addi- 


tional information,  it  may  be  helpful  to  review 

some  of  the  more  frequent  problem  areas. 

Dates  of  Services.  Where  a global  fee  is  charged 
for  services  rendered  over  a span  of  time,  the 
carrier  is  required  to  identify  the  date  of  each 
service  and  its  corresponding  charge.  This 
type  of  situation  is  often  represented  by  in- 
hospital  care,  where  inclusive  dates  are  given, 
in  which  case  it  is  necessary'  to  determine  the 
dates  of  each  patient  visit  and  the  applicable 
fee,  or  by  surgery  cases  in  which  pre-  and/or 
post-operative  hospital  or  office  visits  are  in- 
dicated. 

Identification  of  Services.  Where  a service  is  re- 
ported, for  example,  as  “office  visit,  treatment, 
and  injection”  or  “office  visit  and  urinalysis,” 
etc.,  the  carrier  must  determine  what  charge, 
if  any,  is  applicable  to  each  item  listed.  If  “in- 
jections” are  reported,  it  is  necessary  to  deter- 
mine what  medication  was  injected  — some 
types  of  injections  are  not  reimbursable  by 
Medicare. 

Where  services  are  reported  as  “Laboratory,” 
“Treatment,”  “X-Ray,”  or  “Examination,” 
the  carrier  is  required  to  identify  exactly  what 
services  these  terms  describe. 

Diagnosis.  The  carrier  must  obtain  the  applicable 
diagnosis  for  each  service  reported.  Of  course, 
where  services  reported  on  a single  claim  form 
cover  a span  of  time,  it  is  often  correct  to 
indicate  that  the  first  entry  for  “Diagnosis”  is 
appropriate  to  the  multiple  services  listed. 
Diagnosis  is  needed  for  “outpatient”  x-ray  and 
laboratory'  services  whether  performed  in  the 
hospital  setting,  independent  laboratory  or  the 
doctor’s  office.  Where  the  diagnosis  is  un- 
known the  name  of  the  referring  physician 
should  be  indicated  so  that  he  can  be  con- 
tacted. 

Charges.  As  indicated  above  for  Dates  of  Service, 
the  carrier  must  make  a “reasonable  charge” 
determination  for  each  service  rendered.  The 
often-used  global  fee  frequently  cannot  be  used 
for  Medicare  purposes  unless  it  reflects  only 
customary  surgical  and  postoperative  care. 

Lnusual  Circumstances.  Carriers  develop  “rea- 
sonable charge”  date  on  the  basis  of  typical 
claims  processed.  If  a claim  involves  services 
of  an  unusual  nature,  physicians  are  urged  to 
describe  the  features  appropriate.  Time  or 
Units  is  often  descriptive  in  Anesthesiology; 
size  or  location  of  lesions  or  lacerations  is  a 
factor;  time  spent  in  Intensive  Care  w'ould 
warrant  special  consideration  in  Medicine. 
Without  this  information,  the  carrier  is  forced 
to  make  a “reasonable  charge”  determination 
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on  the  basis  of  a typical  or  usual  type  occur- 
rence even  though  the  reported  fee  suggests 
that  the  case  may  be  somehow  unusual. 

Medical  Necessity.  Reimbursement  under  Medi- 
care for  ambulance  service,  prostheses,  and 
durable  medical  equipment  is  limited  to  those 
situations  in  which  a physician  certifies  and 
describes  the  medical  necessity  of  the  service 
or  supply.  In  addition,  where  an  item  of  equip- 
ment is  used  over  a prolonged  period  of  time, 
the  carrier  is  required  to  verify  periodically  the 
continued  medical  necessity. 

Atypical  frequency  of  patient  visits  or  treat- 
ments in  the  office,  home,  hospital,  extended 
care  facility  or  nursing  home  must  be  medi- 
cally necessary  and  consistent  with  acceptable 
medical  practice  in  the  area.  Information  on 
the  claim  form  (SSA  1490)  or  on  the  patient’s 
bill  supporting  the  medical  necessity  for  the 
unusual  frequency  of  service  or  treatment  is 
needed  to  process  the  claim.  In  situations 
where  patients  insist  on  unnecessary  medical 
attention,  it  would  be  appropriate  to  advise  the 
patient  that  charges  for  such  services  are  not 
covered  by  Medicare. 

Equitable  and  Prompt  Processing  Sought 

Nationwide’s  primary  objective  is  to  pay 
Medicare  claims  equitably  and  promptly  — to  pro- 
vide the  kind  of  service  to  which  physicians  and 
their  patients  are  entitled.  The  attainment  of  this 
objective  will  in  a large  measure  depend  on  the 
completeness  and  quality  of  information  that  ac- 
companies each  claim.  Claim  forms  (1490’s)  com- 
pleted in  the  physician’s  office  are  generally  in  ex- 
cellent condition.  The  major  difficulty  occurs  when 
the  only  source  document  to  support  the  bene- 
ficiary’s claim  is  the  physician’s  unitemized  bill 
or  the  patient’s  receipt  of  payment.  Where  the 
physician  does  not  submit  the  claim  or  complete 
Part  II  of  the  1490  claim  form,  it  would  be  very 
helpful  if  sufficient  information  for  processing  the 
claim  is  included  on  the  patient’s  bill. 

It  is  recognized  that  some  of  the  itemizations, 
or  descriptive  information  now  necessary  for  claims 
determination  under  the  Medicare  program  places 
an  additional  burden  on  many  physicians’  offices. 
Nationwide  is  deeply  concerned  about  conserving 
physicians’  valuable  time  and  office  expense.  Many 
avenues  to  obviate  some  of  these  requirements  are 
under  study  both  by  Nationwide  and  by  members 
of  a designated  committee  of  the  Ohio  State  Medi- 
cal Association.  Suggestions  as  to  simpler  but  ef- 


fective methods  of  getting  accurate  descriptive  in- 
formation for  third  party  (e.g.,  Medicare)  claims 
evaluation  are  solicited. 

It  is  hoped  that  each  Ohio  physician  will  per- 
use this  article,  perhaps  save  it  for  his  medical  as- 
sistant, and  appreciate  that  Nationwide  earnestly 
w ishes  to  be  of  assistance  to  all  physicians  in  their 
delivery  of  high-quality  medical  care,  and  that 
Nationwide  will  continue  to  work  to  minimize 
onerous  and  unnecessary  paperwork. 
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• Electrocardiography:  Model  for  Nor- 
mat  and  Intraventricular  Conduction 
Defects  - Heart  Block  & Hemihlock: 
Indications  for  Pacing  - Peter  C. 
Block,  M.D.,  Cardiac  Unit,  Mass. 
General  Hospital 

• Diagnosis,  Treatment,  Prevention 
of  Specific  Viral  Diseases  in  Man- 
Thomas  C.  Merigan,  M.D.,  Chief 
Div.  Infectious  Diseases,  Stanford 
Univ.  Medical  Center 
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(C).  Montreal  Gen.  Hospital  Div. 
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A vDo  It  Yourself’ 
Family  Care  Program 

By  Edward  B.  Silberstein,  M.D.,  and  Naomi  Baumslag,  M.B.,  B.Ch. 


HILE  THE  CURRENT  TREND  in  medi- 
cine toward  specialization  insures  that  each 
specialist  is  able  to  give  expert  medical  care  in 
his  particular  field  of  knowledge,  this  same  trend 
in  medical  education  has  led  to  fragmentation  of 
the  physicians’  approach  towards  the  patient.  For 
example  the  total  number  of  clinics  at  the  Cin- 
cinnati General  Hospital  alone  now  numbers  58. 
The  medical  student  goes  from  clinic  to  clinic 
learning  about  parts  of  the  patient  and  rarely  is 
able  to  view  him,  in  that  well  worn  but  ever-apt 
phrase,  “as  a whole.” 

With  the  press  of  larger  and  larger  numbers 
of  patients  coming  into  each  clinic  the  student- 
physician  in  these  clinics  has  little  time  to  con- 
sider the  interaction  of  the  biological,  social, 
economic  and  religious  factors  of  the  illness  as  it 
relates  both  to  the  patient  and  his  family.  Under 
these  circumstances  it  is  considerably  more  diffi- 
cult to  stimulate  the  medical  student  to  investigate 
and  appreciate  the  interplay  of  the  patient’s  ex- 
ternal environment,  biological  and  social  past  with 
his  external  environment  as  determined  by  the 
routine  history,  physical  exam  and  laboratory 
tests.  Furthermore,  fragmented  medical  care  is 
wasteful  of  time  and  money,  at  the  same  time  dis- 
rupting the  doctor-patient  relationship. 

This,  then  is  the  major  problem  with  which 
the  Family  Health  Care  Program  at  the  Uni- 
versity of  Cincinnati  College  of  Medicine  is  at- 
tempting to  deal. 

Goals 

We  have  attempted  to  identify  some  of  the 
objectives  of  our  Family  Health  Care  Program  as 
follows : 

1.  The  Family  Health  Care  Program  should 
be  a model  of  medical  practice.  The  student’s 
other  clinical  experience  too  often  focuses  on  rare 
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diseases,  dramatic  emergencies  or  single  patient 
contacts  in  clinic. 

a.  It  gives  die  medical  student  his  only 
experience  resembling  that  of  private  prac- 
tice before  he  actually  becomes  a practitioner. 

b.  Such  a program  should  enhance  the 
medical  student’s  ability  to  look  on  each  pa- 
tient as  an  individual.  At  the  same  time 
humanitarian  efforts  by  the  student  to  assist 
his  family  must  not  be  discouraged  but  put  in 
the  proper  perspective  of  a balanced  doctor- 
patient  relationship. 

c.  Effective  communication  between  the 
student-physician  and  his  family  should  be 
stressed.  Verbal  and  nonverbal  clues  given  by 
the  patient  must  both  be  appreciated  and 
acted  upon. 

2.  The  program  should,  furthermore,  broaden 
the  choice  of  careers  by  a medical  education.  We 
are  giving  the  student  a view7  of  the  physician 
as  a family  practitioner  and  also  as  an  active  par- 
ticipant in  preventive  medicine  and,  hopefully,  in 
epidemiologic  studies  as  he  provides  continuity  of 
medical  care. 

3.  The  Family  Health  Care  Program  should 
provide  an  interdisciplinary  approach  to  health 
care.  Besides  enhancing  communication  between 
involved  specialty  services  in  reducing  preexisting 
fragmentation  of  health  care,  the  role  of  the  con- 
sultant relative  to  the  referring  physician  and  his 
patient  must  be  emphasized.  It  is  also  hoped  that 
the  Family  Health  Care  Program  can  be  institu- 
tionalized when  the  staff  participating  in  the  pilot 
Program  has  received  sufficient  experience  to  de- 
velop expertise  in  administering  and  teaching  a 
program  of  family  medicine.1 

4.  The  student  will  come  to  recognize  at 
first  hand  the  effect  of  illness  on  the  entire  family 
organization  and  will  learn  to: 

a.  identify  the  interrelationship  and  de- 
pendencies of  family  units; 

b.  identify  role-model  members  in  the 
family  units: 

(Continued  on  Next  Page) 
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c.  recognize  how  roles  change  when  ill- 
ness or  pregnancy  disables  a family  member; 

d.  become  aware  of  other  kinship  rela- 
tionships within  a family; 

e.  identify  the  needs  of  individual  family 
members  and  make  appropriate  plans  to  meet 
these  needs — physical  and/or  emotional. 

5.  By  following  a woman  through  the  last 
trimester  of  pregnancy  and  a child’s  first  six  to 
nine  months  of  growth  and  development,  the 
students  should  acquire  first  hand  knowledge  of 
these  processes  and  other  medically  useful  infor- 
mation difficult  to  obtain  from  a textbook  or  ex- 
amination of  random  patients,  as  occurs  now  in 
the  hospital  and  its  clinics. 

6.  It  is  important  that  each  student  become 
familiar  with  the  available  community  resources 
to  help  meet  the  varying  family  needs.  There  is 
too  little  recognition  by  the  medical  student  of  the 
role  of  ancillary  health  care  personnel  as  part  of 
a health  team  in  the  complex  delivery  of  health 
care  services  today.  At  the  same  time  the  student 
will  come  to  learn  the  causes  of  the  ever-rising 
costs  of  medical  cares  and  the  ways  in  which  the 
patient  may  pay  for  it. 

7.  The  Program  should  provide  a base  for 
research  into  the  problems  of  delivery  of  health 
care  and  other  aspects  of  preventive  medicine2  at 
the  same  time  that  excellent  individual  medical 
care  is  provided. 

Medical  School  Questionnaire 

To  survey  what  planning  in  the  area  was 
underway  around  the  country,  a questionnaire  was 
sent  to  the  deans  of  all  medical  schools,  two-year 
and  four- year,  operating  in  the  United  States  in 
1969,  to  learn  what  their  current  or  projected 
medical  plans  were  for  teaching  family  medicine. 

The  preliminary  evaluation  of  the  first  50 
replies  indicated  that  only  1 1 had  a formal  course 
in  the  socioeconomic  aspects  of  medical  care  but 
that  21  of  the  50  schools  did  have  a family  health 
care  program  somewhat  similar  to  that  which  we 
have  outlined  above.  In  two  schools,  5 percent  to 
10  percent  of  the  students  participated;  in  another 
six,  20  percent  to  50  percent  participated;  and  in 
seven  schools  greater  than  50  percent  of  the  medi- 
cal class  entered  the  program.  Eight  of  the  21 
schools  which  had  such  a program  entered  their 
students  in  this  program  in  the  first  year;  in  two 
of  the  schools  students  entered  in  the  second  year; 
for  six  schools  the  program  was  part  of  the  third 
year  curriculum;  in  two  schools  there  were  only 
the  fourth  year  students  involved.  There  exists  the 
option  to  enter  the  program  in  more  than  one 
year  in  three  schools. 


Seven  of  these  2 1 schools  allowed  the  students 
to  remain  in  the  family  health  care  clinics  for  one 
to  three  months.  In  the  remaining  schools,  students 
participated  in  it  for  one  or  more  years.  The  ma- 
jority of  programs,  14  out  of  21,  selected  the  stu- 
dents by  their  expression  of  interest.  It  was  manda- 
tory that  all  students  participate  in  five  schools. 

It  was  pointed  out  by  several  physicians  par- 
ticipating in  family  health  care  programs  that  stu- 
dents who  were  forced  into  the  program  against 
their  will  worked  to  the  detriment  of  the  whole 
program,  and  we  also  feel  very  strongly  that  our 
Program  should  be  entirely  voluntary  at  this  time. 

The  median  cost  of  these  programs  was 
$60,000  a year,  with  a range  from  $2,000  to  $4.5 
million.  Of  the  21  programs  seven  have  been  lo- 
cated at  a university  hospital,  seven  in  a completely 
separate  facility  and  four  were  in  a community 
hospital  affiliated  with  the  university.  Three  other 
programs  have  been  located  in  remodeled  stores 
or  professional  buildings.  The  most  common  prob- 
lems cited  by  these  programs  include,  lack  of 
money,  lack  of  space  and  lack  of  interest  or  re- 
sistance by  the  faculty  and  students. 

Setting  Up  the  Program 

Staff 

Staffing  has  been  provided  in  our  Program 
by  the  following  departments:  Environmental 

Health  (Preventive  Medicine),  Pediatrics,  Obstet- 
rics, Internal  Medicine,  and  Psychiatry.  The  pres- 
ence of  physicians  with  at  least  part-time  private 
practice  is  highly  desirable.  If  one  initially  chooses 
healthy  mothers,  the  obstetricians  and  pediatri- 
cians will  see  most  of  the  patients  and  hence  will 
bear  a heavier  load  in  providing  clinical  personnel. 
The  family  practitioner  not  only  can  provide  cov- 
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erage  in  all  of  the  above  mentioned  fields  but  his 
very  presence  indicates  to  the  student  that  it  is 
possible  to  practice  good  general  medicine  without 
having  to  specialize  as  virtually  all  of  his  Medical 
School  faculty  has  done.  The  talents  and  assistance 
of  a social  worker,  clinic  nurse  and  dietitian  are 
also  necessary  to  the  success  of  the  Program.  This 
is  not  an  inordinate  drain  on  most  departments 
since  the  time  required  is  the  first  part  of  one 
afternoon  (1  p.m.  to  3 p.m. ) weekly. 

Administration 

The  decision  must  be  made  early  in  the 
planning  stage  of  the  Family  Health  Care  Program 
as  to  what  department  of  the  Medical  School  is 
to  administer  the  Program  or  if  a separate  divi- 
sion of  family  medicine  is  to  be  set  up.1  In  the 
survey  of  family  health  care  programs  in  this 
country’s  medical  schools,  as  previously  noted,  De- 
partments of  Environmental  Health,  Internal 
Medicine,  and  Pediatrics  have  each  been  involved 
as  the  moving  force  in  the  setting  up  of  such  a 
program.  In  Cincinnati  the  Department  of  Envi- 
ronmental Health  (Preventive  Medicine)  has  been 
the  administrative  and  teaching  focus. 

Scheduling 

When  a new  program  is  to  be  begun  without 
major  curriculum  revision  there  may  be  great  dif- 
ficulty in  finding  free  or  elective  time  which  does 
not  vary  from  academic  quarter  to  quarter.  This 
consideration  may  lead  to  the  choice  of  students 
for  the  program  who  have  only  a basic  science 
background  at  the  time.  Also  since  each  physician 
preceptor  must  plan  to  devote  a constant  time  and 
day  to  the  Clinic,  this  may  cause  serious  problems 
in  adequate  staffing  of  the  Clinic.  Only  nine 
months  can  be  allotted  to  this  program  while  it 
involves  second  year  students. 

Facility 

Finding  an  adequate  clinic  site  may  pose 
other  problems.  It  seems  most  convenient  to  have 
a facility  near  the  hospital  pharmacy,  laboratory 
facilities  and  medical  records  of  the  patients.  For 
this  reason  our  Program  has  remained  within  the 
Cincinnati  General  Hospital  where  we  have  been 
fortunate  to  find  a clinic  facility  available  one 
afternoon  a week. 

The  students  and  staff  recognize  the  impor- 
tance of  a pleasant  clinic  environment  and  have 
made  every  effort  to  improve  the  clinic  atmo- 
sphere for  our  patient  in  terms  of  decor,  health 
care  posters,  and  a play  area. 


Equipment 

A listing  of  equipment  which  we  feel  should  be 
on  hand  is  found  in  the  table  entitled  “Family 
Health  Care  Clinic  Supplies.”  We  have  decided 
to  stock  only  immunizing  materials  in  our  Family 
Care  Clinic  so  as  to  avoid  duplication  of  services 
of  the  Pharmacy  which  is  close  by.  The  students 
must  also  learn  to  write  prescriptions  instead  of 
handing  out  medications. 

Family  Selection 

The  families  chosen  for  the  Family  Health 
Care  Program  are  selected  from  the  patients  in 
the  Pre-Natal  Clinics  of  the  Cincinnati  General 
Hospital,  excluding  the  Dystocia  Clinic,  since  we 
are  attempting  to  deal  with  patients  who  are  ini- 
tially healthy.  The  pregnant  mother  is  in  her  third 
trimester  of  pregnancy,  providing  the  student  an 
opportunity  to  observe  the  mother  during  the  later 
part  of  her  pregnancy  and  still  follow  the  neonate 
for  at  least  two  months.  We  have  attempted  to 
obtain  families  for  the  students  from  as  many 
socioeconomic  and  racial  backgrounds  as  possible 
in  order  to  provide  a variety  of  experiences  and 
cross-cultural  comparisons.  In  practice  we  are 
dealing  with  two  groups  of  patients,  however,  the 
Appalachian  white  family  and  the  residents  of  the 
northern  black  ghetto.  Each  mother  was  inter- 
viewed by  the  authors  in  the  Obstetrics  Clinic 
prior  to  any  exposure  to  the  students  where  the 
Program  was  fully  explained,  so  that  she  knew  her 
physician  was  a student  but  had  the  backing  of  a 
team  of  licensed  physicians. 

When  we  initially  selected  our  patients,  we 
did  not  make  possession  of  a telephone  a criterion 
for  inclusion  in  the  Program.  We  felt  that  this 
might  discriminate  against  the  poorest  consumers 
of  medical  care  and  the  students  would  therefore 
miss  valuable  experience  in  learning  how  this 
group  received  medical  care.  However,  the  stu- 
dent-patient relationship  was  made  somewhat 
more  difficult  without  a telephone  which  hindered 
day-to-day  contact.  Nevertheless,  our  students 
compensated  for  this  by  making  more  frequent 
home  calls  when  their  families  did  not  have  tele- 
phones. However,  there  were  several  instances 
where  the  student  was  not  notified  of  an  impor- 
tant illness  or  delivery  because  of  lack  of  this  fa- 
cility. 

Another  criterion  used  for  selecting  our  fami- 
lies was  the  presence  of  at  least  one  other  child  in 
the  family.  However,  wre  occasionally  selected  fam- 
ilies in  which  there  were  seven  or  more  sibs  (range 
1 to  13)  and  this  frequently  proved  too  great  a 
challenge  for  a second  year  student.  He  could  not 
supervise  preventive  medical  care  for  too  great  a 


October,  1971  / 925 


number  of  children  or  even  get  to  know  them  well. 
Subsequently  we  have  selected  families  in  which 
there  were  four  or  less  children  already  in  the 
home.  In  12  of  the  22  families  the  father  was 
present  in  the  home. 

Student  Selection 

We  have  elected  work  with  second  year  medi- 
cal students.  This  decision  was  based  primarily  on 
the  availability  of  these  students  whose  schedules 
have  not  yet  been  so  fragmented  that  small  groups 
of  students  are  in  many  different  areas  at  any  one 
time.  Third  year  students  would  have  been  easier 
to  work  with  because  they  have  acquired  the 
basics  of  medical  practice.  The  Program  has  been 
open  to  all  second  year  students  who  chose  to  elect 
it.  We  realize  that  these  self-selected  students  may 
be  that  group  of  their  class  already  best  equipped 
to  view  the  patient  in  his  socioeconomic  milieu, 
while  the  students  not  electing  the  Program  may 
very  well  be  the  very  ones  who  need  a wider  per- 
spective to  alter  their  outlook  on  patient  care. 
Nevertheless,  requiring  every  student  to  take  part 
in  the  Program  could  lead  to  sufficient  hostility 
and  resentment  to  undermine  it.3 


The  Student-Patient  Relationship 

Each  student  was  given  the  name  of  the 
mother  of  his  family,  background  information  ob- 
tained from  the  initial  interview  with  one  of  us 
and  her  chart  number.  He  then  had  a chance  to 
examine  the  chart,  and  either  meet  her  in  the 
Obstetric  Clinic  (13  of  22  students)  or  over  the 
telephone  (nine  students)  where  he  arranged  a 
home  visit.  If  there  was  no  phone  the  student 
stopped  by  the  house  briefly  to  set  up  a time  for 
his  first  “in  depth”  home  visit. 

There  was  considerable  anxiety  among  the 
students  as  to  how  to  approach  the  family  who 
would  view  him  in  the  role  of  physician  even 
though  they  had  been  repeatedly  told  that  he  was 
a medical  student.  The  feelings  of  inadequacy  ex- 
pressed were  understandable  and  the  students 
needed  considerable  encouragement  from  the  staff 
of  the  Program.  He  was  referred  to  as  “doctor” 
by  staffs  and  patients.  Twenty-five  percent  of  the 
students  wore  white  coats  for  the  visit  to  establish 
their  role  more  clearly.  This  was  found  not  to  be 
necessary  by  most.  The  greatest  source  of  support 
for  the  students  was  the  emphasis  by  the  staff  on 
the  fact  that  the  patient  and  her  family  were  not 
merely  providing  teaching  material  for  him.  The 
student  soon  perceived  that  he,  in  turn,  was  doing 
something  of  great  value  for  the  whole  family  by 
indicating  to  the  family  his  concern  for  them. 


Each  student  brought  to  the  family  a ther- 
mometer, to  instruct  the  family  in  a basic  medical 
procedure  which  indicated  to  his  patients  that  he 
was  going  to  act  as  a medical  supervisor.  The 
students  were  also  given  commercially  available 
paper  sticks  impregnated  with  multiple  chemicals 
suitable  for  urinalysis  testing  to  use  in  the  home  if 
they  desired.  Simply  engaging  in  play  with  the 
children  in  the  family  often  established  good  rap- 
port quickly. 

More  home  visits  were  made  per  student  than 
anticipated,  with  a mean  average  of  seven  (range 
1-15)  over  a nine-month  period.  Students  invari- 
ably felt  the  home  visits  provided  a unique  and 
eye-opening  view  of  community  medical  problems. 

We  have  provided  several  introductory  lec- 
tures before  each  student  met  his  family.  A discus- 
sion of  the  doctor-patient  relationship  before  the 
student  met  the  family  had  little  personal  value 
for  the  student.  We  found  that  we  had  not  pre- 
pared the  student  for  several  factors  which  could 
seriously  affect  the  doctor-patient  relationship. 
One  of  these  has  been  alluded  to  above,  the  po- 
tentially threatening  expectations  of  the  family  as 
to  just  what  their  new  student-doctor  could  do  for 
them.  The  students  required  constant  assurance 
that  a team  of  staff  physicians  stands  behind  them 
at  all  times  for  all  problems  that  might  arise. 
Some  students  were  angered  by  the  clash  between 
their  own  value  system  and  the  life  style  of  the 
family  to  which  they  had  been  assigned  in  regard 
to  illegitimacy,  attitudes  toward  Welfare,  disinter- 
est in  personal  hygiene,  and  a mistrust  of  the 
“establishment.”4-5 

The  students  were  also  provided  with  a hand- 
book written  by  the  Program  Staff  to  assist  them 
in  gathering  basic  pertinent  information  which 
might  otherwise  be  overlooked.  We  have  learned, 
for  example,  that  all  children  in  our  patient  popu- 
lation often  do  not  have  the  same  last  name  as 
the  mother.  Obviously,  obtaining  medical  records 
on  such  children  is  impossible  without  the  last 
name  and  date  of  birth.  Data  that  we  hope  to  col- 
lect from  such  a questionnaire  include  the  follow- 
ing: Who  is  the  actual  dominating  figure  in  the 
family,  the  decision  maker  and  head  of  the  house? 
Who  supervises  the  children  during  the  day?  What 
is  the  physical  appearance  of  the  home  outside 
and  in  and  the  family’s  attitude  toward  their 
dwelling?  What  is  the  educational  environment  of 
the  members  of  the  family?  What  are  the  family 
attitudes  toward  medical  and  paramedical  profes- 
sions?5 What  is  the  attitude  in  the  family  toward 
having  further  children?  What  health  care  facili- 
ties are  utilized  and  why?  By  thus  assisting  the 
medical  student  in  adjusting  to  his  new  role  as  a 
purveyor  of  medical  information  and  care  we  be- 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  "important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Break  the 
ulcer  circuit 
to  hyperacidity, 

hypermotility  and 


Pro-Banthine 

propantheline  bromide 

fl  Relief  Factor  in  Peptic  Ulcer 


ulcer  pain. 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine"insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Etfects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. igi 
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Triaminic* 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet" 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride.  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate.  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and  n„ 

postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  ONI  Y 

cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing.  '-'INLT 

dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults- one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100.  250 
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lievc  that  the  student-family  relationship  can  de- 
velop more  rapidly  and  firmly. 

Most  of  our  students  confirmed  our  initial 
impression  that  a social  history  cannQt  replace  the 
impact  of  the  home  visit  in  learning  about  the 
family’s  life  style. 

Teaching  Program  of  the 
Family  Health  Care  Program 

VVe  are  currently  employing  several  different 
educational  approaches  to  convey  to  the  students 
basic  information  which  they  must  know  to  enter 
into  the  obstetric  and  pediatric  care  which  the 
family  will  require  as  well  as  to  explore  the  social 
and  economic  environment  of  the  patients  to 
whom  medical  care  is  provided.  We  have  used 
lectures,  seminar-discussions  groups,  video  tapes 
(techniques  of  obstetric  and  pediatric  examina- 
tions) , live  demonstrations  of  the  examination 
of  the  neonate  in  the  Newborn  Nursery,  and 
individual  counseling  sessions  where  the  student- 
family  relationship  is  explored. 

In  our  initial  year  we  discovered  that  we  had 
given  the  students  sociological  background  infor- 
mation of  which  they  were  either  already  aware 
or  which  proved  irrelevant  to  their  relationships 
with  their  families.  Some  of  the  lectures  dwelt  on 
complications  of  pregnancy,  labor  and  delivery 
in  too  great  detail,  rather  than  emphasizing  the 
normal  course  of  each,  causing  student  “informa- 
tion overload.”  The  video  tapes  were  made  avail- 
able to  the  student  in  their  free  time  and  proved  a 
most  efficient  way  of  conveying  information.  The 
examination  of  the  neonate  was  discussed  too 
early  in  the  Program,  so  that  by  the  time  of  the 
delivery  the  information  had  not  been  retained. 

An  extensive  bibliography  has  been  compiled. 
Certain  highly  pertinent  articles  are  mimeographed 
and  distributed  at  the  appropriate  times. 

There  must  be  adequate  time  allotted  for 
each  student  to  present  his  family  in  detail  to  our 
group  so  that  the  problems  of  the  family  and  the 
student-doctor  relationship  can  be  thoroughly  ex- 
amined by  all  participants  in  the  program  in  indi- 
vidual conferences  with  staff  and  in  seminar  with 
the  student’s  peers.  The  heavy  demands  of  the 
second  year  of  the  medical  school  and  the  lack  of 
time  available  to  the  students  prevented  as  exten- 
sive a use  of  seminars  as  would  have  been  desir- 
able. Topics  covered  in  the  hour-long  seminars 
include: 

1.  Basic  elements  of  the  obstetric  and  pediat- 
ric history  and  physical  examination; 

2.  The  normal  course  of  pregnancy,  labor, 
delivery: 

3.  Contraceptive  techniques; 


4.  Basic  neonatology  including  feeding  sched- 
ules ; 

5.  How  to  communicate  with  patients — ver- 
bal and  nonverbal  clues  to  behavior;  the  angry 
patient  and  the  angry  doctor; 

6.  The  role  of  the  public  health  nurse,  Visit- 
ing Nurse  Association,  dietitian,  the  Home  Health 
Aid,  social  worker  and  other  paramedical  person- 
nel in  providing  health  care; 

7.  How  patients  of  different  ethnic  and  so- 
cioeconomic backgrounds  view  medical  care;5 

8.  How  people  pay  for  their  medical  care  in- 
cluding problems  of  Medicare  and  Medicaid; 

9.  Outpatient  services  and  trends  in  utiliza- 
tion of  the  emergency  ward ; 

10.  Illegitimacy. 

The  Family  Care  Clinic 

Each  student  acquaints  himself  with  the  medi- 
cal chart  of  the  patient  or  patients  whom  he  is  to 
see  prior  to  their  arrival  and  discusses  each  case 
with  the  preceptor  in  the  appropriate  specialty 
before  examining  the  patients.  The  preceptor  gives 
the  students  guidelines  in  the  important  areas  of 
the  medical  history  to  explore,  the  physical  signs 
to  be  sought,  and,  equally  as  important,  adequate 
reassurance.  After  the  student  has  spent  about  15 
minutes  with  the  patient  the  preceptor  is  invited 
into  the  examining  room  where  the  case  is  pre- 
sented to  him;  he  reviews  the  physical  examina- 
tion, making  recommendations  for  the  family  in 
such  a way  that  they  come  jointly  from  preceptor 
and  student.  Care  is  taken  not  to  undermine  the 
role  of  the  student  as  the  primary  purveyor  of 
medical  care  to  the  patient.  After  the  family  has 
departed,  the  student  and  the  preceptor  again 
review  the  progress  of  its  members  in  medical  and 
paramedical  areas.  If  social  or  psychiatric  prob- 
lems are  perceived  by  the  health  team,  a social 
worker  and  the  psychiatrist  are  on  call  to  render 
immediate  assistance  and  consultation. 

While  one  child  is  being  examined  other  chil- 
dren in  the  family  may  choose  to  participate  in 
activities  in  a play  area  attached  to  the  Clinic, 
supervised  by  an  experienced  volunteer.  A per- 
ceptive play  leader  discusses  with  the  student- 
physician  the  type  of  play  which  the  child  has  en- 
gaged in,  offering  further  clues  to  each  child’s 
development  and  home  situation. 

The  delivery  of  care  in  our  Clinic  by  care- 
fully supervised  medical  students  is  clearly  an  in- 
efficient form  of  service,  especially  when  the  stu- 
dents are  in  their  second  year  and  medically 
unsophisticated.  Nevertheless,  the  students  are  very 
eager  for  patient  contact  at  this  time  and  are  high- 
ly motivated  to  learn.  The  family  members  have 


October , 1971  / 931 


been  uniformly  enthusiastic,  frequently  preferring 
the  Clinic  to  the  alternative  of  a private  physician. 

However,  only  14  of  22  families  were  treated 
in  the  Clinic.  One  student  felt  the  Clinic  experi- 
ence too  time  consuming,  four  felt  the  family 
would  not  cooperate  and  three  others  were  reluc- 
tant to  ask  the  family  to  come  to  Clinic  because 
they  felt  they  could  not  appear  as  physicians  in  the 
eyes  of  their  families. 

Another  way  in  which  care  is  delivered  to  the 
families  in  the  Program  is  by  telephone.  Each 
student  received  a significant  number  of  phone 
calls  from  his  family  (average  five)  even  if  there 
was  no  private  phone  at  the  family’s  residence 
but  called  his  family  even  more  frequently  (aver- 
age eight  calls  from  student  to  patient) . Common 
reasons  for  patient  calls  included  labor  pains,  va- 
ginal bleeding  associated  with  oral  contraceptives 
or  intrauterine  devices,  dysuria,  measles,  acute 
gastroenteritis,  respiratory  infections,  burns,  and 
hemoptysis. 

We  give  the  student  several  alternatives  in 
handling  patient  calls.  The  student  first  contacts 
his  consultant  after  obtaining  as  much  information 
as  possible  from  the  family.  After  receiving  sug- 
gestions from  the  consultant  as  to  what  further 
information  should  be  requested  from  the  family, 
both  student  and  the  consultant  are  simultaneously 
put  in  contact  with  the  family  by  means  of  a local 
conference  call.  This  permits  the  student  to  receive 
assistance  from  the  consultant  who  can  also  obtain 
more  pertinent  history  from  the  family. 

The  consultants  are  careful  not  to  dominate 
the  situation  and,  when  they  are  satisfied,  excuse 
themselves  from  the  conversation.  The  student  and 
consultant  confer  again  as  to  a course  of  action. 
This  might  involve  student-supervised  recommen- 
dation for  therapy  at  home  via  the  three-sided 
conference  call,  a home  visit  by  the  student  and 
consultant,  or  a request  that  the  family  come  to 
the  Emergency  Ward.  In  all  cases  where  the  de- 
livery of  medical  care  is  involved  the  medicolegal 
implications  of  a medical  student  making  recom- 
mendations over  the  telephone  are  emphasized  and 
all  therapeutic  suggestions  are  performed  with  the 
medical  student  acting  as  the  “agent”  of  the  pre- 
ceptor. Each  family  has  the  student’s  home  phone 
number.  A central  switchboard  service  is  now 
available  to  those  students  who  choose  to  be  on 
call  at  all  times.  Calls  to  Faculty  totalled  only  60, 
about  three  per  student. 

Other  paramedical  personnel  have  been  of 
great  assistance  in  providing  well  rounded  services 
to  our  patients.  A dietitian  is  always  on  call,  al- 
though we  learned  from  our  families  that  previous 
visits  to  the  diedtian,  mandatory  in  prenatal  clinic, 
frequently  emphasize  a balanced  diet  with  foods 
which  the  patients  cannot  afford.  We  also  have 


Family  Health  Care  Clinic  Supplies 

Oral  and  rectal  thermometers 
Paper  diapers — disposable 
Tongue  blades 
Percussion  hammer 
Flashlights  otoscope-ophthalmoscope 
Sphygmomanometer — adult  and  pediatric  cuffs 
Stethoscope,  standard  and  obstetric 
Examining  gowns,  sheets,  tables 
Alcohol  sponges — disinfectant 
Urine  collection  bottles — sterile — from  Pre- 
Natal  Clinic 
Ames  Urine  Labstix 

Refrigerator  for  D.P.T.  and  vaccinia  vaccines 

Surgical  tape  and  gauze 

Needles,  syringes,  tourniquets 

Sterile,  disposable  gloves 

Speculae,  small,  medium,  large  sizes 

Scales,  adult  and  neonatal 

Lubricating  jelly 

Liquid  soap  for  cleansing  mother’s  perineum  prior 
to  clean-catch  urine  cultures 
Tine  test  equipment 
Fixative  for  Pap  smears 
Microscope  slides,  clean 
Nasal  specula 
Ophthalmic  loop 
Intra-uterine  devices 
Microhematocrit  tubes  and  lancets 
Sterile  swabs  and  media  for  bacterial  cultures 
Sanitary  female  napkins 


found  that  there  must  be  greater  emphasis  on 
planning  ahead  so  that  a full  week’s  shopping  may 
be  done  at  one  time. 

Medicolegal  Aspects 

Medicolegal  questions  obviously  arise  when 
medical  students  have  intimate  contact  with,  and 
some  responsibility  for,  these  families.  Legal  coun- 
sel was  therefore  obtained  while  the  Program  was 
being  formed.  The  danger  always  exists  of  the 
medical  student  practicing  medicine  without  a 
license.  There  appears  to  be  little  chance  that  this 
will  occur,  at  least  in  Ohio,  where  the  seeking  of 
compensation  is  necessary  to  be  considered  as  prac- 
ticing medicine.  Nevertheless,  the  possibility  that 
second  year  medical  students  might  make  erro- 
neous judgments  in  relaying  information  to  their 
preceptors  has  been  obviated  by  insisting  that 
student-patient  contact  include  the  preceptor  by 
means  of  a local  conference  call.  Malpractice  in- 
surance of  the  supervising  staff  covers  errors  that 
the  medical  student  could  possibly  make  while 
acting  as  an  agent  of  the  physician.  However,  it 
was  emphasized  to  the  students  that  no  malprac- 
tice insurance  was  available  to  them  before  they 
were  licensed  as  physicians.  The  student  is,  how- 
ever, liable  to  suit  for  his  errors  and  since  he  is 
usually  considered  to  be  a physician  by  the  fami- 
lies who  use  his  services,  even  after  they  have  been 
told  he  does  not  yet  hold  the  degree  of  M.D.,  a 
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court  of  law  might  hold  the  student  to  the  degree 
of  competence  expected  of  a doctor.  Although  a 
release  form  signed  by  all  the  patients  in  a par- 
ticular household  could  obviate  certain  of  the 
above  difficulties  if  it  indicated  to  the  family  that 
the  student  was  himself  not  a doctor  and  that  each 
patient  voluntarily  would  take  upon  himself  the 
dangers  inherent  in  such  a system  of  practicing 
medicine,  this  would  have  no  validity  regarding 
patients  under  21  years  of  age  or  those  who  are 
mentally  incompetent.  Therefore,  a release  form  is 
not  used  by  our  Clinic. 


Evaluation 

Of  the  families  that  utilized  the  clinic  starting 
in  mid-January  and  ending  the  last  week  in  May, 
all  the  mothers  had  postnatal  examinations  and 
family  planning  discussion.  All  14  newborns  were 
brought  for  their  immunization  programs.  The 
other  children  were  frequently  not  brought  in  even 
though  a nursery  had  been  set  up  for  children  to 
play  under  supervision.  In  only  five  families  were 
all  the  children  seen. 

We  are  not  yet  certain  how  to  evaluate  the 
educational  value  of  such  a program.  A great 
many  methodologic  problems  have  been  solved 
and  this  can  only  enhance  the  results  of  the  Pro- 
gram in  future  years.  However,  we  feel  it  most 
important  to  evaluate  new  programs  before  com- 
mitting a great  deal  of  time  and  money  to  them, 
for  we  do  not  know  if  this  is  indeed  the  best  way 
to  teach  students  about  the  family  setting  in  which 
pregnancy  and  illness  always  occur.  A priori,  the 
opportunity  given  each  student  in  the  Program 
should  only  be  beneficial.  However,  proving  this 
is  a difficult  matter,  and  at  least  one  attempt  to 
do  so  in  a program  similar  to  ours  has  been  un- 
successful.3 And,  as  noted  above,  are  we  reaching 
the  right  students? 

Both  students  and  their  families  have  been 
most  enthusiastic  about  the  Program.  Yet  anec- 
dotal testimonials  do  not  constitute  objective  eval- 
uations! Most  students  feel  that  they  have  been 
given  a greatly  widened  perspective  into  their  role 
as  physician  and  also  into  the  problems  of  deliver- 
ing health  care  in  the  community.  The  charts  of 
all  patients  seen  in  the  Clinic  have  been  examined 
and  are  up  to  the  standard  of  those  of  other  Clin- 
ics of  the  hospital  in  terms  of  completeness  and 
accuracy.  As  evidence  of  patient  enthusiasm  for 
the  Clinic,  the  percentage  of  patients  missing  an 
appointment,  which  averages  approximately  30 
percent  at  the  Cincinnati  General  Hospital,  fell  to 
6 percent  in  our  Clinic  in  its  first  year.  This  was 
the  result  of  careful  follow-up  and  encouragement 
of  the  family  members  by  the  student  to  come  to 


Still  serving... 


Mi  I town 

(meprobamate) 

WALLACE  PHARMACEUTICALS  M 
Cronbury  N.J.  08512  ! 


each  scheduled  Clinic  as  well  as  patient  apprecia- 
tion for  the  individual  attention  received. 

We  are  just  learning  what  questions  to  ask 
in  order  to  evaluate  our  program!  We  must  mea- 
sure how  our  students’  attitudes  change  in  regards 
to  their  expectations  of  delivering  health  care, 
their  perception  of  the  many  faces  of  poverty,  and 
how  they  have  met  our  goals  as  well  as  their  own 
objectives  for  the  Program.  Objective  rating  of 
student-patient  rapport  is  difficult  but  “process 
recordings”  of  student  patient  interviews  and  the 
use  of  a tape  recorder  may  be  helpful  methods. 

Problem  Areas 

A major  problem  encountered  in  the  Family 
Health  Care  Program  in  its  first  year  was  the  ab- 
sence of  any  funding  at  all.  The  teaching  and  ser- 
vice facilities  provided  to  the  Program  have  been 
at  no  cost,  for  the  physician’s  time  and  all  supplies 
have  been  volunteered  and  preexisting  facility, 
already  fully  staffed  is  used.  However,  the  Clinic 
charge  for  a single  visit  by  a family  with  a total 
income  of  approximately  $4,000  for  a mother  and 
four  children  might  approach  $50,  and  our  fami- 
lies do  not  have  such  sums  of  money  for  prophy- 
lactic medical  care.  Hence,  a mother  of  a family 
would  be  unable  to  bring  more  than  one  or  two 
of  her  children  for  routine  check-ups  because  ol 
the  cost  involved,  and  instead  settles  for  the  knowl- 
edge that  care  would  he  available  if  sickness  should 
arise. 

This  financial  barrier  to  good  preventive 
medicine  has  been  solved  with  additional  funding 
from  the  Department  of  Environmental  Health  to 
prepay  the  Clinic  costs  of  our  patient  population. 

Of  great  assistance  to  us  have  been  funds  pro- 
vided by  the  Maternal-Infant  Care  Project  (No. 
545,  supported  by  the  Department  of  Health,  Edu- 
cation and  Welfare).  This  money  covers  the  cost 
of  all  prenatal  medical  visits  of  the  expectant 
mother  as  well  as  her  six-week  postpartum  check- 
up. It  also  provides  funds  for  transportation  to  and 
from  the  Clinic  during  the  prenatal  period  and 
the  first  year  of  the  neonate’s  life,  as  well  as  addi- 
tional money  for  nutrition-counselling,  home-nurs- 
ing visits,  homemaker  and  baby-sitting  services,  if 
necessary.  Dental,  social  and  family  planning  ser- 
vices are  also  covered  by  this  grant.  Only  one 


father  of  a family  was  convinced  to  come  in  lor 
an  annual  check-up  in  the  first  year  of  the  pro- 
gram, generally  because  of  the  conflict  of  the 
clinic  hours  with  a job. 

Student-patient  relationships  have  been  much 
less  of  a problem  than  expected.  Four  of  22  stu- 
dents were  unable  to  relate  well  to  one  family  and 
three  required  three  families,  one  four  before  the\ 
could  achieve  the  proper  relationship.  These  stu- 
dents would  not  accept  any  responsibility  for  tin' 
difficulties  in  their  relationships.  Latent  anger  at 
the  mores  of  a few  of  the  families  was  difficult 
for  an  occasional  student  to  handle.  At  least  one 
of  the  students  became  incorporated  into  the  fam- 
ily structure  by  the  mother  who  enjoyed  the  role 
of  teaching  him  as  if  he  were  one  of  her  own. 
Almost  half  of  the  students  provided  transporta- 
tion to  the  clinic  for  their  patients  at  least  once. 
Whether  the  informality  of  a student  addressing 
his  patients  by  their  first  names  (and  vice  versa) 
is  detrimental  to  the  doctor-patient  relationship  is 
unclear.  We  found  mutual  respect  regardless  of 
the  use  of  surname. 

The  logistics  involved  in  setting  up  the  Pro- 
gram were  formidable,  as  the  advice,  cooperation 
and  consent  of  over  40  individuals  had  to  be  ob- 
tained before  any  patients  or  students  were  in- 
volved. Nevertheless,  our  Program  has  met  our 
initial  goals  and  has  been  expanded  to  accommo- 
date half  of  the  second  year  class. 


This  investigation  was  supported  in  part  by  the 
Albertine  O.  Schoepf  Research  Fund  of  the  Col- 
lege of  Medicine,  University  of  Cincinnati. 
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You  don't  build 
a medical  building, 
or  a hospital, 
a group  practice  clinic 

or  extended 
care  facility 
without 
a particular 
kind  of  expertise. 


We  aren’t  doctors  or  hospital  administrators, 
or  social  scientists,  but  if  you  were  to  take  a survey 
of  the  various  kinds  of  knowledge  and  experience 
our  staff  can  bring  to  bear  on  a health  facility 
building  project  or  problem,  we  think  you’d  be 
quite  impressed  with  the  range  and  depth. 

Our  expertise  is  in  getting  your  project  off  the 
planning  board,  completed,  occupied  and  operative. 

From  conceptual  planning,  site  selection, 
zoning  approval  and  purchase— to  architectural 
design,  engineering,  construction,  equipment 

INLAND  STEEL  DEVELOPMENT  GORP. 

A Subsidiary  of  Inland  Steel  Urban  Development  Corp. 

315  West  Gortham  Street,  Madison,  Wisconsin  53703  Phone  (608)  257-5675 


specifications,  and  project  management — we  can 
provide  the  savvy  and  efficiency,  the  contacts  and 
help  with  the  arrangements  for  financing,  to  speed 
your  project — even  where  federal  or  local 
requirements  or  funding  are  part  of  the  picture. 

Whatever  the  stage  of  your  current  or  proposed 
medical  building,  you’ve  nothing  to  lose  and 
perhaps  a great  deal  to  gain  by  talking  it  over 
with  us. 

Write  or  call  us  collect.  You’ll  find  us  interested, 
communicative  and  helpful. 


October,  1971  / 935 


ON  THE  OMPAC  FRONT 


Is  Your  County  Doing  Its  Best  . . . 
Or  ...  Is  It  Dragging  Its  Feet? 


' I 'AKE  A GOOD  LOOK  at  the  accompanying 
tabulation  of  contributions  by  counties  to  the 
Ohio  Medical  Political  Action  Committee  as  of 
October  1,  1971  . . . Don’t  you  believe  your 
county  could  be  doing  a better  job?  . . . Some 
counties  are  pretty  low  on  the  totem  pole  . . . 
They  need  some  spark  plugs  who  are  sold  on  die 
purposes  of  OMPAC  to  start  things  rolling  . . . 


Building  up  its  financial  resources  for  the  critical 
1972  election  campaigns  this  coming  fall  should 
be  the  No.  1 Priority  of  the  medical  profession 
of  Ohio  . . . Contribute  to  OMPAC  when  you 
pay  your  local  and  state  medical  society  dues  . . . 
Help  to  make  1972  a banner  year  for  OMPAC 
membership  . . . Concerted  political  action  by  the 
medical  profession  is  imperative. 


Membership  of  Ohio  Medical  Political  Action  Committee 
By  Counties  as  of  October  1,  1971 


Adams 
Allen 
Ashland 
Ashtabula 
Athens 
Auglaize 
Belmont 
Brown 
Butler 
Carroll 
Champaign 
Clark 
Clermont 
Clinton 
Columbiana 
Coshocton 
Crawford 
Cuyahoga 
Darke 
Defiance 
Delaware 
Erie 

Fairfield 
Fayette 
Franklin 
Fulton 
Gallia 
Geauga 
Greene 

Guernsey 0 


Hamilton  362 

Hancock  8 

Hardin  0 

Harrison  7 

Henry  1 

Highland  2 

Hocking  0 

Holmes  4 

Huron  20 

Jackson  2 

Jefferson  10 

Knox  14 

Lake  49 

Lawrence  14 

Licking  15 

Logan  0 

Lorain  43 

Lucas  3 

Madison  2 

Mahoning  78 

Marion  9 

Medina  13 

Meigs  0 

Mercer  2 

Miami  25 

Monroe  0 

Montgomery' 254 

Morgan  0 

Morrow  5 

Muskingum  36 


Noble  

0 

Ottawa  

8 

Paulding  

0 

Perry  

2 

Pickaway  

6 

Pike  

0 

Portage  

10 

Preble  

0 

Putnam  

2 

Richland  

64 

Ross  

24 

Sandusky  

3 

Scioto  

14 

Seneca  

7 

Shelby  

12 

Stark  

124 

Summit  

45 

Trumbull  

54 

Tuscarawas  

14 

LTnion  

3 

Van  Wert  

4 

Vinton  

0 

W arren  

0 

Washington  

4 

W ayne  

24 

Williams  

0 

Wood  

8 

Wyandot  

3 

Total  2.278 


67 

0 

7 
2 
2 

14 

6 

65 

4 

5 
41 

4 

3 

11 

1 

16 

155 

6 
19 

3 

25 

22 

2 

347 

2 

8 
18 

8 
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This  photograph 
i in  no  way  implies 
; an  endorsement 
of  Norgesic 
by  Joe  Namath 


Norgesic 


provides  effective  analgesia  and  relief  of  associated  muscle  spasm 


Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphenadrine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric 
or  duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at  the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients 
with  myasthenia  gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin  or  caffeine. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  rec- 
ommended that  Norgesic  not  be  given  in  combination  with  propoxyphene  (Darvon®) 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  preparation  in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  potential  benefits  of  the  drug  be  weighed  against  its  possible  hazard  to 
the  mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has  not  been  established;  therefore,  the  physician  must  weigh  the 
benefits  against  the  potential  hazards. 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of  phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders.  It  should  also  be  used  with  caution  in  patients  with  tachycardia. 
Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or  those  usually  associated  with  mild  anticholinergic  agents.  These 
may  include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth,  blurred  vision,  dilatation  of  the  pupil,  increased  intraocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness,  and  rarely,  urticaria  and  other  dermatoses.  Infrequently 
an  elderly  patient  may  experience  some  degree  of  confusion.  Mild  central  excitation  and  occasional  hallucinations  may  be  observed.  These 
mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia  associated  with  the  use  of  Norgesic  has  been 
reported.  No  causal  relationship  has  been  established  Dosage  and  Administration:  Adults— 1 to  2 tablets  3 to  4 times  daily. 


Hiker  Laboratories,  Inc. 

NORTHRIOGE,  CALIFORNIA  91324  AKCOmPANY 


NORGESIC 

(orphenadrine  citrate,  25  mg.,  aspirin,  225  mg.,  phenacetin, 160  mg., caffeine, 30  mg.) 

the  versatile  analgesic 


Exhibits 

Wanted 


1972  Annual  Meeting,  Ohio  State  Medical  Association 


J^O  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  Annual  Meeting  is  just  the  place  to 
display  it.  We  are  now  accepting  applications  for  the  1972  OSMA  Annual  Meeting.  Those 
eligible  to  apply  are  as  follows:  (1)  Exhibits  by  Ohio  physicians,  Ohio  medical  schools, 
hospitals  or  similar  organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies 
on  invitation;  (3)  Voluntary  health  organizations. 

Exhibits  will  be  set  up  and  viewed  at  the  Cincinnati  Exposition  Center,  200  West 
Fifth  Street,  Cincinnati.  EXHIBIT  DAYS  will  be  May  9,  10  and  11. 

Mail  applications  to  the  Ohio  State  Medical  Association,  17  South  High  Street, 
Suite  500,  Columbus,  Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 

1972  Annual  Meeting,  Ohio  State  Medical  Association 

Cincinnati  Exposition  Center,  Cincinnati,  Ohio,  May  8-11 

1.  Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor(s): 

Institution  (if  desired):. 

City 

3.  Do  you  have  a built-in  exhibit? 

4.  Booth  Requirements:  Back  wall  All  side  walls  are  6'  deep 

(indicate  footage) 

5.  Description  of  Exhibit:  (Attach  200  word  description  to  this  blank) 

Deadline  For  Filing  Applications,  February  1,  1972 
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(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstoble  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  then  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympcthomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
cn  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  iso'ated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  os  diarrhea, 
constipation,  nausea,  vomiting,  and  cbdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg  tablet 
doily,  swallowed  whole,  in  midmorning  (10  a.m.),  TEPANIL.  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  cn  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended. 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Division  erf  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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Specific  therapy  for  night  leg  cramps 
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KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


October 

Cardiology — Ohio  State  University  College 
of  Medicine,  October  15;  for  specialists  and  non- 
specialists. 

Nuclear  Medicine  and  How  It  Can  Help  the 
Family  Doctor  — St.  Elizabeth  Hospital,  Youngs- 
town, October  15;  8:00  to  9:00  a.m.;  Dr.  C.  Hix- 
son. 

A Day  of  Hematology,  Akron  City  Hospital, 
525  E.  Market  Street;  October  20;  program  starts 
at  8:30  a.m.  Dr.  M.  J.  Sakol,  coordinator. 

Clinical  Aspects  of  Liver  Disease— Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  October  20-21. 

Problems  in  Vascular  Disease  of  the  Brain  — 

Youngstown  Hospital  Association;  October  21; 
8:00  a.m.;  Dr.  Monroe  Cole,  Case  Western  Re- 
serve University. 

A Cardiac  Consult  — When  and  How  Ex- 
tensive? — St.  Elizabeth  Hospital,  Youngstown; 
October  22,  8:00  to  9:00  a.m.;  Dr.  E.  Saadi. 

Sickle  Cell  Trait  and  Disease  — Youngstown 
Hospital  Association  South  Unit;  October  25: 
4:00  p.m.;  Drs.  L.  M.  Pass  and  R.  Hoffler. 

Obstetrics-Gynecology — Ohio  State  Univer- 
sity College  of  Medicine,  October  27. 

The  Control  of  Genetic  Disease  — The 
second  annual  William  McLean  Wallace  Lecture 
to  be  given  by  Dr.  Barton  Childs,  professor  of 
biology  and  pediatrics,  Johns  Hopkins  University 
School  of  Medicine;  October  28,  5:30  p.m.  in  the 
amphitheater,  Rainbow  Babies  and  Childrens 
Hospital,  Cleveland. 

Modem  Concepts  in  Electrocardiograph) 
and  Cardiac  Arrhythmias — University  of  Cincin- 
nati Medical  Center — CONMED — October  28- 
30. 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Selection  and  Use  of  Oral  Contraceptives  - — 

St.  Elizabeth  Hospital,  Youngstown;  October  29; 
8:00  to  9:00  a.m.;  Drs.  J.  Buckley  and  S.  Chiasson. 

November 

Introductory  Course  in  Nuclear  Medicine  for 
Physicians  — Nuclear  Medicine  Institute,  6760 
Mayfield  Road,  Cleveland  44124;  contact  for 
dates. 

Guest  Professor  in  Obstetrics  — Youngstown 
Hospital  Association;  November  4;  8:00  a.m.,  Dr. 
Jack  Lippes,  Kenmore,  N.Y. 

Management  and  Complications  of  Pulmo- 
nary Emphysema  — St.  Elizabeth  Hospital, 
Youngstown;  8:00  to  9:00  a.m.;  November  5:  Dr. 
E.  Saadi. 

Depression  Workshop — Ohio  State  Univer- 
sity College  of  Medicine,  for  specialists  and  non- 
specialists, November  5. 

Alpha  Antitrypsin  and  Familial  Lung  Dis- 
eases — Youngstown  Hospital  Association  South 
Unit;  November  8;  4:00  p.m.;  Dr.  P.  Javdan. 

Biomechanics  (in  Orthopaedic  Surgery)- — 
Sponsored  by  the  American  Academy  of  Ortho- 
paedic Surgeons;  at  Case  Western  Reserve  Uni- 
versity, Division  of  Orthopaedic  Surgery,  Novem- 
ber 8-12. 

(Continued  on  Next  Page) 
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Educational  Opportunities  in  Ohio  — Continued 


Renal  Hypertension  Clinic  — RMP  — Uni- 
versity of  Pittsburgh  — St.  Elizabeth  Hospital, 
Youngstown,  November  12;  8:00  to  9:00  a.m. 

Endocrine  Regulation  of  Salt  and  Water  Me- 
tabolism— Trumbull  Memorial  Hospital,  Warren, 
12:00  noon  to  1:00  p.m.,  November  9;  Randall 
Travis,  M.D.,  Case  Western  Reserve  University, 
will  make  presentation. 

Care  of  the  Newborn  Infant — University  of 
Cincinnati  Medical  Center — CONMED — Novem- 
ber 10. 

New'  Horizons  in  Reproductive  Physiology 
and  Pathology — St.  Ann  Hospital,  Cleveland, 
November  10. 

Problems  of  Internal  Medicine — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street,  Cleveland  44106;  November  10-11. 

Diabetes  Seminar- — Ohio  State  University 
College  of  Medicine,  November  1 1 . 

Internal  Medicine  (Visiting  Professor  Pro- 
gram)^— Victor  A.  McKusick,  M.D.,  professor  of 
medicine,  Johns  Hopkins  University;  Akron  City 
Hospital,  525  East  Market  Street,  Akron,  Novem- 
ber 11-12. 

A Day  of  Office  Orthopaedics — Akron  City 
Hospital,  525  East  Market  Street,  Akron;  Marvin 
J.  Sakol,  M.D.,  coordinator:  November  17,  begin- 
ning at  8:30  a.m. 

Ophthalmologic  Review  for  the  Generalist — 

University  of  Cincinnati  Medical  Center — CON- 
MED— November  18. 

Urinary  Tract  Infections  — How  to  Treat 
and  How  Long  — St.  Elizabeth  Hospital,  Youngs- 
town; November  19;  8:00  to  9:00  a.m.;  Dr.  E. 
Kessler. 

TRF,  TSH,  T3,  T4j  and  the  PHI  — Youngs- 
town Hospital  Association  South  Unit;  November 


22;  4:00  p.m.;  Drs.  D.  G.  Corredor  and  N.  A. 
Jaffer. 

Office  Gyn  Problems  and  I heir  Treatment 

St.  Elizabeth  Hospital,  Youngstown;  November 
26;  8:00  to  9:00  a.m.;  Drs.  Detscheff  and  Taylor. 

December 

Neurosurgical  Techniques — Cleveland  Clinic 
Educational  Foundation,  for  specialists  and  non- 
specialists, December  1-2. 

Cardiac  Murmurs  in  School  Children  — St. 

Elizabeth  Hospital,  Youngstown;  December  3; 
8:00  to  9:00  a.m.;  Dr.  K.  Wegner. 

Refractory  Congestive  Heart  Failure 
Youngstown  Hospital  Association  South  Unit; 
December  6:  4:00  p.m.:  Drs.  J.  L.  Calvin  and  S. 
S.  Guleria. 

Workshop  on  Electrolyte  and  Fluid  Balance 

— University  of  Cincinnati  College  of  Medicine 
and  CONMED;  at  Jewish  Hospital,  Cincinnati; 
December  9. 

Spinal  Cord  Injuries — Ohio  State  University 
College  of  Medicine,  December  9-10. 

Office  Treatment  of  Common  Disorders  of 

the  Ear  — St.  Elizabeth  Hospital,  Youngstown. 
December  10;  8:00  to  9:00  a.m.;  Dr.  L.  Gregg. 

Diagnosis  and  Management  of  Hypercalcemic 
Disorders  — Trumbull  Memorial  Hospital,  War- 
ren; December  14:  12:00  noon;  Dr.  Fred  Lafferty, 
Cleveland. 

A Day  of  Cardiology  -Akron  City  Hospital, 
525  East  Market  Street,  Akron;  Marvin  J.  Sakol, 
M.D.,  coordinator;  December  15,  starting  at  8:30 
a.m. 

Office  Management  of  Eye  Problems  — St. 

Elizabeth  Hospital,  Youngstown;  December  17; 
8:00  to  9:00  a.m.:  Dr.  C.  Klodell. 
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LIPO-NICIN 


RELEASES  NICOTINIC  ACID 
2 WAYS 

QUICKLY  or  GRADUALLY 


NICOTINIC 
ACID 
THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  • TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 

ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VITAMINS. 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


NOT  TIMED 

LIPO-NICIN  /100mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid 
Niacinamide 
Ascorbic  Acid 
Thiamine  HCI  (B-1) 
Riboflavin  (B-2) 
Pyridoxine  HCI  (B-6) 


100  mg 
75  mg 
150  mg 
25  mg 
2 mg. 
. 10  mg 


DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100. 
500,  1000 


NOT  TIMED 

LIPO-NICIN"  /250mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg. 

Thiamine  HCI  (B-1)  ..  25  mg. 
Riboflavin  (B-2)  2 mg 

Pyridoxine  HCI  (B-6)..  10  mg 
DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100, 
500,  1000 


GRADUAL  RELEASE 


TIMED  RELEASE  6 to  8 HOURS 

LIPO-NICIN"  / 300mg. 

Each  capsule  contains 

Nicotinic  Acid 300  mg 

Vitamin  C (Ascorbic  Acid) , 150  mg 
Vita  B1  (Thiamine  HCI)  25  mg 
Vitamin  B2  (Riboflavin)  2 mg 
Pyridoxine  HCI  (B-6)  10  mg 

DOSE:  1 to  2 capsules  daily 
AVAILABLE:  Bottle  of  100,  1000 
In  a special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  of  6 to  8 hours. 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  fo'lQwed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usuafly  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  — Interview  Med 
Trib.  Nov.  28-29.  1964.  2.  Cohen.  D ..  JAMA.  Aug.  6.  1960.  Vol.  173.  No.  14.  P.  1563. 
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(BRotlWfc  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street,  Los  Angeles,  California  90057 
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With  EVAC-U-GEN  your  patients  with  functional 
constipation  can  evacuate  gently.  This  is  highly 
desirable  for  those  sensitive  to  harsh  laxatives 
. . . particularly  children,  pregnant  women,  and 
geriatric  patients 


EVAC-U-GEN 

A highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears.  Dependence  on  laxatives  can  result  from  continued  use 

WALKER,  CORP  & CO.,  INC.  Syracuse.  New  York  13201 


944  j The  Ohio  State  Medical  Journal 


Obituaries 


Hugh  Gibson  Beatty,  M.D.,  Columbus;  Star- 
ling Medical  College,  Columbus,  1910;  aged  90; 
died  August  31;  member  of  OSMA,  AMA, 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, American  Broncho-Esophagological 
Association,  American  Society  of  Plastic  and  Re- 
constructive Surgery;  Fellow  of  the  American 
College  of  Surgeons  and  the  International  College 
of  Surgeons;  diplomate,  American  Board  of  Oto- 
laryngology and  the  American  Board  of  Plastic 
Surgery;  practitioner  of  long  standing  in  Colum- 
bus; veteran  of  World  War  I. 

George  Myers  Emery,  M.D.,  Ashland;  West- 
ern Reserve  University  School  of  Medicine,  1928: 
aged  72;  died  August  9;  member  of  OSMA,  AMA, 
and  American  Academy  of  General  Practice; 
practitioner  of  long  standing  in  the  Ashland  area; 
veteran  of  both  World  Wars  I and  II.  Dr.  William 
M.  Emery,  also  of  Ashland,  is  a son. 

Glenn  E.  Hankinson,  M.D.,  Sarasota,  Florida; 
Eclectic  Medical  College,  Cincinnati,  1920;  aged 
74;  died  August  27;  member  of  OSMA  and  AMA; 
practitioner  of  long  standing  in  Ohio;  practiced 
for  many  years  at  Berea  and  later  at  Medina, 
specializing  in  EENT. 

Vera  Coombs  Iber,  M.D.,  Hamilton;  Univer- 
sity of  Cincinnati  College  of  Medicine,  1924;  aged 
72;  died  August  11;  member  of  OSMA  and  AMA; 
practitioner  of  long  standing  in  the  Hamilton 
area.  Dr.  Iber  was  the  daughter  of  the  late  Dr. 
Jerard  W.  Coombs,  who  practiced  for  many  years 
at  Camden.  A brother  is  Dr.  James  W.  Coombs, 
of  Glenview,  Illinois;  and  a son,  Dr.  Frank  I.  Iber, 
Boston,  Mass.  In  recent  years  she  was  married  to 
James  Charles  Connell,  who  survives. 

Wade  LeRoy  Lathrop,  M.D.,  Toledo;  Toledo 
Medical  College,  1911;  aged  83;  died  August  4; 
member  of  OSMA  and  AMA;  practitioner  of 
long  standing  in  the  Toledo,  Sylvania  and  Meta- 
mora  areas;  former  trustee  of  the  Lucas  County 
Board  of  Health;  veteran  of  World  War  I. 


Elmer  A.  McGraw,  M.D.,  Toronto,  Ohio; 
medical  degree  from  the  Health  Sciences  Division 
of  Virginia  Commonwealth,  1937;  aged  57;  died 
August  10;  member  of  OSMA  and  former  mem- 
ber of  AMA;  practitioner  for  more  than  30  years 
in  the  Toronto  area;  veteran  of  World  War  II. 


Hugh  Jackson  Means,  M.D.,  Columbus;  Uni- 
versity of  Pennsylvania  School  of  Medicine,  1908; 
aged  88;  died  August  24;  member  of  OSMA, 
AMA,  American  Roentgen  Ray  Society,  and 
Radiological  Society  of  North  America;  Fellow, 
American  College  of  Radiology;  diplomate, 
American  Board  of  Radiology;  practitioner  in 
Columbus  for  more  than  50  years;  former  chair- 
man, OSU  Department  of  Radiology,  and  direc- 
tor of  radiology  at  University  Hospital.  Dr.  John 
W.  Means,  of  Columbus,  is  a brother. 


Tracy  Gregory  Parks,  Jr.,  M.D.,  New  York 
City;  Ohio  State  University  College  of  Medicine, 
1948;  aged  49;  died  August  28.  Dr.  Parks  left 
Ohio  shortly  after  completing  his  training  here. 
In  addition  to  his  practice,  he  was  in  charge  of 
the  State  Narcotic  Addiction  Control  Commis- 
sion Center  in  Upper  Manhattan. 


John  Musgrave  Russell,  M.D.,  Youngstown; 
Yale  University  School  of  Medicine,  1928;  aged 
69;  died  August  31 ; member  of  OSMA  and  AMA; 
practitioner  for  some  29  years  in  the  Youngstown 
area;  veteran  of  World  War  II. 


Clifford  George  Smith,  M.D.,  Marion;  Eclec- 
tic Medical  College,  Cincinnati,  1906;  aged  90; 
died  July  30;  member  of  OSMA  and  AMA;  past 
president  of  the  Marion  County  Academy  of 
Medicine;  practitioner  of  long  standing  in  Marion 
and  former  owner  of  the  Marion  Clinic;  veteran 
of  World  War  I. 
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Woman's  Auxiliary  Highlights 

By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


A S 1 WRITE  THIS,  it  is  early  September  and 
*T  am  ‘‘Down-East’’- — in  Maine.  Already  the 
trees  are  changing  color  into  the  incredibly  bright 
reds  and  yellows  and  oranges  that  seem  to  have 
appeared  so  dramatically  and  suddenly.  It’s  diffi- 
cult to  realize  that  summer  is  on  its  way  out. 
Vacation  or  no,  this  column  has  to  be  “fed” — to 
find  its  way  back  to  Columbus  and  the  October 
issue.  I brought  my  typewriter  along  with  me 
(not  too  happily,  I confess)  as  well  as  some 
material.  Only  my  mind  refuses  to  budge  from 
the  rugged  coastlines  and  pine-scented  woods  and 
shimmering  lakes  and  white-capped  waves  and 
chalk-white  lighthouses  and  lobster  pots 

This  is  the  lean  time  of  the  year  where 
Auxiliary  activities  are  concerned.  This  copy,  of 
necessity,  has  to  be  written  now — considerably 
before  the  local  groups  have  swung  back  into 
action  after  summer  vacation.  Yet  it  gives  me 
the  opportunity  to  write  about  something  I’ve 
wanted  to  discuss  for  some  time — community- 
oriented  programs  in  the  field  of  health  educa- 
tion in  which  the  county  medical  society  takes 
the  initiative  and  follows  through,  with  assistance 
from  its  auxiliary. 

I can  think  of  no  better  example  than  the 
Cincinnati  Academy  of  Medicine  and  its  hour- 
long  “Call  the  Doctor”  television  program  every 
Sunday  morning  at  1 1 a.m.  The  auxiliary  gives 
an  important  “assist”  by  manning  the  telephones. 
Not  too  many  months  ago,  the  program  cele- 
brated its  10th  anniversary  on  the  air  and  its 
500th  program!  1 was  reminded  of  that  excellent 
public  presentation  just  a week  ago  when  I heard 
a program  in  this  New  England  area  also  de- 


signed to  inform  the  public,  by  presenting  authori- 
tative medical  information.  It  was  a good  pro- 
gram, but  it  couldn’t  begin  to  compare  with 
Cincinnati’s!  (And  I honestly  don’t  think  I’m 
being  swayed  by  Ohio  loyalties  . . . .) 

Although  I live  in  Portsmouth,  thanks  to  the 
cable  I watch  “Call  the  Doctor”  every  Sunday 
morning.  To  my  way  of  thinking  and  from  com- 
ments I have  heard  from  many  others,  it  is  an 
outstanding  effort  to  answer,  in  the  best  possible 
way,  many  important  medical  questions  and  to 
educate  the  lay  public  in  a tremendously  effective 
manner.  Each  week  provides  valuable  guidelines. 
Each  week,  there  is  a different  panel  of  doctors 
and  a different  medical  subject.  From  time  to 
time,  the  dental  and  veterinary  professions  are 
represented  on  the  program. 

The  creator  of  “Call  the  Doctor”  is  Dr. 
Albert  E.  Thielin  who,  in  cooperation  with  Sta- 
tion WCPO-TV  Cincinnati,  started  the  ball  roll- 
ing over  500  programs  ago.  Dr.  Thielin’s  “right 
hand  man”  is  Dr.  Carl  Schilling  who  also  serves 
as  program  moderator  from  time  to  time.  Two 
thousand  doctors  have  appeared  during  the  past 
ten  years  on  this  weekly  presentation  (not  in- 
cluding the  coordinators  and  moderators) . 

No  television  program  can  carry  on,  of 
course,  for  over  a decade  without  the  continued 
interest  of  its  audience.  It  is  a fine  tribute  to 
Dr.  Thielin  and  the  members  of  the  Cincinnati 
Academy  of  Medicine  that  the  TV  audience  con- 
tinues to  show  its  appreciation  with  literally  an 
avalanche  of  letters  and  telephone  calls.  And  one 
thing  is  for  sure:  Such  a weekly  program  involves 
an  unbelievable  amount  of  hard  work  and  infinite 
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in  cardiac  edema 


gets  the  water  out 
spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy:  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
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Precautions:  Do  periodic  serum  electrolyte 
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studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth:  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 
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planning  and  a strong  sense  of  dedication  and 
an  awareness  that  the  lay  public  must  be  fed 
authoritative  medical  information  especially  when 
one  recalls  the  drivel  and  sensationalism  and  mis- 
information that  appear  repeatedly  in  periodicals 
all  over  the  country. 

Congratulations,  Dr.  Thielin  and  the  Cin- 
cinnati Academy  of  Medicine,  on  a job  superbly 
done.  Would  we  had  more  programs  of  this  type 
throughout  Ohio! 

What  A Record! 

At  the  AMA  convention  in  Atlantic  City  in 
June,  Mrs.  R.  C.  L.  Robertson,  the  1970-71  Auxil- 
iary president,  presented  a check  in  the  amount 
of  $550,927.01  to  Dr.  John  M.  Chenault,  AMA- 
ERF  president.  It  was  the  largest  single  contribu- 
tion ever  received  by  AMA-ERF.  It  was  also  the 
first  time  that  the  Auxiliary’s  gift  had  exceeded 
half  a million  dollars. 

Of  the  total  amount,  $487,565.00  was  allo- 
cated, on  an  unrestricted  basis,  to  the  nation’s  1 1 3 
existing  and  developing  medical  schools.  Another 
$62,033.00  was  earmarked  for  the  Loan  Guarantee 
program.  That  sum  will  enable  the  eight  partici- 
pating banks  to  provide  loans  totaling  $775,412.00 
to  medical  students,  interns  and  residents.  Last 
year,  72  Ohio  medical  students  received  loans  of 
$90,850.00  through  the  AMA-ERF  Loan  Guaran- 
tee Fund. 

Speaking  of  National  Convention,  this  year’s 
printed  program  featured  a letter  of  greeting  from 
Mrs.  Richard  M.  Nixon.  “The  services  which  the 
women  of  this  organization  perform  in  their  com- 
munities,” she  wrote,  “and  the  educational  pro- 
grams which  are  conducted  are  outstanding  ex- 
amples of  the  potential  of  volunteer  activity  . . . 
The  Woman’s  Auxiliary  stated  goal  of  improving 
the  health  of  the  American  people  has  been 
well  fulfilled  in  many  communities  across  our 
Nation  . . .” 

The  Human  Interest  Side 

A recent  issue  of  the  Bulletin  of  the  Academy 
of  Medicine  of  Toledo  and  Lucas  County  featured 
a colorful  story  on  Mobile  Meals — the  human 
interest  side — the  unusual  experiences  often  en- 
countered by  the  volunteers.  It  told  of  death- 
finding and  life-saving.  It  told  of  happiness-giving 
and  sharing.  Two  subscribers  were  saved  from  gas 
asphyxiation  (one  subscriber,  a Mr.  Black,  had 
turned  on  all  four  gas  burners  on  his  stove  because 
he  was  cold.  When  the  pressure  decreased  and 
the  flames  went  out,  he  began  to  react  to  the  open 
gas  jets.)  There  is  no  doubt  that  the  timely  arrival 
of  the  Mobile  Meals  volunteers  saved  Mr.  Black 
from  asphyxiation.  Another  man,  a Meals  sub- 
scriber, was  found  unconscious,  in  a heap  on  the 


floor,  where  he  had  been  for  several  hours.  He 
was  taken  to  the  hospital  where  he  remained  for 
a month.  Presently,  he  is  back  home  and  being 
served  once  again  Mobile  Meals.  What  would 
have  happened  to  him  had  the  volunteers  not 
been  involved  is  too  apparent.  Sometimes,  of 
course,  the  volunteers  are  not  so  lucky  in  finding 
the  subscriber  alive. 

On  a happier  note,  two  couples  have  cele- 
brated' their  wedding  anniversaries  with  Mobile 
Meals — one  their  63rd  and  the  other,  their  60th. 
Obviously,  all  four  people  were  well  along  in 
years,  yet  they  were  able  to  receive  enormous  plea- 
sure in  the  extra  attention  of  flowers,  a steak  din- 
ner and  a fancy  party  cake  they  were  given  on 
“their  day.” 

Probably  the  greatest  compliment  the  Lucas 
Gounty  Mobile  Meals  has  received  comes  from  a 
Mr.  Grey,  the  only  initial  subscriber  still  with  the 
service.  Mr.  Grey  is  78,  unmarried  and  almost 
literally  tied  to  his  oxygen  tank.  He  has  no  rela- 
tives and  no  friends  and  used  to  talk  of  suicide, 
but  he  says  of  MM : “You  make  me  happy  to 
look  forward  to  tomorrow;  you’ve  made  Christmas 
become  Christmas;  and  even  my  birthday  has 
become  something  special.”  A salute  to  the  volun- 
teers of  Lucas  County’s  MM! 

Speaking  of  Lucas  County  doctors’  wives, 
Mrs.  Howard  E.  Smith,  an  auxiliary  past  presi- 
dent, played  hostess  in  Toledo  not  too  many 
months  ago  to  three  African  women  educators 
visiting  all  over  this  country.  The  visit  was  spon- 
sored by  the  Women’s  Relations  Office  of  the 
Commission  on  Ecumenical  Mission  and  Relations 
of  the  United  Presbyterian  Church  in  the  United 
States.  While  in  Toledo,  they  told  an  audience  in 
the  Collingwood  Presbyterian  Church  that  the 
educational  system  and  the  church  in  Africa  are 
suffering  many  of  the  same  problems  faced  by 
school  systems  and  churches  in  America. 

Good  Publicity 

1 realize  that  it’s  not  always  easy  to  come  by 
but  I do  feel  that  too  many  auxiliaries  do  not  give 
it  the  attention  it  should  have.  The  Workbook 
contains  two  pages  on  publicity  that  offer  helpful 
hints.  As  publicity  chairman,  I always  stand  ready 
to  give  whatever  help  I can  to  any  auxiliary  asking 
for  it.  For  many  years  now,  the  Hamilton  County 
auxiliary  has  enjoyed  wonderful  rapport  with  its 
two  Cincinnati  papers.  They  get  almost  unprece- 
dented publicity.  Right  before  me  is  an  excellent 
article  from  The  Enquirer  on  “A  Doctor’s  Busy 
Wife”  and  it’s  about  Mrs.  Charles  S.  Blase,  the 
new  Hamilton  County  president.  It  is  three  col- 
umns wide,  plus  a photograph.  The  Cincinnati 
Post  featured  a story  recently  on  the  appointment 
of  a new  director  for  the  auxiliary’s  “Apple  Tree” 
project.  (The  Apple  Tree,  now  in  its  seventh  year, 
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or  open  to  infection  ••• 

choose  the  topicnls 
that  give  your  patient- 

u broad  antibacterial  activity  against 
susceptible  skin  invaders 
i?  lowallergenic  risk— promptclinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg.  § 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Y2  oz.  for  topical  use  only. 

\anishing  Cream  Base 

Neosporirf-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  | 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  t 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  . 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


was  created  as  a community  service  to  relieve  the 
shortage  of  registered  nurses  and  other  key  hos- 
pital personnel  by  offering  day  care  for  their 
children.  This  is  no  easy  feat — that  kind  of  news- 
paper coverage,  particularly  in  a community  as 
large  as  Cincinnati  and  its  environs.  There  must 
be  a mighty  happy  combination  there! 

Covering  the  News 

This  has  to  do  with  a plea  from  me — your 
Auxiliary  Highlights  reporter  for  the  Ohio  State 
Medical  Journal.  It  would  seem  that  each  and 
every  local  auxiliary  would  be  more  than  anxious 
to  have  its  “doin’s”  reported  here — where  the  doc- 


tors can  see,  via  the  printed  word,  the  important 
things  that  local  auxiliaries  are  doing.  To  that 
end,  I need  newspaper  clippings.  If  newspaper 
coverage  is  on  the  weak  side,  I’ll  be  happy  to 
receive  typewritten  accounts.  And  if  the  local  pub- 
licity chairman  or  president  can’t  type,  I’ll  even 
accept  handwritten  accounts!  The  State  Board  is 
interested;  the  doctors  are  interested;  and  other 
local  groups  are  interested  in  knowing  what  is 
being  done  elsewhere. 

Publicity  on  the  state  level  has  two  faces! 
If  you  don’t  know  what  I mean  by  that,  check 
your  Workbook — or  write  to  me.  It’s  mighty 
important. 


‘Marcus  Welby,  M.D.’  Promoter  Honored 


Shown  at  a recent  luncheon  held  in  his  honor 
in  Columbus  by  the  Ohio  State  Medical  Associa- 
tion and  the  Academy  of  Medicine  of  Columbus 
and  Franklin  County  is  David  Victor  (left),  who 
conceived  “Marcus  Welby,  M.D.,”  the  award- 
winning television  program  honored  by  many 
medical  organizations  for  its  positive  portrayal  of 
the  family  physician  and  the  practice  of  medicine. 
He  is  shown  with  two  outstanding  family  physi- 
cians who  are  active  OSMA  members.  They  are 
Thomas  E.  Rardin,  M.D.  (center),  Columbus, 
former  chairman  of  the  OSMA  Joint  Committee 
on  Family  Practice,  holder  of  the  first  OSMA 


Distinguished  Service  Award  and  the  American 
Board  of  Family  Practice  Distinguished  Service 
Citation,  and  (right)  Robert  S.  Young,  M.D., 
Johnstown,  immediate  past  president,  Ohio  Acad- 
emy of  General  Practice,  and  a member  of  the 
American  Academy  of  General  Practice  select 
committee  which  advises  “Marcus  Welby”  pro- 
ducers. Mr.  Victor,  owner  and  executive  producer 
of  the  series,  enjoyed  the  fact  that  Robert  Young, 
M.D.,  is  an  active  family  physician  since  Robert 
Young,  the  movie  and  television  star,  plays  the 
title  role  of  “Marcus  Welby,  M.D.” 
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OSMA  Officials  Greet  Producer 


Representing  the  Ohio  State  Medical  Associa- 
tion officially  at  the  OSMA-Columbus  Academy 
of  Medicine  luncheon  honoring  David  Victor 
(center),  were  (left)  William  R.  Schultz,  M.D., 
Wooster,  OSMA  President-Elect,  and  (right) 
Richard  L.  Fulton,  M.D.,  Columbus,  OSMA’s 
Immediate  Past  President  and  a Past  President  of 


the  Columbus  Academy.  Representatives  of  other 
medical  and  health  care  groups  and  the  television 
medium  also  were  guests  of  the  cosponsors  at  the 
luncheon  held  in  tribute  to  Mr.  Victor’s  positive 
and  effective  presentation  of  the  practice  of  medi- 
cine in  the  series. 


Gastroenterology  Program 
Scheduled  at  Pittsburgh 

Ohio  physicians  engaged  in  primary  care  and 
family  practice,  internists,  and  surgeons  are  espe- 
cially invited  to  attend  the  AGA  Regional  Post- 
graduate Day  to  be  held  in  Pittsburgh,  Pa.,  Sat- 
urday, October  23.  In  addition  to  the  American 
Gastroenterological  Association,  the  program  is 
cosponsored  by  the  Pennsylvania  Academy  of 
General  Practice  and  the  University  of  Pittsburgh 
School  of  Medicine.  Meeting  place  is  the  Pitts- 
burgh Hilton  at  Gateway  Center. 

Inquiries  may  be  directed  to  Lee  M.  Hershen- 
son,  M.D.,  3700  Fifth  Avenue,  Pittsburgh,  Pa. 
15213. 


What  To  Write  For 

Voice  Behind  the  Wheel  - — A pamphlet  on 
safe  driving  with  statistical  data,  editorial  com- 
ments in  popular  form,  and  cartoons.  Appropriate 
for  waiting  rooms,  for  distribution  in  connection 
with  driver  safety  talks,  etc.  Free  while  they  last 
from  Office  of  Consumer  Information,  The 
Travelers  Insurance  Company,  One  Tower 
Square,  Hartford,  Conn.  06115;  or  from  Travelers 
agents. 

Health  Care  for  the  Adolescent  — This  book- 
let is  by  June  V.  Schwartz,  M.  D.,  chief  of 
adolescent  services  at  the  Metropolitan  Hospital 
Center  in  New  York,  and  is  one  of  a series  of 
pamphlets  of  the  Public  Affairs  Committee,  381 
Park  Avenue,  South,  New  York,  N.  5’.  10016; 
25  cents. 


October,  1971  / 951 


Portsmouth  Area 

Cancer  Seminar  Scheduled 

The  Scioto  County  Medical  Society  with  the 
Portsmouth  Academy  of  General  Practice  has 
announced  its  second  annual  postgraduate  medi- 
cal seminar  entitled  “Current  I herapy  II — Can- 
cer’ to  be  held  on  Thursday  afternoon,  October 
28. 

Meeting  place  is  the  American  Legion  Hall, 
705  Court  Street,  Portsmouth,  and  the  time,  1 :00 
to  8:30  pan.  A $5  per  person  registration  fee 
includes  banquet  cost.  The  program  is  acceptable 
for  4(4  prescribed  hours  by  the  American  Acad- 
emy of  General  Practice. 

Physicians  from  surrounding  Ohio  counties, 
as  well  as  neighboring  areas  of  Kentucky  and 
the  Huntington  vicinity  are  being  invited.  The 
Woman’s  Auxiliary  has  arranged  activities  for 
the  ladies  who  wish  to  attend. 

Phe  program  has  been  announced: 

Current  Therapy  of  Lymphomas — Dr. 
Thomas  D.  Stevenson,  Ohio  State  University  De- 
partment of  Pathology. 

Carcinoma  of  the  Colon— Dr.  Thomas  V\ 
Morgan,  Holzer  Medical  Center,  Gallipolis. 

Cancer  of  the  Skin — Dr.  Edmund  D.  Lowney. 
OSU  Division  of  Dermatology. 

Early  Detection  and  Treatment  of  Carcinoma 
of  the  Cervix,  Uterus  and  Ovaries — Dr.  Nicholas 
J.  Thompson,  Department  of  OB-Gyn,  Miami 
Valley  Hospital,  Dayton. 

Spiritual  Care  of  Terminal  Cancer  Patients 
— The  Rev.  Scott  Rawlings,  Christ  Community 
Church,  Portsmouth. 

Dr.  Ralph  W.  Lewis  Memorial  Lecture 

(After  Dinner)- — Robert  M.  Zollinger.  OSLT  De- 
partment of  Surgery. 

Dr.  Sol  Asch  will  act  as  moderator.  Dr. 
Jerome  M.  Rini  is  seminar  chairman.  For  reserva- 
tions contact  Scioto  County  Medical  Society,  1805 
27th  Street.  Portsmouth  45662. 

Former  OSMA  Staff  Member 
Dies  at  Age  55 

Charles  F.  Price,  former  director  of  the  De- 
partment of  Economic  Research  for  the  Ohio 
State  Medical  Association,  died  at  the  age  of  55 
on  August  26. 

Mr.  Price  joined  the  staff  of  the  Association 
in  November  1969,  coming  to  Ohio  from  New 
Jersey  where  he  was  formerly  associated  with 
Medical  Economics,  Inc.,  publishers  of  the  pub- 
lication Medical  Economics,  and  a number  of 
other  professional  books  and  magazines.  He  had  a 
Bachelor  of  Arts  Degree  from  Washburn  Uni- 
versity, Topeka,  Kansas,  and  a Master's  degree  in 
business  administration  from  Harvard  Graduate 
School  of  Business. 

He  is  survived  by  his  wife  Kathryn  and  two 
sons,  Charles  P.  and  J.  Scott. 


With  QUI-A-ZONE  — you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 

QUI-A-ZONE 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
pbenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 
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QUOTED  FROM  JAMA 


Drug  Substitution  — 

How  to  Turn  Order  Into  Chaos 


During  the  time  that  has  elapsed  since  the 
American  Pharmaceutical  Association  officially 
adopted  a resolution  in  April  1970  to  “seek  the  re- 
peal of  antisubstitution  laws,”  great  concern  has 
been  expressed  by  many  factions  of  the  medical  and 
the  APhA  has  taken.  In  numerous  articles  and 
editorials,  including  one  in  The  Journal  of  the 
American  Medical  Association  ( 2 1 2 : - 1 369,  1970), 
the  point  has  been  made  repeatedly  that  the  anti- 
substitution laws  were  conceived  to  help  restrain 
the  unethical  pharmacist  and  that  they  place  no 
restriction  on  the  ethical  practice  of  pharmacy. 
The  need  for  this  restraint  is  no  less  real  today  than 
it  was  when  the  laws  were  first  instituted. 

Repeal  of  the  antisubstitution  laws  would  re- 
move the  control  the  physician  now  has  over  the 
drug  product  to  be  dispensed,  a disservice  to  both 
the  physician  and  the  patient.  The  physician  would 
no  longer  know  for  certain  that  a patient  was 
getting  the  benefit  of  the  exact  regimen  of  therapy 
he  had  ordered,  and  the  patient  might  find  himself 
in  a considerable  state  of  confusion  that  would 
shake  his  confidence  in  the  pharmacist  as  well  as  in 
his  physician.  Merely  dispensing  a different  tablet 
size  than  the  one  a patient  is  familiar  with  often  is 
enough  to  convince  him  that  a different  medicine 
has  been  substituted.  What  then  if  a patient  is  told 
that  a medication  dispensed  by  one  pharmacist  is 
the  same  drug  that  he  received  from  another 
pharmacist  despite  the  fact  that  it  is  different 
in  size  and  color  or  that  one  may  be  a capsule 
whereas  the  other  was  a tablet? 

The  APhA  argues  that  without  the  encum- 
brance of  the  antisubstitution  laws  the  pharmacist 
would  not  have  to  stock  as  much  inventory  be- 
cause the  drug  companies  would  not  be  stimulated 
to  market  as  many  brands  of  any  given  drug  as 
they  now  do.  The  problem  of  maintaining  a large 
inventory  is  real,  to  be  sure,  but  it  is  not  as  serious 
as  we  would  be  led  to  believe,  for  the  drug  whole- 
saler is  readily  accessible  to  the  vast  majority  of 
drugstores  in  this  country.  In  some  of  die  larger 
metropolitan  areas,  as  many  as  three  or  four  de- 
liveries are  made  from  the  wholesaler  each  day. 
Also,  if  there  is  immediate  need  for  a certain  drug 
not  on  a pharmacist’s  shelves,  whether  caused  by 


an  unusually  heavy  demand  or  poor  stock  control, 
he  can  usually  obtain  a temporary  loan  of  the 
item  from  a competitor.  Although  competition 
is  often  keen  between  the  drugstores  in  a commu- 
nity, it  is  generally  friendly.  Finally,  inventory  con- 
trol is  not  a problem  peculiar  to  pharmacies,  but 
one  that  exists  for  any  merchant  regardless  of 
whether  he  stocks  drugs,  canned  food,  or  yard 
goods. 

The  APhA  also  contends  that,  of  the  health 
care  team,  the  pharmacist  is  best  suited  by  training 
to  determine  the  most  effective  drug  product  con- 
taining the  therapeutic  entity  desired  by  a phy- 
sician and,  furthermore,  to  determine  which  prod- 
uct would  be  therapeutically  equivalent  to  a 
different  product  ordered  by  a physician.  But  what 
criteria  would  the  pharmacist  use?  What  informa- 
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tion  would  be  available  to  him  that  would  not  also 
be  available  to  the  physician? 

There  is  no  question  that  the  technical  train- 
ing of  the  pharmacist  is  great  and  that  his  knowl- 
edge of  drugs  is  considerable,  since  the  study  of 
drugs  is  his  primary  professional  endeavor.  How- 
ever, would  not  the  decision  on  what  drug  to  dis- 
pense be  made  simply  on  the  basis  of  the  personal 
confidence  the  pharmacist  had  in  the  manufactur- 
ing process  and  quality  control  procedures  of  a 
particular  drug  manufacturer  — a confidence  that 
may  or  may  not  be  shared  by  the  physician  or, 
worse,  tainted  by  a drive  for  a larger  profit  by 
stocking  a less  expensive  and  perhaps  somewhat 
inferior  brand? 

That  a pharmacist  would  be  able  to  determine 
therapeutic  equivalency  or  superiority  among  the 
different  brands  of  drug  products  when  the  FDA 
and  the  drug  manufacturers  themselves  have  often 
failed  to  do  so  can  only  be  viewed  with  wonder- 
ment. 


One  of  the  biggest  impediments  to  the  phar- 
macist filling  the  role  the  APhA  is  trying  to  estab- 
lish for  him  is  the  fact  that  he  works  in  a partial 
vacuum  of  information.  Even  the  most  talented 
pharmacist  will  not  have  examined  the  patient 
and  will  not  possess  first-hand  knowledge  of  what 
the  physician  is  trying  to  accomplish  for  his  patient. 

For  example,  a physician  may  know  that  a 
patient  has  great  difficulty  in  swallowing  capsules 
but  that  coated  tablets  give  him  no  problem, 
or  that  a patient  is  allergic  to  a normally  inert 
ingredient  of  a topical  preparation,  whereas  a 
similar  preparation  that  does  not  contain  the  of- 
fending material  would  be  well  tolerated. 

Even  when  two  preparations  exist  that  are 
both  of  good  quality  and  are  not  intrinsically  dif- 
ferent so  that  the  patient  could  satisfactorily  be 
given  either,  there  is  danger  of  inadequate  thera- 
peutic effect  or  toxicity  occurring  if  the  products 
were  to  be  switched  once  the  patient  has  been 


The  treatment  of 


impotence 


\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 
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(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-x  Android-Plus 


Each  yellow  tablet  contains: 

Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  . .10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available : 

Bottles  of  100,  500.  1000 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  . .5.0  mg. 
Thyroid  Eit.  ('/a  gr.)  ...30  mg. 

Glutamic  Acid 50  mg 

Thiamine  HCL  10  mg. 

Dose . 1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Eit.  (1  gr.)  ...  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 
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WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains 
Methyl  Testosterone  . 2.5  mg 
Thyroid  Ext.  (V4  gr.)  ..  15  mg 
Ascorbic  Acid  (Vit.  C)  .250  mg 

Thiamine  HCL  25  m| 

Glutamic  Acid  100  mi 

Pyridoxme  HCL  5 mi 

Niacinamide  75  mi 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  mci 

Riboflavin  5 mi 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  m patients  with  prostatic  carcinoma,  severe  cardi 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyporthyroidism  Occasion; 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testo! 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headachi 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heal 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insuHiciency  the  latter  must  be  corrected  priod 
to  and  during  thyroid  administration. 

Adverse  Reactions  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patient 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilizod  patients:  use  of  Testosterone  should  be  discontinui 
as  soon  as  hypercalcemia  is  detected. 
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stabilized  on  one  or  the  other  (eg,  two  different 
brands  of  powdered  digitalis  leaf). 

For  reasons  such  as  these,  it  is  difficult  to  be- 
lieve that  any  amount  of  technical  knowledge 
about  drugs  per  se  would  place  the  pharmacist  in 
a better  position  than  the  physician  to  determine 
which  drug  product  would  be  best. 

Certainly  if  the  role  of  decision  maker  on 
medications  to  be  dispensed  is  assumed  by  the 
pharmacist,  the  medical  profession  would  be  forced 
to  review  its  policy  of  generally  not  directing  pa- 
tients to  a particular  drugstore.  It  is  a reasonable 
assumption  that  the  physician  would  want  a pa- 
tient to  have  his  prescription  filled  at  a pharmacy 
where  the  physician  knew  his  expressed  directions 
would  be  followed  rather  than  at  one  where  they 
might  not  be. 

No  one  is  willing  to  defend  all  laws  enacted 
to  regulate  the  practice  of  medicine  or  pharmacy 
or  believe  that  they  all  work  for  the  betterment 
of  these  professions.  On  the  other  hand,  no  one 


should  question  the  fact  that  many  of  the  laws 
do  help  and  a few  of  them  are  absolutely  necessary. 

The  AMA  and  its  Council  on  Drugs  believe 
that  the  antisubstitution  laws  protect  the  patient, 
the  pharmacist,  and  the  physician.  Accordingly, 
it  is  difficult  to  understand  why  a prominent  branch 
of  organized  pharmacy  would  want  the  repeal  of 
laws  that  in  no  way  inhibit  the  phannacist  from 
practicing  his  profession  or  from  having  an  inti- 
mate working  relationship  with  any  individual 
physician  concerning  the  choice  of  drugs  the 
physician  may  wTant  to  use  — laws  that  allow 
the  physician  to  maintain  control  over  the  medica- 
tion his  patient  is  receiving,  an  absolute  must  if  a 
patient  is  to  receive  the  full  benefit  of  the  phy- 
sician’s training  and  knowledge  — laws  that  ef- 
fectively help  bridle  the  unprincipled  pharmacist 
and  the  drug  counterfeiter.  Yet,  such  is  the  case. 

Reprinted  from  The  Journal  of  the  American  Medical 
Association,  Vol.  217,  No.  6,  August  9,  1971,  pages 
817-818. 
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DESCRIPTION:  Methyltestosterone  is  1 7 -Hydroxy-17-Methylandrost-4  en 
3-one. 


impotence 

due  to  androgenic  deficiency  in  the  American  male. 


ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  male  l Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4 Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SGOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 


CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage. 
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Methyltestosterone  N.F.-5  mg. 

Android  1 10 

Methyltestosterone  N.F.-10  mg. 

Android!  25 

/lethyltestosterone  N.F.  -25  mg. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide 

INDICATION  Average  D.H,  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60.  250, 
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for  the 

Ohio  State  Medical  Association  sponsored 
Extra  Cash  Hospital  Plan 

Now  Featuring 

New  Daily  Benefits  up  to  $60  a day  (total  benefit  available  for  EACH 
claim  is  up  to  $21,900  depending  on  the  plan  selected)  from  first 
day  hospitalized. 

GUARANTEED  ACCEPTANCE.  No  more  health  questions. 

As  before 

Cash  is  paid  directly  to  YOU  ...  in  addition  to  other  insurance  . . . 
all  income  tax  free  ...  24  hours  a day,  worldwide  coverage. 

A SPECIAL  ENROLLMENT  PERIOD  WITH  GUARANTEED  ACCEPTANCE  FOR 
ALL  MEMBERS  OF  OSMA  UNDER  AGE  65,  THEIR  ELIGIBLE  FAMILY  DEPEN- 
DENTS, EMPLOYEES  OF  MEMBERS  AND  THEIR  ELIGIBLE  FAMILY  DEPENDENTS, 
IS  NOW  OPEN  during  October  ONLY. 

For  complete  details,  write  or  telephone  (collect) 

Spencer  W.  Cunningham,  President 
DANIELS-HEAD  & ASSOCIATES,  INC. 

729  Sixth  Street 
Portsmouth,  Ohio  45662 
614/354-4561 

Administrators  for  OSMA  Sponsored  In-Hospital 
Indemnity  and  Major  Medical  Insurance 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified,  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  1 7 South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modern 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
o/o  The  Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi,  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 

13,000  students,  modern  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590.  o/o  The  Ohio  State  Medical  Journal. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  VV.  H.  Miller, 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210,  Phone  (513)  651-2470. 


EMERGENCY  CENTER  PHYSICIANS,  full  time 
for  Lake  County  Memorial  Hospitals,  Painesville  and 
Willoughby,  Ohio.  $25,000  minimum  salary,  malpractice 
insurance  paid,  hospitalization-retirement  benefits;  to 
join  Emergency  Center  Group,  two  hospitals  with  25.000 
patients  per  year.  Contact  William  E.  Fletcher,  M.D., 
89  E.  High  Street,  Painesville.  Ohio,  telephone  (216) 
354-3100. 


WANTED : Desperate  need  for  two  or  more  physi- 
cians. Desirable  section  of  Ohio  Trading  Center  of 
approx.  20,000.  Contact  H.  D.  Smith,  Chamber  of  Com- 
merce, East  Palestine,  Ohio  44413. 


PRACTICE  FOR  SALE  General,  Physician 
retiring.  Unlimited  opportunity,  heart  of  Cleveland, 
Medical  Center  and  near  Case  Western  Reserve  -Univ. 
Hospital  affiliation  will  be  arranged.  Long  time  aids 
available  to  assist  in  personal  touch.  Contact:  Dr.  A. 
Arons,  10300  Carnegie  Ave.,  Cleveland,  Phone  216- 
932-1955. 


FAMILY  PRACTICE  RESIDENCY  — Just  ap- 
proved — openings  at  all  levels  - — can  start  immediately 
— for  details  contact:  A.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Hospital,  309  E. 
State,  Columbus.  Ohio  43215. 


GENERAL  PRACTITIONER  OR  INTERNIST 
WANTED  to  acquire  excellent  solo  practice  in  four 
unit  professional  building.  Retiring  from  long-established 
general  practice  July,  1972.  Personal  interview  neces- 
sary to  appreciate  opportunity  and  terms  offered.  Con- 
tact: R.  N.  Whitehead,  M.D.,  91  1 W.  Wooster  St., 
Bowling  Green,  Ohio  43402. 


FULL-TIME  INDUSTRIAL  PHYSICIAN 

40  hour  week.  Office  and  plant  population. 
Plant  in  suburban  Cincinnati.  No  industrial 
experience  necessary.  Outstanding  fringe  bene- 
fits. Salary  negotiable.  Call  Paul  Bauer,  782- 
7317  collect,  or  write  to  Ford  Motor  Company, 
Box  1939,  Cincinnati,  Ohio  45241. 

An  Equal  Opportunity  Employer 
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( Continued  from  Previous  Page ) 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


TWO  PHYSICIANS  OFFICES  FOR  RENT  in 
medical  building  overlooking  park  with  fountain.  In 
Ashtabula,  Ohio  on  Lake  Erie.  Contact:  I.  Beckwith, 
217  Park  Place,  Ashtabula,  Ohio  44004.  Phone  216- 
993-3591. 


WANTED — -Anesthesiologist  — Certified;  230-bed 
acute  general  hospital.  Surgical  and  obstetrical 
anesthesia.  To  $40,000  guarantee,  fee  for  service 
thereafter.  Excellent  community  for  family.  Phone 
collect,  419-423-231  1 or  write  to:  Mr.  William 

Ruse,  Administrator,  Blanchard  Valley  Hospital,  145 
West  Wallace,  Findlay,  Ohio  45840 


SHAKER  HEIGHTS,  OHIO  — Physician  who  is 
thinking  of  retirement  would  like  to  find  a recent 
graduate  interested  in  Internal  Medicine  and  Endo- 
crinology to  join  him.  Special  consideration  will  be 
given  to  women  applicants.  Please  reply  to  Box  633, 
c/o  The  Ohio  State  Medical  Journal. 


PSYCHIATRIST 

Public  agency  in  Cleveland  seeks  full  or  part-time 
psychiatrist  for  diagnostic  work  with  adolescents. 
Please  state  salary  desired.  Reply:  Box  634,  c/o 

Ohio  State  Medicat  Journal 


BOWLING  GREEN,  OHIO  needs  General  Prac- 
titioners, Internists,  and  Pediatricians.  Solo,  Partnership 
and  Corporate  Practice  arrangements  are  available.  We 
are  a college  town  of  20,000  with  drawing  area  of  60,- 
000.  Contact  Wm.  E.  Culbertson,  Administrator,  Wood 
County  Memorial  Hospital  in  Bowling  Green.  Ohio  for 
further  information. 


INTERNIST  - CERTIFIED 

Large  corporation’s  well  equipped  medical 
offices.  Evaluation  and  care  of  domestic  and 
overseas  personnel.  No  travel.  Regular  hours.  $35,- 
000.  salary.  Pennsylvania  license  required.  Reply: 

Box  No.  635,  c/o  The  Ohio  State  Medical  Journal. 

An  equal  opportunity  employer 


EMERGENCY  CENTER  DIRECTOR  needed  for 
two  year  old  Emergency  Center  Group,  Lake  County 
Memorial  Hospitals,  Painesville  and  Willoughby,  Ohio. 
$30,000  minimum  salary,  malpractice  insurance  paid, 
hospitalization-retirement  benefits,  350  beds,  with  25,000 
Emergency  Center  patients  per  year.  Contact  William 
E.  Fletcher,  M.D..  89  E.  High  Street,  Painesville.  Ohio, 
telephone  (216)  354-3100. 


NEW  OFFICE  BUILDINGS 

Seven  prime  locations  in  COLUMBUS  and  build- 
ing number  eight,  also  building  in  SPRINGFIELD 
opposite  the  hospital.  Your  office  space  set  up  to 
meet  your  requirements.  To  lease  contact:  Robert 
Beck  (614)  861-8400,  FEITLINGER-HALL,  5150  E. 
Main  St.,  Columbus,  Ohio  43213 


— More  Classified  Ads  on  Next  Page  — 
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WINDSOR  HOSPITAL 


A NONPROFIT  CORPORATION 
— ESTABLISHED  1898  — 


Chagrin  Falls,  Ohio 


247  - 530C 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 


High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


Booklet  available  on  request. 


JOHN  H.  NICHOLS,  M.  D.,  Medical  Director  G.  PAULINE  WELLS,  R.  N.,  Admin.  Director  HERBERT  A.  SIHLER,  Jr.,  Sec’y. 
MEMBER:  American  Hospital  Association  — National  Association  of  Private  Psychiatric  Hospitals 


m. 


CLASSIFIED  ADVERTISEMENTS 

(-Continued  from  Previous  Page) 


PHYSICIAN  wanted  for  Outpatient  Service,  Cleve- 
land Veterans  Administration  Hospital.  10701  East  Blvd., 
Cleveland.  Ohio  44106.  40-hour  week:  excellent  fringe 
benefits,  retirement  program.  Hospital  affiliated  with 
nearby  Case  Western  Reserve  University.  Allowance  for 
moving  expense.  Salary  depending  on  qualifications. 
Non-discrimination  employment.  Contact  Chief.  Outpa- 
tient Service.  Area  Code  216-791-3800,  Ext.  265. 


EMERGENCY  ROOM  PHYSICIAN  WANTED  to 
complete  4-man  group.  Present  group  successfully 
servicing  2 accredited  hospitals.  $30,000  annual 
guaranteed  salary.  Ohio  license  required  and  fluency 
in  English.  Could  be  opportunity  for  physician  com- 
pleting residency  in  surgery  or  other  specialty  to 
become  known  in  community  prior  to  establishing 
private  practice.  Hospitals  will  assist  with  relocation. 
If  interested,  write  Michael  J.  Kirk.  M.D..  Chief  of 
Emergency  Physicians'  Service,  1805  27  th  Street, 
Portsmouth,  Ohio  45662.  and  include  brief  resume. 


PSYCHIATRIC  RESIDENCIES  — Excellent,  ap- 
proved psychiatric  training;  both  demanding  and  clini- 
cally rich  with  a stimulating,  well-balanced  program. 
Affiliated  with  Michigan  State  University’s  College  of 
Human  Medicine.  The  setting  is  a culturally  satisfying 
community;  the  serene,  scenic  Grand  Traverse  Bay  area. 
Three-year  plan:  $12,215  to  $13,885;  five-year  plan: 
$ 13,927  to  $26,121.  Contact  Dr.  Paul  E.  Kauffman, 
Director  of  Psychiatric  Training,  Room  (167),  Traverse 
City  State  Hospital,  Traverse  City,  Michigan  49684. 
Phone:  (616)  947-5550.  An  equal  opportunity  em- 

ployer. 


GENERAL  PRACTICE  FOR  SALE:  Well-estab- 
lished suburban  Cincinnati.  Gross  over  $100,000/yr.  will 
support  two  physicians  due  to  growth  potential.  Col- 
lections. 97%;  no  OB.  X-ray  unit,  EKG,  and  small  lab 
included  in  2600  sq.  ft.  building  which  may  or  may  not 
be  purchased.  New  hospital  nearby.  Clientele  middle 
and  upper-middle  class.  Owner  relocating  out  of  state. 
Terms  available.  Telephone  collect  513-761-5491  (after 
10  p.m.)  or  write  D.  S.  H.,  328  Ardon  Ln.,  Cincinnati. 
Ohio  45215. 


f ATTENTION,  PHYSICIANS...^ 


ARE  YOU  TIRED  OF  WORKING  AROUND  THE  CLOCK???  OF 

HAVING  NO  TIME  OFF???  COSTLY  OVERHEAD???  If  you  an- 
swer YES  to  all  of  these  questions  — READ  ON  — THERE  IS  AN 
ANSWER  TO  YOUR  DILEMMA. 

The  State  of  Ohio,  Bureau  of  Workmen's  Compensation  has  open- 
ings for  qualified  physicians  to  work  in  performing  physical  exam- 
inations to  evaluate  the  degree  of  disability  and  reviewing  files 
for  the  purpose  of  rendering  opinions  on  the  many  facets  of 
claims.  There  are  openings  in  the  Central  Office  in  Columbus  and 
in  District  Offices  in  the  Toledo,  Cleveland,  Canton,  Akron,  Youngs- 
town and  Cincinnati  areas.  Prefer  full-time  but  will  consider  part- 
time. 

WHAT  DO  YOU  GET  IN  RETURN?  ? ? NO  OVER  HEAD  ...  40 
HOUR  WEEK  . . . TWO  WEEK  VACATION  . . . SICK  LEAVE  . . . 
SUBSTANTIAL  RETIREMENT  INCOME  . . . VERY  LITTLE,  IF  ANY 
TRAVEL  PLUS  A REAL  CHALLENGE  TO  SERVE  MANKIND. 

ALSO  NEEDED  — specialists  in  all  fields  to  do  physical  examina- 
tions and  evaluations  in  their  office,  and  submit  report  — will  be 
compensated  with  your  Usual,  Customary  and  Reasonable  fee. 


IF  THIS  IS  JUST  THE  POSITION  YOU  HAVE  BEEN  SEEK- 
ING . . . Please  contact  O.  L.  Coddington,  M.D.,  Medical 
Administrator,  State  of  Ohio,  Bureau  of  Workmen's 
Compensation,  65  South  Front  St.,  Columbus,  Ohio 
43215,  or  call  Columbus  (Area  Code  614)  469-2807  for 
further  information. 
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Empirin  Compound™* 
X)deine,gr'|/2orgri 


Helps  overpower  pain 

ach  tablet  contains:  aspirin  gr.  3V2, 
nenacetin  gr.  2V2,  caffeine  gr.  V2. 

0. 3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

0.  4 contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 

Warning— may  be  habit  forming.) 

'~jj1  Empirin  Compound  with  Codeine  is  now  classified  in  Schedule  ill 
HI  Available  on  oral  prescription  and  may  be  refilled  5 ti 
within  6 months,  unless  restricted  by  State  law. 

jmplete  literature  available  on  request  from  Professional 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 

2 -mg,  5-mg,  10 -mg  tablets 


helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2'A  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-DoseT  M'  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Patients  fell  asleep  quickly 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.1 2 


Before 
Dalmane 
(flurazepam  HCI) 


Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 


References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2,  1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


nd  slept  through  the  night 


On 

Dalmane 
(flurazepam  HCI) 
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Time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


verage  sleep  laboratory  measurements  in  cited  studies 


parameter 

ime  required  to  fall  asleep 
/ake  time  after  onset  of  sleep 
umber  of  wakeful  periods  after 
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Before  Dalmane 

33.6  min. 

48  7 min. 
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420.0  min. 

88.6 


On  Dalmane 
1 7.6  min. 
22  6 min. 

84 

447.5  min. 
94.5 


Clinical  effectiveness  as 
jroven  in  the  sleep  laboratory 

Dalmane 

flurazepam  HCD 

>ne  30-mg  capsule  h.s.  — usual  adult  dosage. 
>ne  15-mg  capsule  h.s.  — initial  dosage  for 
Iderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness [e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects; consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fail- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hailucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCi. 
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You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygroton  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
I in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
1 imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  H*. 
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Hypersensitivity 

to  penicillin 
a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

$ Studies  indicate  that 

Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


« - ■ . 


| IX  S-9SM 

iOcc.  Vial  Sterile  Solution 

lincocin" 

(Ijncomycm 
hr»ochk>r>iSti  injecttfW 

to  300  mg.  p«r  cc. 


3Gm.perl0cc 

I CHtfWut  preKfiPt-6 


p 


©1971  The  Upjohn 


So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 
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(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

‘Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /S-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions—  Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 


For  new  medical  facilities 
designed  to  work  best  for  you 


A single  source  best  meets  your  needs... 


For  new  facilities  that  are  in  keeping  with  your  needs  . . . now  and  for  the 
future  . . . For  better  ways  to  function  . . . Call  BBC  Health  Care  Industries, 
The  "single  responsibility"  source  for: 


• ECONOMIC  FEASIBILITY 

• SITE  ANALYSIS 

• SITE  ACQUISITION 

• PLANNING  AND  FINANCING 

• DESIGN  AND  ENGINEERING 
•CONSTRUCTION  MANAGEMENT 
•EQUIPPING  AND  FURNISHING 
•GUARANTEED  COST 


. . . Write,  wire  or  phone,  without  obligation: 

Discuss  your  needs  with 

Mr.  G.  L.  Brown,  Vice  President,  today. 

BBC  Health  Care  to 
Industries,  Inc.  sU 


• MASTER  AND  LONG  RANGE 


PLANNING 

• HEALTH  MAINTENANCE 
ORGANIZATION  PROGRAMS 

• GROUP  PRACTICE  STUDIES 

• OPERATIONS  ANALYSIS 

• FEASIBILITY  STUDIES 
•SYSTEMS  ANALYSIS 


Mr.  G.  L Brown, 
Vice  President 
BBC  Health  Care 
~ Industries,  Inc. 

1130  Hampton  Avenue 
^ St.  Louis,  Mo.  63139 

Please  have  a representative  call  □ 
Please  send  additional  information  □ 


1130  Hampton  Avenue,  St 


Louis,  Missouri  63139 
(314)  647-3800 


A Health  Care  Subsidiary  of  Bank  Building 
Corporation,  the  nation's  largest,  most  experienced 
firm  specializing  in  planning,  designing,  building 
and  furnishing  financial  institutions  m 


Address 


Name , 


City. 


State 


Zip 


Telephone  (Include  Area  Code) 


The  ‘Free’  Clinics: 

Relating  to  Patients  at  Their  Own  Level 

By  Arnold  M.  Leff,  M.D..  and  Robin  Deutsch,  B.A. 


TS  THE  MEDICAL  PROFESSION  responsible 
to  a community  or  group  of  people  who,  b\ 
their  very  nature,  refuse  usual  inodes  of  health 
care?  Are  we,  as  physicians,  capable  of  modifying 
our  approaches,  sometimes  necessitating  compro- 
mise of  our  usual  practices,  to  serve  a distrustful, 
alienated  population? 

Out  of  a need  to  search  for  the  answers  to 
these  questions,  a small  group  of  San  Francisco 
physicians  and  other  social-minded  professionals 
and  paraprofessionals  came  together  in  1967  to 
form  a “free”  clinic.  Dedicated  to  serve  the  needs 
of  young  people  who  migrated  to  San  Francisco 
from  all  parts  of  the  country,  the  Haight-Ashburv 
Free  Medical  Clinic  was  born.  Since  the  summer 
of  ’67,  over  200  similar  institutions  have  come  into 
being,  based  on  similar  needs,  and  providing  simi- 
lar services.  They  started — usually  amid  contro- 
versy— usually  against  the  wishes  of  the  established 
medical  community — to  treat  many  people  who 
can’t,  or  don't  want  to  fit  into  society’s  established 
roles.  At  least,  not  right  now. 

Ohio’s  first  “Free”  Clinic  (where  “free”  is 
equated  with  philosophy,  not  finances)  opened 
on  February  17,  1970  in  Cincinnati,  followed  in 
June  by  the  Cleveland  Free  Clinic,  and  in  Sep- 
tember of  that  year  in  Columbus,  the  Open  Door 
Clinic.  There  is  one  now  in  Mentor,  another  is 
soon  to  open  in  Cleveland,  and  people  are  begin- 
ning to  set  up  in  Dayton. 

Cincinnati  Free  Clinic 

As  the  clinic  in  Cincinnati  is  the  oldest  Free 
Clinic  in  Ohio  and  is  generally  similar  to  the 
others,  it  will  serve  as  an  adequate  model.  It  was 
started  by  a senior  medical  student,  a physician 
serving  his  two-year  military  obligation  in  Cin- 
cinnati as  a Public  Health  Service  environmental 
specialist,  and  a person  who  associated  with  the 
young  people  “on  the  street.”  Coincident  with 
their  meeting,  a community  task  force  on  drug 


abuse  was  set  up  in  order  to  determine  the  needs 
of  those  involved  in  the  “drug  scene.”1 

A questionnaire  distributed  in  that  part  of  the 
city  inundated  with  many  adolescents  and  young 
people  drew  many  interesting  statistics.  As  many 
as  152  of  700  questionnaires  were  returned.  Al- 
though within  a one-mile  radius  of  the  distribu- 
tion site,  there  are  nine  major  hospitals  (including 
the  four  hospitals  which  make  up  the  University 
of  Cincinnati  Medical  Center  with  its  numerous 
clinics) , 80  percent  of  the  respondents  said  the 
medical  facilities  in  the  area  were  unsatisfactory 
with  reference  to  accessibility,  cost,  and  quality 
of  care.  Seventy  percent  had  sought  medical  care 
two  or  more  times  in  the  preceding  year — most  for 
hepatitis,  venereal  disease,  and  common  colds. 
Many  (greater  than  50  percent)  had  wanted 
medical  care,  but  had  not  gone  to  obtain  it. 

The  initial  organization  took  place  between 
November,  1969  and  January,  1970  involving  a 
wide  range  of  potential  consumers  of  the  clinic, 
sociologists,  psychologists,  nurses,  physicians,  and 
other  interested  community  people.  A building 
near  the  area  w'here  most  of  the  alienated  young 
people  lived  was  rented.  Most  of  the  remodeling 
was  done  by  hand  with  everyone  participating. 
Used  medical  equipment  was  donated  and  phar- 
maceutical samples  obtained.  The  doors  opened 
in  February. 

The  Cincinnati  Free  Clinic  is  an  example  of 
a community  controlled  medical-counseling  facil- 
ity. Incorporated  under  the  laws  of  the  State  of 
Ohio,  the  Board  of  Directors  consists  of  at  least 
51  percent  consumers  of  the  clinic’s  services.  An 
advisory  board  of  community  leaders  and  profes- 
sionals was  formed  in  order  to  help  the  operation 
of  the  clinic  and  help  establish  a liaison  between 
the  Free  Clinic  and  the  “Establishment.” 

Originally,  all  funds  were  private  contribu- 
tions, but  as  the  initial  clamor  subsided,  public 
funds  were  approved.  Originally,  the  Academy  of 
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The  Authors 

• Dr.  Leff  is  coordinator,  Drug  Abuse  Affairs, 
and  director  of  VD  Control  Section,  Cincinnati 
Health  Department.  He  is  instructor  in  environ- 
mental health.  University  of  Cincinnati  College 
of  Medicine,  and  staff  physician  in  the  Adolescent 
Clinic  of  Children’s  Hospital  Medical  Center,  Cin- 
cinnati. 

• Miss  Deutsch  is  an  administrator  of  the  Cin- 
cinnati Free  Clinic.  She  has  a B.A.  in  psychology 
from  the  University  of  Cincinnati  and  is  currently 
working  toward  a master’s  degree. 


Medicine  of  Cincinnati,  the  Cincinnati  Health 
Department,  some  community,  state,  and  federal 
agencies  were  extremely  wary  of  die  project  and 
privately  sometimes  publicly)  awaited  its  failure. 

Nonmedical  Drug  Use 

After  the  Cincinnati  Free  Clinic  was  open  one 
year  and  provided  extensive  counseling  and  medi- 
cal services  itself,  plus  making  many  referrals  to 
other  agencies,  a school  drug  abuse  survey  co- 
sponsored by  a local  television  station  and  the 
Board  of  Education  indicated  a tremendous 
amount  of  nonmedical  drug  usage  among  teen- 
agers. The  public  demanded  help,  and  the  City 
Council  looked  for  those  involved  in  caring  for  the 
people  involved  in  the  drug  scene. 

Quietly,  in  the  top  two  floors  of  a renovated 
apartment  house,  the  Cincinnati  Free  Clinic  had 
cared  for  thousands  of  alienated  young  people  and 
500  hard  core  heroin  addicts.  However,  less  than 
10  percent  of  the  first  year’s  patient  population 
seen  on  the  medical  service  came  with  a chief  com- 
plaint of  drug  dependence  or  direct  drug  problem 
(flashbacks,  etc.).  Many  more  went  to  the  “rap 
room,”  an  unstructured  group  type  of  psycho- 
therapy. The  public  looked  around,  and  in  the 
midst  of  all  their  dismay,  they  found  one,  and 
only  one,  facility  which  had  the  confidence  of 
their  sons  and  daughters  and  the  trust  needed  to 
take  care  of  a sensitive  and  difficult  problem. 

In  that  February  of  1971,  the  clinic  Speakers 
Bureau  was  filling  25  engagements  a week,  many 
on  television  and  radio.  The  evening  newspaper 
came  out  with  front  page  coverage,  and  the  City 
of  Cincinnati,  including  many  who  were  very  wary 
in  the  beginning,  saw  the  worth  and  benefits  of 
the  Clinic.  City  Council  allocated  $44,000  for  pur- 
chase of  an  expanded  facility.  Many  more  physi- 
cians, nurses,  psychologists,  pharmacists,  etc.  came 
to  help.  Local  high  schools  and  teen  night  clubs 
donated  money  and  supplies.  Although  there  were 
many  fears  that  there  would  be  a “take-over”  by 
the  “Establishment,”  this  did  not  occur,  and  the 
rapport  between  the  clinic  and  its  patients  re- 
mained. Both  the  City  Council  and  the  adult  pop- 
ulation knew  the  Clinic’s  success  was  based  on  it 
not  being  “Establishment.” 

Patients  Seen 

The  average  age  seen  at  the  Cincinnati  clinic 
is  about  19  years.  Although  many  patients  come 
from  the  surrounding  area,  more  and  more  are 
coming  from  the  suburbs  and  even  from  as  far 
away  as  Dayton,  Oxford,  and  Lexington,  Ken- 
tucky. Many  are  transients,  hitchhiking  their  way 
across  the  country  or  the  world. 

Venereal  disease  constitutes  25  percent  of  all 
diseases  seen  on  the  medical  service,  10  percent 


is  questionable  pregnancy,  7 percent  hepatitis,  10 
percent  heroin  addiction  and  other  direct  drug 
problems,  20  percent  for  birth  control,  and  the 
remainder  for  everything  from  colds  to  Cushing’s 
Syndrome.  The  counseling  service  sees  a great  va- 
riety of  problems,  but  specific  records  are  not 
necessarily  kept. 

The  Staff 

There  are  presently  three  paid  staff  members 
(all  administrative).  All  physicians,  nurses,  phar- 
macists, and  others  are  volunteers.  Half  the  physi- 
cians are  teaching  or  house  staff  of  the  nearby 
University  of  Cincinnati  Medical  Center,  and  the 
other  half  are  private  practitioners.  Many  specia- 
lists are  doing  general  practice.  Depending  on  the 
circumstances,  a physician  who  usually  doesn’t  see 
patients  (such  as  a pathologist)  is  paired  with  a 
physician  familiar  with  everyday  practice  (such  as 
an  internist,  pediatrician,  or  general  practitioner) . 

Many  specialists  are  glad  to  have  the  oppor- 
tunity to  do  general  medicine  and  relish  the  one 
or  two  nights  per  month  spent  at  the  Clinic. 

How  They  Help 

Besides  the  patients  seen,  free  clinics  benefit 
the  medical  establishments  and  society  as  a whole. 
The  Cincinnati  clinic  treats  more  venereal  disease 
than  the  City  Health  Department  clinic;  is  one 
of  the  few  facilities  with  darkfield  microscopy 
available;  is  a major  referral  sendee  for  adoles- 
cents and  young  adults;  makes  physicians  avail- 
able for  telephone  reassurance  on  a 24-hour  basis 
(many  calls  to  the  Clinic  and  the  associated  24- 
hour  switchboard  are  from  patients  of  private 
physicians  seeking  reassurance)  ; provides  needed 
drug,  sex,  and  venereal  disease  education  through- 
out the  city;  is  a major  resource  for  the  Board  of 
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Education  for  its  drug  abuse  programs;  is  a re- 
source for  the  education  of  physicians,  nurses,  and 
paramedical  personnel  in  drug  abuse  and  venereal 
disease;  and  because  it  is  operated  almost  entirely 
by  volunteers,  it  does  all  this  at  a minimal  cost  to 
the  community. 

The  recent  Canadian  Commission  of  Inquiry2 
has  strongly  recommended  governmental  support 
for  such  programs. 

The  medical  literature3  has  described  and  be- 
come a part  of4  the  free  clinic  system.  Pharma- 
ceutical companies  have  requested  help  from  the 
free  clinics  in  determining  the  prevalence  of  spe- 
cific drugs  of  abuse. 

How  We  Can  Help 

The  revolutionary  or  counter-culture  flavor 
of  the  free  clinic  movement,  which  sees  nurses  and 
doctors  in  bluejeans  and  longish  hair  treating  pa- 
tients in  bluejeans  surrounded  by  psychedelic  post- 
ers and  New  Left  literature,  disturbs  many.  The 
attitude  of  some  would  be  of  disgust  and  some- 
times fear  at  the  thought  of  caring,  and  support- 
ing, these  “hippie”  doctors  with  their  “hippie” 
patients,  but  the  bulk  of  the  Free  Clinic’s  admin- 
istrative and  professional  staffs  are  people  who 
work  responsibly  every  day  in  their  private  prac- 
tices or  regular  jobs.  They  present  to  disenchanted 
young  people  an  image  of  adults  who  have  re- 
solved their  internal  conflicts  with  society,  but 
continue  to  contribute,  in  a constructive  way,  to 
social  change.  They  are  encouraged  to  come  to 
the  Clinic  wearing  whatever  they  are  comfortable 
in  wearing.  Many  come  in  the  suits  and  ties  they 
wear  during  their  regular  work  day. 

It  is  hoped  that  by  providing  this  example  in 
a nonjudgmental,  informal,  trusting  environment, 
young  people  will,  in  their  language,  “get  it  to- 
gether” and  become  useful  to  themselves  and  the 
society  they  must  lead  in  the  future.  By  overreact- 
ing, society  is  making  frustrated  militants  out  of 
many.  By  cooperating,  society  may  help  to  pro- 
vide a very  needed  service. 

About  30-50  percent  of  our  children  have  or 
will  use  a nonmedical  drug  in  their  teens,  many 
will  become  pregnant,  many  will  get  venereal  dis- 
ease. Can  we  afford  NOT  to  support  the  free 
clinics? 
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Pre-Sate 


(chlorphentermine  hydrochloride) 
Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i  e several  weeks)  adiunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma.  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types  advanced  arterio- 
sclerosis. severe  coronary  artery  disease,  moderate  to  severe 
hypertension  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigemc  effect,  discontinue  the  drug  Tolerance  to  the  anorectic 
effect  may  develop  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle  or  per- 
forming tasks  requiring  precision  work  or  critical  |udgment. 
Therefore  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs 
Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus.  and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen 
Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses  Cardiovascular:  tachycardia,  palpitation  elevation  of 
blood  pressure  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation  Endocrine:  changes  in 
libido,  impotence  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis  Allergic:  urticaria  Genitourinary:  diuresis  and, 
rarely  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents  Fatigue  and 
depression  usually  follow  the  central  stimulation  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base,  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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An  epidemic 
that's  striking  home 


There  were  almost  24,000  reported  cases  of 
gonorrhea  in  the  Buckeye  State  last  year. . . 
almost  a third  in  Akron  and  Cleveland  alone 
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In  Ohio . . . and  everywhere  else . . . 
a new  alternative 


^Irobicin  spec 

HLORIDE.  PENTAHYDRATE.  UPJOHN 


single-dose  treatment  for  intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:* 96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria 

for  diagnosis  and  cure  are  defined  on  page  3 of  advertisement) 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history 
of  penicillin  sensitivity  when  treated  with  Trobicin, 
although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro 

(M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations 
averaging  about  100  mcg/ml  in  one  hour 

(average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands 
prolonged  therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the 
treatment  of  syphilis,  patients  being  treated  for  gonorrhea  should  be  closely  observed  clinically. 
Monthly  serological  follow-up  for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings  and  precautions, 
please  see  last  page  of  this  advertisement. 

*Data  compiled  from  reports  of  14  investigators. 
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Irobicin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin,  intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross- resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  ot  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis. Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single  4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal  | 
human  volunteers,  the  following  were  noted:  a decrease  in  1 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

**Medical  Research  Files,  The  Upjohn  Company 


a chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


new 


Irebkin 

STERILE  SPECTINOMYCIN  DIHYDROCHLORIDE 
PENTAHYDRATE.  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  penta- 
hydrate)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeae (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  obsen/ed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction 'in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

Male  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female  — single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med-b-i.so.wb) 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


On  Being  Uremic  in  Ohio 
in  1971 

To  have  end-stage  kidney  disease  anywhere, 
at  anytime  is  an  individual  catastrophe.  What  can 
be  done  about  it  depends,  in  part,  on  where  you 
live.  As  with  divorce  and  automobile  licenses,  end- 
stage  kidney  failure  must  contend  with  50  sets  of 
laws  governing  facilities  and  money  for  research 
and  treatment.  The  size  of  the  problem  can  be 
estimated  by  using  a figure  of  50  persons  per 
million  of  population  per  year.  This  represents  the 
number  of  new  patients  each  year  who  should  be 
considered  for  dialysis  and/or  transplant.  In  the 
United  States,  this  suggests  10,000  persons  pre- 
senting each  year  with  end-stage  kidney  disease. 
For  Ohio,  the  estimated  number  is  500.  Treatment 
costs  per  patient  may  be  illustrated  by  rough 
averages  of  $10,000  per  year  for  hospital  dialysis, 
and  $4,000  per  year  for  home  dialysis  exclusive 
of  initial  hospitalization  and  transplant  costs.  Both 
of  these  vary  widely. 

Ideally,  every  patient  with  renal  failure  should 
have  a chance  to  be  evaluated  for  the  possibility 
of  dialysis  and/or  transplant.  Second,  facilities 
should  be  available  for  the  evaluation  and  the 
implementation  of  the  treatment  program.  And 
third,  funds  for  payment,  when  not  possible 
through  insurance  or  private  means,  would  be 
available  from  State  and  Federal  Governments. 
The  Federal  Government  has,  in  general,  remained 


unwilling  to  pay  for  direct  medical  care  but  has 
demonstrated  its  agreement  to  match  state  money 
for  this  purpose. 

How  do  we  stand  in  Ohio?  Cleveland,  Colum- 
bus, Dayton,  Cincinnati,  Akron,  and  Toledo  pro- 
vide a substantial  answer  to  the  question  of  facili- 
ties. We  do  have  the  capability  of  diagnosing  and 
treating  the  great  majority  of  those  with  end-stage 
kidney  failure.  The  fact  that  our  renal  centers  see 
only  a fraction  of  the  estimated  patient  load  sug- 
gests an  under-use  of  facilities,  and  the  need  for 
familiarizing  our  physicians  with  statewide  capa- 
bilities. This  educational  process  lies  clearly  within 
our  professional  obligations.  It  is  the  matter  of 
state  government  support  that  arouses  our  concern. 
We  have  precedents  and  models  to  examine  in 
Illinois,  New  York,  Michigan,  Indiana,  and  Cali- 
fornia, among  others,  for  the  specific  support  of 
programs  dealing  with  end-stage  kidney  disease. 
We  deal  here  with  a life  or  death  circumstance, 
the  technical  ability  to  preserve  life  and  to  re- 
habilitate, and  the  frustrations  of  doing  little  or 
nothing  for  those  who  cannot  pay.  The  seeming 
indifference  of  the  state  government  and  the 
medical  society  can  be  changed  with  facts,  figures, 
and  the  concern  for  life  that  represents  the  best 
aspects  of  our  profession. 

Guest  Editor: 

Leonard  B.  Berman,  M.D.,  Cleveland 
Chief,  Department  of  Nephrology 
Mount  Sinai  Hospital  of  Cleveland 
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(diethylpropion  hydrochloride,  N.F.) 


i 
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When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been  j 

reported  by  others  Allergic  phenomena  reported  include  such  conditions  as  rash,  j 

urticaria,  ecchymosis.  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nouseo,  vomiting,  and  abdominal  discomfort  hove  been  reported.  ! 

Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a m ),  TEPANIL  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended. 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson- Me rrel I Inc 
Cincinnati,  Ohio  45215 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully — 
gratefully — with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg,,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

S N MERRELL-  NATIONAL  LABORATORIES 

( Merrell  ) Division  of  Richardson- Merrell  Inc. 

\ s Cincinnati,  Ohio  45215 
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(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 
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Specific  therapy  for  night  leg  cramps 


KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


November 

Biomechanics  (in  Orthopaedic  Surgery)- — 
Sponsored  by  the  American  Academy  of  Ortho- 
paedic Surgeons;  at  Case  Western  Reserve  Uni- 
versity, Division  of  Orthopaedic  Surgery,  Novem- 
ber 8-12. 

Diagnosis  and  Treatment  of  Chronic  Re- 
curring Headache,  Fort  Steuben  Academy  of 
Medicine,  November  9,  8:15  p.m.,  Fort  Steuben 
Motor  Hotel,  Steubenville;  Arnold  P.  Friedman, 
M.D.,  clinical  professor  of  neurology,  Columbia 
University  College  of  Physicians,  and  physician- 
in-charge,  Headache  Unit,  Montefiore  Hospital 
and  Medical  Center,  New  York  City,  as  guest 
speaker.  Members  of  Jefferson  County  Academy 
of  Pharmacy  invited.  One  hour  AAGP  credit. 

Renal  Hypertension  Clinic  — RMP  — l ni- 
versity  of  Pittsburgh  — St.  Elizabeth  Hospital. 
Youngstown.  November  12:  8:00  to  9:00  a.m. 

Endocrine  Regulation  of  Salt  and  Water  Me- 
tabolism— Trumbull  Memorial  Hospital,  Warren. 
12:00  noon  to  1:00  p.m.,  November  9;  Randall 
Travis,  M.D.,  Case  Western  Reserve  University, 
will  make  presentation. 

Care  of  the  Newborn  Infant — University  of 
Cincinnati  Medical  Center— CONMED — Novem- 
ber 10. 

New  Horizons  in  Reproductive  Physiology 
and  Pathology — St.  Ann  Hospital,  Cleveland, 
November  10. 

Problems  of  Internal  Medicine — Cleveland 
Clinic  Educational  Foundation,  2020  East  93rd 
Street.  Cleveland  44106:  November  10-11. 

Diabetes  Seminar — Ohio  State  University 
College  of  Medicine,  November  1 1 . 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  Journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Internal  Medicine  (Visiting  Professor  Pro- 
gram)-— Victor  A.  McKusick,  M.D.,  professor  of 
medicine,  Johns  Hopkins  University;  Akron  City 
Hospital,  525  East  Market  Street,  Akron,  Novem- 
ber 11-12. 

A Day  of  Office  Orthopaedics — Akron  City 
Hospital,  525  East  Market  Street,  Akron;  Marvin 
J.  Sakol,  M.D.,  coordinator;  November  17,  begin- 
ning at  8:30  a.m. 

Ophthalmologic  Review  for  the  Generalist — 

University  of  Cincinnati  Medical  Center — CON- 
MED— November  18. 

Urinary  Tract  Infections  — How  to  Treat 
and  How  Long  — St.  Elizabeth  Hospital,  Youngs- 
town; November  19;  8:00  to  9:00  a.m.;  Dr.  E. 
Kessler. 

TRF,  TSH,  T3,  T4,  and  the  PBI  — Youngs- 
town Hospital  Association  South  Unit;  November 
22;  4:00  p.m.;  Drs.  D.  G.  Corredor  and  N.  A. 
Jaffer. 

Office  Gyn  Problems  and  Their  Treatment 

St.  Elizabeth  Hospital,  Youngstown;  November 
26:  8:00  to  9:00  a.m.;  Drs.  Detscheff  and  Taylor. 

December 

Neurosurgical  Techniques — Cleveland  Clinic 
Educational  Foundation,  for  specialists  and  non- 
specialists, December  1-2. 

Continued  on  Page  982) 
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t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Syjj  tij  nkf 

(sodium  levothyroxine) 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-1 0 meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

Ja  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2. 5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 

4-1 1 meg  % 

meg  % 

(Stipose 
die  Smootii 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


...to  tfiyroid  replacement  ttierapy" 


IATIENTS  CAN  BE 
UCCESSFULLY 
MAINTAINED  ON  A 
-RUG  CONTAINING 
HYROXINE  ALONE. 

lyroxine  (TJ  is,  as  you  know, 
e major  circulating  hormone 
oduced  by  the  thyroid  gland. 

, is  also  produced,  in  smaller 
nounts,  and  is  active  at  the 
sllular  level.  For  years  it  has  been 
working  hypothesis  among 
idocrinologists  that  T4  is 
inverted  by  the  body  to  T3.  In 
-70  this  process,  called 
leiodination,”  was  demonstrated 
' Sterling  and  Braverman2. 
does  convert  to  T3,  though  the 
ecise  quantities  are  still  being 
tidied. 

The  conversion  has  been 
inically  demonstrated  during  the 
Iministration  of  T4  to  athyrotic 
itients.  Their  thyroid  status  is 
irmalized  on  SYNTHROID  alone, 
it  the  presence  of  T3  in  these 
itients  has  been  clearly  shown. 


TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID4 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


'HE  FACTS  ARE 
LEAR  AND  HERE 
S OUR  OFFER. 

ACTS: 

ynthetic  thyroid  drugs  are  an 
nprovement  over  animal  gland 
roducts.  Patients,  even  athyrotic 
nes,  can  be  completely 
laintained  on  SYNTHROID  (T4) 
lone.  Thyroid  function  tests  are 
asy  to  interpret  since  they  are 
redictably  elevated  when  the 
atient  adheres  to  SYNTHROID. 

-f  all  synthetic  thyroid  drugs, 
YNTHROID  is  the  most 
conomical  to  the  patient. 


a-| 

OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 

Address 

City 

State 

Zip 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyroxine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients  i 
with  diabetes  mellitus,  careful  observations  should  be  1 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 
Morton  Grove.  Illinois  60053 


Educational  Opportunities  in  Ohio  — Continued 


Cardiac  Murmurs  in  School  Children  — St. 

Elizabeth  Hospital,  Youngstown;  December  3; 
8:00  to  9:00  a.m.:  Dr.  K.  Wegner. 

Refractory  Congestive  Heart  Failure 

Youngstown  Hospital  Association  South  Unit; 
December  6:  4:00  p.m.:  Drs.  J.  L.  Calvin  and  S. 
S.  Guleria. 

Current  Concepts  in  Ophthalmology  — 

Cleveland  Clinic  Educational  Foundation,  De- 
cember 8-9. 

Workshop  on  Electrolyte  and  Fluid  Balance 

— University  of  Cincinnati  College  of  Medicine 
and  CONMED;  at  Jewish  Hospital,  Cincinnati: 
December  9. 

Spinal  Cord  Injuries — Ohio  State  University 
College  of  Medicine.  December  9-10. 

Office  Treatment  of  Common  Disorders  of 
the  Ear  — St.  Elizabeth  Hospital,  Youngstown, 
December  10;  8:00  to  9:00  a.m.;  Dr.  L.  Gregg. 

Diagnosis  and  Management  of  Hypercalcemic 
Disorders  Trumbull  Memorial  Hospital,  War- 
ren; December  14;  12:00  noon;  Dr.  Fred  Lafferty, 
Cleveland. 

File  Physicians,  the  Press  and  the  Layman, 

Fort  Steuben  Academy  of  Medicine,  December 
14;  8:15  p.m.,  Fort  Steuben  Motor  Hotel,  Steuben- 
ville; Philip  Thorek,  M.D.,  clinical  professor  of 
surgery,  University  of  Illinois  College  of  Medicine, 
Chicago,  as  guest  speaker.  Members  of  Jefferson 
County  Bar  Association  invited.  One  Hour  AAGP 
credit. 

A Day  of  Cardiology — Akron  City  Hospital, 
525  East  Market  Street,  Akron;  Marvin  J.  Sakol, 
M.D..  coordinator:  December  15.  starting  at  8:30 
a.m. 

Office  Management  of  Eye  Problems  — St. 

Elizabeth  Hospital,  Youngstown;  December  17; 
8:00  to  9:00  a.m.;  Dr.  C.  Klodell. 

January 

Urology  X-Ray  Seminar  — University  of 
Cincinnati  College  of  Medicine  (CONMED), 
Eden  and  Bethesda  Avenues,  Cincinnati  45219; 


January  6-8.  at  the  Netherland  Hilton  Hotel:  di- 
rector, Dr.  Arthur  T.  Evans. 

Drug  Addiction  — Early  Signs  of  Drug 

l sage  — St.  Elizabeth  Hospital,  Youngstown. 
January  7,  8:00  to  9:00  a.m.;  Dr.  C.  Waltner. 

Arteriography  — Survey  of  General  Uses 
(Cardiac  Series)  — The  Youngstown  Hospital 
Association,  South  LTnit,  January  10:  4:00  p.m.; 
Drs.  W.  H.  Bunn  and  E.  Willoughby. 

Progress  with  the  Newborn,  Fort  Steuben 
Academy  of  Medicine,  January  11,  8:15  p.m., 
Fort  Steuben  Motor  Hotel,  Steubenville;  Herbert 
Pomerance,  M.D.,  clinical  associate  professor  in 
pediatrics,  West  Virginia  University  School  of 
Medicine,  and  director  of  pediatrics,  Memorial 
Hospital,  Charleston.  One  hour  AAGP  credit. 

Status  of  Oral  Hypoglycemic  Agents  — 
Trumbull  Memorial  Hospital.  Warren;  January 
11;  12:00  noon;  Dr.  James  Craig  or  Dr.  Bernard 
Landau,  of  Case  Western  Reserve. 

Common  Problems  in  General  Surgery  — 

Cleveland  Clinic  Educational  Foundation.  Januarv 
12-13. 

Renal  Hypertension  Clinic  — RMP  Unit  of 
Pittsburgh  — - St.  Elizabeth  Hospital.  Youngstown, 
January  14,  8:00-9:00  a.m. 

A Day  with  the  Ladies  (Obstetrics  and 
Gynecology)  — Akron  City  Hospital,  525  East 
Market  Street,  Akron,  January  19;  8:30  a.m. 

Breast  Lumps  and  Their  Treatment  — St. 

Elizabeth  Hospital,  Youngstown,  8:00-9:00  a.m. 
January  21:  Dr.  S.  Ondash. 

Foot  Problems  of  the  Prewalker  and  How 
to  Manage  — St.  Elizabeth  Hospital,  Youngstown, 
January  28.  8:00-9:00  a.m.:  Dr.  K.  Wegner. 

Family  Medicine  Review,  Ohio  Academy  of 
Family  Physicians,  at  the  Sheraton-Columbus 
Motor  Hotel,  downtown  Columbus.  January  15-16 
and  29-30.  Contact  OAFP,  407.5  N.  High  St.. 
Columbus  43214. 
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Create  a 


What  to  do 

until ..  . 
suppositories 

work: 


“War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.1-3  Some- 
times two.4  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,5  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.6 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  orspasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  FLEET  CO..  INC. 
Lynchburg,  Va.  24505 


IM 

| pharmaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg.  N : Med  Times  91:45.  Jan  . 1963  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P. : J Amer  Genat  Soc  12:295,  Mar.,  1964.  4.  Baydoun,  A.  B : 
Amer  J Pbstet  Gynec  85:906,  Apr.  1,  1963.  5.  Feder,  I A,  Flores,  A and  Weiss,  J : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D : Western  J Surg  72:177,  May-June,  1964 


This  photograph  in  no  way  implies 
an  endorsement  ot  Norgesic  by 
Joe  Namath 


NORGESIC 

(orphenadrine  citrate,  25  mg  : aspirin,  225  mg.; 
phenacetin,  160  mg.;  caffeine,  30  mg.) 

the  versatile  analgesic 

offers  fast  onset  of  symptomatic  relief 

produces  a high  level  of  analgesia 

affords  sustained  pain  relieving  action 

provides  predictable  relief — 
overall  satisfactory  response  in 
approximately  80%  of  patients 

Contraindications:  Because  of  the  mild  anticholinergic  effect  of  orphena- 
drine,  Norgesic  should  not  be  used  in  patients  with  glaucoma,  pyloric  or 
duodenal  obstruction,  achalasia,  prostatic  hypertrophy  or  obstructions  at 
the  bladder  neck.  Norgesic  is  also  contraindicated  in  patients  with  myas- 
thenia gravis  and  in  patients  known  to  be  sensitive  to  aspirin,  phenacetin 
or  caffeine 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  pa- 
tients receiving  orphenadrine  and  propoxyphene  concurrently,  it  is  recom- 
mended that  Norgesic  not  be  given  in  combination  with  propoxyphene 
[Darvori'). 

Warnings:  USE  IN  PREGNANCY:  Since  safety  of  the  use  of  this  prepara- 
tion in  pregnancy,  during  lactation,  or  in  the  child-bearing  age  has  not 
been  established,  use  of  the  drug  in  such  patients  requires  that  the  poten- 
tial benefits  of  the  drug  be  weighed  against  its  possible  hazard  to  the 
mother  and  child. 

USE  IN  CHILDREN:  The  safe  and  effective  use  of  this  drug  in  children  has 
not  been  established:  therefore,  the  physician  must  weigh  the  benefits 
against  the  potential  hazards 

Precautions:  It  has  been  reported  that  prolonged  or  excessive  use  of 
phenacetin  may  result  in  nephrotoxicity.  Caution,  therefore,  should  be 
exercised  when  Norgesic  is  administered  to  patients  with  renal  disorders. 

It  should  also  be  used  with  caution  in  patients  with  tachycardia. 

Adverse  Reactions:  Side  effects  of  Norgesic  are  those  seen  with  APC  or 
those  usually  associated  with  mild  anticholinergic  agents.  These  may 
include  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  dry  mouth, 
blurred  vision,  dilatation  of  the  pupil,  increased  intraocular  tension,  weak- 
ness, nausea,  vomiting,  headache,  dizziness,  constipation,  drowsiness, 
and  rarely,  urticaria  and  other  dermatoses.  Infrequently  an  elderly  patient 
may  experience  some  degree  of  confusion.  Mild  central  excitation  and 
occasional  hallucinations  may  be  observed.  These  mild  side  effects  can 
usually  be  eliminated  by  reduction  in  dosage.  One  case  of  aplastic  anemia 
associated  with  the  use  of  Norgesic  has  been  reported.  No  causal  rela- 
tionship has  been  established. 

Dosage  and  Administration:  Adults  — 1 to  2 tablets  3 to  4 times  daily. 

Riker  Laboratories,  Inc. 

NORTHRIDGE.  CALIFORNIA  91324 


Norgesic...the  versatile  analgesic 
provides  effective  analgesia  and  relief 
of  associated  muscle  spasm 
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A New  Approach 
To  Staff  Meeting 
Attendance 


By  Warren  G.  Harding,  2nd,  M.D.,  Ph.D. 
Administrator,  Grant  Hospital,  Columbus 


rT'*HE  PERENNIAL  QUESTION  discussed 
-*■  wherever  physicians  congregate  is,  “Can’t  we 
cut  down  on  the  plethora  of  hospital  meetings”? 
If  a physician  belongs  to  several  hospital  staffs, 
the  number  of  required  meetings,  committees,  and 
the  hours  of  time  consumed  becomes  impossible. 
The  fact  that  required  meetings  will  always  be 
with  us  is  accepted  with  resignation.  The  corollary 
that  most  of  them  will  be  dull  and  enervating 
deepens  the  despair. 

Many  approaches  have  been  made  to  decrease 
the  doctors  obligation.  A lowering  of  the  required 
percentage  of  attendance  has  resulted  from  pres- 
sure applied  from  every  quarter.  Some  staff  mem- 
bers have  rebelled  by  refusing  to  go  to  more  than 
an  occasional  meeting.  In  some  areas  combined 
meetings  for  several  institutions  have  apparently 
relieved  the  acute  pressure  for  a time,  but  in- 
sidiously the  pressure  regenerates  until  the  cycle 
has  turned  completely. 

The  usual  suggestions  of  frustration  are  clearly 
in  evidence.  Ennui,  irritability,  and  lack  of  en- 
thusiastic support  of  medical  organizations  are 
ubiquitous  in  medical  circles.  The  hospitals  cannot 
accomplish  the  mission  without  the  cooperative 
support  of  the  medical  staff,  and  corollary  to  this 
is,  that  the  physician  cannot  do  his  best  work 
without  an  ongoing  hospital.  The  interdependence 


of  these  two  forces  is  growing  each  year  and  the 
successful  solution  requires  each  group  to  initiate 
an  imaginative  program  designed  to  make  the 
meetings  required  to  be  attractive  enough  to  arouse 
the  interest  and  desire  of  die  physician  to  dedicate 
a portion  of  his  time  to  this  activity. 

Adventure  in  Exotic  Foods 

Grant  Hospital  of  Columbus  has  faced  this 
problem  by  developing  a program  of  special 
dinners  for  the  medical  staff  meetings.  Eliminating 
the  usual  roast  beef  and  mashed  potato  menu,  the 
Dietary  Department  substituted  authentic  dinners 
from  diverse  places,  many  of  which  contained  un- 
usual and  even  exotic  foods.  The  response  has  been 
gratifying  to  all. 

The  program  has  been  extended  to  other 
groups  in  the  hospital.  The  general  staff  of  the 
hospital,  the  volunteers  and  women’s  auxiliary 
have  been  served  dinners  with  suitable  motifs. 
The  Women’s  group  was  recently  served  a menu 
in  which  all  of  the  items  were  taken  from  Nursery 
Rhymes.  The  Nursing  Education  group  was  pre- 
sented with  a menu  in  which  the  foods  were 
those  which  Florence  Nightingale  had  indicated  as 
her  favorite  foods.  Due  to  her  extensive  career  the 
variety  was  quite  unique. 

The  stimulation  of  dealing  with  novel  dishes 
has  aided  the  morale  problems  inherent  in  the 
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GRANT  HOSPITAL 

MENU 

Medical  Staff 

Wienerschnitzel 

Breaded  Veal  Cutlet 

Zwiebelfleisch 

Beefsteak  and  Onions  with  Caraway  Seeds 

Quarterly  Staff  Dinner  29  September  1970 

Schin  ken  kraut 

Ham  and  Sauerkraut  Casserole 

Geschmelzte  Nudeln 

Buttered  Noodles  with  Bread  Crumbs 

Kopfsalat  rnit  Erbsen 

Romaine  Lettuce  with  Peas 

The  Administration  and  Dietary  Department  of  Grant  Hospital  welcome 
the  Medical  Staff  and  their  wives  to  the  September  Quarterly  Staff  Meeting. 

Parade  is  kraut 

Cabbage  with  Tomatoes 

For  your  eating  pleasure  Mrs.  Keefe  and  her  staff  have  chosen  Vienna  as  the 

Paprika  Buhnen 

Green  Beans  Paprika 

inspiration  for  your  dinner.  The  beautiful  city,  home  of  the  Hapsburg 

Jruener  Salat 

Salad  Greens  - 

Dynasty  for  many  centunes.  was  known  for  its  architecture,  art,  music  and 

mit  Saurer  Rahmsauce 

Lemon  and  Sour  Cream  Dressing 

uracious  living.  At  the  cross  roads  of  Europe  during  this  fascinating  era,  the 

Gefuellte  Gurken 

Cucumbers  stuffed  with  Ham  and  Sour  Pickles 

inhabitants  of  Vienna  became  the  famous  hosts  of  the  continent.  An  aura  of 

charm  encompassed  the  area.  Nebulous  yet  real,  the  visitors  sought  for  a 

Roter  Ruebenkren 

Beets  with  Horseradish 

descriptive  term  to  express  this  intangible  atmosphere.  Finally  the  term 
“gemutlich”  became  accepted 

Broetchen  - Butter 

Hard  Rolls  - Butter 

Gugelhupf 

Coffee  Ring 

The  food  offered  tonight  ranges  from  the  nourishing  schnitzel,  the 
vegetables  blended  with  flesh,  the  artistic  salad  presentation,  to  the  gorgeous 

landeln-und  Mohnstrudel 

A Imond  Nut  and  Poppy  Seed  Strudel 

baked  desserts  for  which  Vienna’s  cooks  and  bakers  were  unsurpassed. 

Haselnusstorte 

Hazelnut  Tone 

Relax  and  eat  well  so  that  you  will  feel  and  begin  to  understand  the 

Sachertorte 

Sac  her  Tone 

meaning  of  “gemutlich.”  A warning,  however,  is  that  your  tastes  will  never 

Linzerturtc 

Linzer  Torn ■ 

he  the  same  again. 

Kaffee  mit  Saline 

Coffee  with  Cream 

operation  of  a dietary  department.  The  challenge 
of  preparing  recipes  which  the  chef,  baker,  salad 
girl  and  others  have  never  seen  or  known  has 
made  each  day  an  adventure  for  these  employees. 
The  turnover  rate  has  been  reduced  to  almost 
zero.  The  motivation  to  produce  better  food,  not 
alone  for  these  special  meals,  but  for  the  entire 
hospital  has  been  obvious.  This  result  alone  has 
made  the  program  worthwhile  to  the  hospital. 

The  menu  for  each  dinner  must  meet  an 
exacting  standard.  First,  it  must  be  authentic  for  a 
social,  national  or  geographic  area.  The  use  of 
German,  French,  Greek,  or  Swedish  food  illustrates 
the  national  origin.  In  these  situations,  the  recipes 
are  used  which  have  originated  in  that  particular 
country.  The  same  is  true  for  the  Kosher,  Soul 
Food,  and  Creole  Food  which  characterize  these 
social  organizations.  We  have  used  Ohio,  Mid- 
western America,  Tidewater,  Virginia  and  New 
England  to  point  to  specific  geographic  origins  for 
food. 

The  aim  of  the  Hospital  to  participate  in  an 
educational  process  is  accomplished  by  the  use  of 
the  printed  menu.  Various  employees  have  become 
involved  by  painting  an  illustration  that  is  germane 
to  the  dinner.  These  pictures  aid  in  the  interpreta- 
tion of  the  food  and  the  description  of  the  dinner 
which  is  printed  on  the  inside  page  of  the  menu 
folder  opposite  the  listing  of  the  food  itself.  In  this 
paragraph  the  writer  attempts  to  epitomize  the 
origin  and  meaning  of  the  proffered  menu.  The 
menu  for  the  Mexican  Dinner  for  example,  con- 


sisted of  examples  from  the  com  culture  of  the 
Aztecs,  the  rice  from  the  Spanish  conquerors,  the 
French  and  Italian  cooking  introduced  by  Maxi- 
millian  and  Carlota  and  the  taste  prejudices  of  the 
“gringo”  visitors  from  the  United  States.  Certain 
succinct  historical  references  are  included  which 
aid  in  understanding  why  the  specific  food  has 
developed  a special  meaning  for  the  people  from 
whose  culture  we  have  chosen  the  dinner. 

Phenomenal  Attendance  Results 

The  results  have  been  phenomenal  in  all 
categories.  The  medical  staff  attendance  has  in- 
creased fourfold.  The  usual  staff  representation 
of  50  to  60  has  increased  to  over  225  and  they 
have  shown  an  increasing  tendency  to  remain 
throughout  the  staff  program.  The  acceptance  of 
exotic  food  required  nearly  a year.  Gradually  all 
but  the  most  obdurate  became  enthusiastic  about 
bizarre  and  little  known  dishes  so  that  today  after 
25  dinners  the  curiosity  of  the  physicians  as  to 
what  the  dinner  will  be,  is  evident  a month  or 
two  in  advance.  The  recipes  used  are  available 
in  the  Dietary  Department  and  many  requests 
come  to  the  department  from  the  doctors’  wives  for 
these  recipes. 

The  hospital  becomes  the  “other  woman”  in 
the  physician’s  life  in  the  mind  of  his  wife.  He 
is  always  being  detained  for  dinner  at  the  hospital, 
must  stop  at  the  hospital  on  their  way  to  or  from 
an  evening’s  entertainment,  must  attend  a meeting 
at  the  hospital,  or  she  is  reminded  by  the  press, 
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movies,  and  radio  that  lie  will  be  pursued  by 
“beautiful,  young  things”  all  of  whom  are  seeking 
some  type  of  liaison.  From  this  milieu  the  wife  de- 
velops a hatred  of  the  hospital.  The  adage  that  if 
you  wish  to  hate  someone  then  don’t  get  acquaint- 
ed with  them,  is  true  in  this  situation.  As  a result 
we  have  invited  the  wives  to  attend  one  special 
meeting  each  year.  The  food  is  selected  with 
women’s  tastes  in  mind.  Emphasis  is  placed  on  at- 
tractive appearance,  light  consistency,  low  calories, 
and  novel  combinations.  In  addition,  we  arc 
presenting  each  wife  w'ith  a charm  for  a bracelet 
which  has  a medical  aspect.  As  an  example,  the 
Adena  Pipe  Charm  was  used  as  it  represents  the 
oldest  known  artifact  of  a medicine  man  in 
Ohio.  The  becoming  acquainted  with  her  hus- 
band’s confreres,  talking  with  and  exchanging 
similar  problems  and  attitudes  with  their  wives, 
and  discovering  that  the  hospital  is  a dignified 
environment  in  which  serious  attitudes  are  preva- 
lent, has  done  much  to  mollify  the  emotional  bias 
against  the  hospital. 

Influence  on  Patient  Meals 

The  educational  aspect  has  been  obvious  in 
the  increasing  interest  exhibited  by  the  physician 
in  the  food  which  is  served  to  his  patient.  Thus 


far,  over  50  recipes  discovered  in  the  process  of 
creating  these  unique  gustatory  adventures  have 
been  incorporated  in  the  regular  dietary  offerings 
to  the  patients.  On  many  occasions  the  physicians 
visiting  at  mealtime  have  remarked  to  the  patient 
that  the  particular  dish  was  one  which  he  had 
discovered  to  be  superb  at  one  of  the  staff  dinners 
and  that  he  recommended  it  most  enthusiastically. 
Phe  response  of  a patient  to  this  type  of  support 
for  the  hospital  service  is  gratifying.  The  difficulty 
is  assessing  the  quality  and  quantity  of  this  type  of 
backing  is  considerable  but  the  Administration  at 
Grant  Hospital  feel  that  it  is  most  valuable  and 
more  than  compensates  for  the  effort  and  cost  that 
has  been  invested  in  the  program. 

The  general  interest  stimulated  among  the 
professional  group  concerned  with  food  including 
the  entire  membership  of  the  dietary  department 
is  intriguing.  The  creative  approach  to  the  im- 
provement of  food  service  has  resulted  in  better 
food  served  in  a more  attractive  manner  with 
enthusiasm  that  is  rarely  seen  in  institutional  ser- 
vice. The  spontaneous  effort  to  continue  the 
progress  from  stage  to  stage  hold  within  it  one  of 
the  great  principles  of  motivation  so  needed  in 
hospital  work.  Make  the  work  of  high  standard 
by  giving  support  to  creativity. 
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IN  ASTHMA  optional 

IN  emphysema  » therapy 


All  Mudrane6  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  isone  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phy  11  ine-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 
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Dr.  Brooks  Honored 
By  Toledo  Academy 

The  Academy  of  Medicine  of  Toledo  and 
Lucas  County  recently  honored  Dr.  (Hidden  L. 
Brooks  for  his  significant  contributions  to  the 
medical  profession  in  the  Northwest  Ohio  area. 


The  ceremonies  took  place  at  the  September 
21  meeting  of  the  Council  of  the  Academy,  at 
which  Dr.  Harry  C.  Mack,  Academy  president, 
presented  Dr.  Brooks  with  an  engraved  plaque 
engraved  with  the  following  wording:  “The 

Academy  of  Medicine  of  Toledo  and  Lucas 
County  hereby  acknowledges  the  significant  con- 
tributions of  Dr.  Glidden  L.  Brooks  in  the  de- 


velopment of  the  Medical  College  of  Ohio  at 
Toledo.  His  efforts  will  result  in  improved  medical 
care  for  all  the  citizens  of  our  area  — 1971.”  In 
the  accompanying  picture,  Dr.  Mack,  right,  reads 
the  citation  before  presenting  the*  plaque  to  Dr. 
Brooks. 

Dr.  Keith  Welborn  chaired  a committee  of 
Council  in  developing  the  plaque. 

The  Medical  College  of  Ohio  at  Toledo  was 
created  by  a Special  Session  of  the  Ohio  General 
Assembly  in  1964.  Dr.  Brooks  was  appointed  presi- 
dent and  charged  with  the  responsibility  of  or- 
ganizing the  college  in  1966  by  the  newly  or- 
ganized Board  of  Trustees. 

The  first  class  opened  in  September  1969  with 
32  students,  and  a similar  number  for  1970.  The 
entering  class  was  increased  to  48  for  this  year  and 
expansion  will  follow  the  availability  of  facilities 
for  the  future. 

Dr.  Brooks  resigned  as  president  of  the  Col- 
lege this  summer  and  began  his  terminal  vacation 
on  October  15.  He  announced  to  the  Board  of 
Trustees  that  he  intends  to  accept  a position  later 
this  year  as  superintendent  of  the  Lamuel  Shat- 
tuck  Hospital,  Boston. 

After  five  years  in  office.  Dr.  Brooks  leaves 
the  college  with  107  full-time  faculty  members, 
227  clinical  associates,  a number  of  adjunct  pro- 
fessors, three  full  classes  totaling  112  medical  stu- 
dents, a beginning  group  of  24  student  nurses  in 
a baccalaureate  program,  a group  of  21  emergency 
medical  technicians  in  a special  training  program 
and  109  resident  physicians  serving  in  five  hos- 
pitals throughout  the  city. 

Among  Dr.  Brooks  appointments  while  in 
Ohio,  he  was  chairman  of  the  OSMA  Committee 
on  Education. 
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the  compound  analgesic 
that  calms  instead  of  caffeinates 

In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge”  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree,  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen* 
with  Codeine 


Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
(’A  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2'k 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  ’A  gr.  (No.  2),  ’A  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications : Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications : Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


A.  H.  Robins  Company,  Richmond,  Va.  A-  H-DOBINS 
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head  clear  upon  arising 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /M+f^OBINS 

A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  v a.  23220 


Dimetapp 

Extentabs 

Dimetane"  (brompheniramine  maleale).  12  mg  , phenyl- 
ephrine HCI,  15  mg  . phenylpropanolamine  HCI.  15  mg 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  September.  List  shows 
name  of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


ADAMS 

Herbert  E.  Bill 
West  Union 
John  Fremont  Fisher 
Seaman 

CLARK  (Springfield) 
Filiberto  Cavazos 
Celerino  B.  Cornelio,  Jr. 
Thomas  A.  Delaney 
Feridun  A.  Doslu 
Gimeri  Mutlu 
Salvador  de  B.  Trinidad 

CUYAHOGA  (Cleveland 
unless  otherwise  noted) 
Tiburcio  P.  Alberto 
Edward  R.  Bakos 
Donald  P.  Barich 
Leonard  H.  Bernstein 
Delbert  L.  Booher 
Celso  M.  Carandang 
Elyria 

Helmut  F.  Cascorbi 
Paul  G.  Dyment 
Charles  John  Farrell 
Hyunk-Wook  Kang 
German  L.  Neri,  Jr. 
Thomas  C.  Nilges 
James  L.  Vendeland 

FRANKLIN  (Columbus 
unless  otherwise  noted) 
Richard  L.  Baumgartner 
Worthington 
Damuel  Cataland 
William  Edwin  Evans 
Adelaide  W.  Koestner 
Franklin  H.  Streitfeld 
John  H.  Vermuelen 
Westerville 
Nancy  Jane  Welsh 


HAMILTON  (Cincinnati) 
Thomas  E.  Bell 
Alexander  A.  Birch 
Marshall  A.  Brown 
Joseph  Allen  Cox 
Claude  P.  Hobeika 
Marilyn  J.  Huheey 
Leonard  Jacobson 
Roy  Jett,  Jr. 

Gale  W.  Miller 
Gerardo  B.  Polanco 
Ranjit  Rath 
Avelino  G.  Reyes 
Jonathan  D.  Rosenthal 
Michael  D.  Schaen 
Carl  W.  Siegrist 
Isaac  Valencia 
F.  P.  Vasquez-Medina 


HARRISON 
Lawrence  Wu 
Cadiz 


LICKING 

Joseph  F.  Brockmeyer 
Newark 


LUCAS  (Toledo) 
Nelson  R.  Fravel,  Jr. 
Robert  M.  Glad 
Fernando  U.  Robles 


RICHLAND 

Keunsun  S.  Lew 
Shelby 


SUMMIT 

Robert  A.  Beggs 
Akron 
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Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..a  simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  witl| 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medica  ' 
Record  System  helps  protect  your  good  name. 


i The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
! and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
1 hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
i problems;  and  more  than  two  years  of  development 
I under  actual  office  conditions  proved  that  they 
i actually  do  help  solve  these  difficulties 
! without  upsetting  existing  routines. 

I Each  component  deals  with  a specific  problem 
: area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
I may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
i Management  System,  depending  on  your  own  office 
situation. 

i Most  physicians  --  whether  they  practice  alone 
' or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


I ROCOM"  <S> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

□Health  History  — Medical  Record 

System  1 I System 

□ Telephone  System  Appointment  System 

Name  Specialty 

Street 


City  State 

Please  do  not  forget  Zip  Code 
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Rocom  Telephone  System  ..  a complete 
system;  one  that  can  be  understood  quickly 
J by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
t'"  with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 

1 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


•Created  and  developed  by  Patient  Care  Systems,  Inc. 


REPORT  ON  EXAMINATION  OF  FINANCIAL  STATEMENTS 
FOR  THE  YEAR  ENDED  DECEMBER  31,  1970 

ACCOUNTANTS’  REPOR  T 


The  Committee  on  Auditing  and  Appropriations 
Ohio  State  Medical  Association 
Columbus,  Ohio 

We  have  examined  the  balance  sheet  of  Ohio  State  Medical  Association  at  December  31,  1970  and 
the  related  statements  of  operations  and  net  worth  and  changes  in  financial  condition  for  the  year  then 
ended.  Our  examination  was  made  in  accordance  with  generally  accepted  auditing  standards  and  ac- 
cordingly included  such  tests  of  the  accounting  records  and  such  other  auditing  procedures  as  we 
considered  necessary  in  the  circumstances. 

In  our  opinion,  the  aforementioned  financial  statements  present  fairly  the  financial  position  of 
Ohio  State  Medical  Association  at  December  31,  1970  and  the  results  of  its  operations  and  changes  in 
financial  position  for  the  year  then  ended,  in  conformity  with  generally  accepted  accounting  principles 
applied  on  a basis  consistent  with  that  of  the  preceding  year. 

Columbus,  Ohio  Lybrand,  Ross  Bros.  & Montgomery' 

April  28,  1971 


OHIO  STATE  MEDICAL  ASSOCIATION 
BALANCE  SHEET,  December  31,  1970 


ASSETS 


Current  assets: 

Cash,  including  time  deposits  of  $56,016  . . 

5%-6j/2%  Certificates  of  deposit  

Accounts  receivable,  less  allowance  for 

doubtful  accounts  of  $84  

Accrued  interest  receivable  

Prepaid  expenses  and  unamortized  costs  . . 

Total  current  assets  

Other  assets: 

Investments: 

General  Trust  Fund,  at  market  

Ohio  Medical  Indemnity,  Inc.,  at  cost 

Deposits  (Note  3)  

Unamortized  pension  costs,  net  of 

current  portion  (Note  2)  

Furniture  and  fixtures,  at  cost  (Note  1)  . 
Less  accumulated  depreciation  


$ 74,972 
1 55,000 

7,472 
2,370 
49,196 
289.01 0 


$ 3,325 

56,000 

8,544 

257,000 

324,869 

59,775 

(21,896) 

37,879 

$651,758 

LIABILITIES  AND  NET  WORTH 


Current  liabilities: 

Accounts  payable $ 10,593 

Deferred  membership  dues  103,868 

Other  deferred  income  8,500 

Total  current  liabilities 122,961 

Net  worth 528,797 


$651,758 

(The  accompanying  notes  are  an  integral  part  of  the  financial  statements.) 
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OHIO  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  OPERATIONS  AND  NET  WORTH 
for  the  year  ended  December  31,  1970 


Income: 

Membership  dues  

Exhibit  fees  

Annual  meeting 

Fees  for  collection  of  AMA  dues 

Interest  on  savings  accounts  and 

certificates  of  deposit  

Interest  on  United  States  Government  obligations 

General  Trust  income  

Other  


Operating  expenses: 

Ohio  State  Medical  Journal,  net $ 72,053 

Salaries  188,341 

Honorariums  and  expenses  45,738 

Professional  conferences  and  scientific  meetings 89.983 

Committee  expenses  25,264 

Public  relations  5,271 

Employee  benefits,  including  pension 

costs  of  $43,300  56.774 

Contributions  9,388 

General  operating  expenses  117.686 

Net  loss 

Net  worth,  beginning  of  year 

Net  worth,  end  of  year 


(The  accompanying  notes  are  an  integral  part  of  the  financial  statements.) 


$470,608 

26,504 

5,549 

5,388 

14,030 

529 

18,325 

149 

541.082 


610,498 

(69,416) 

598,213 

$528,797 


( Continued  on  Next  Page) 
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OHIO  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  CHANGES  IN  FINANCIAL  CONDITION 
for  the  year  ended  December  31,  1970 


Source  of  funds: 

Sale  of  government  securities  

Application  of  funds: 

Net  loss  

Depreciation  and  amortization  not  requiring  working  capital 

(including  $43,300  relating  to  pension  costs)  

Net  application  due  to  operations  


Acquisition  of  property  and  equipment $2,720 

Increase  in  General  Trust  Fund  3,325 

Increase  in  deposits  7,869 


Total  application  of  funds  

Increase  in  working  capital  

Changes  in  the  components  of  working  capital : 

Increase  (decrease)  in  current  assets: 

Cash  

Certificates  of  deposits  

Accounts  receivable  

Accrued  interest  receivable  

Prepaid  expenses  and  unamortized  costs  

Increase  (decrease)  in  current  liabilities: 

Accounts  payable  

Deferred  membership  dues  

Other  deferred  income  

Increase  in  working  capital 

(The  accompanying  notes  are  an  integral  part  of  the  financial  statements.) 


$ 

45,000 

69,416 

( 

49,131) 

20,285 

13,914 

34,199 

$ 

10,801 

•$(1 

127,149) 

125,000 

( 

3,404) 

1,570 

( 

3.258) 

( 7,241) 

( 

21,053) 

4,053 

( 

1,042) 

( 

18.042) 

$ 

10,801 

NOTES  TO  FINANCIAL  STATEMENTS 

1.  The  Association  provides  for  depreciation  over  the  estimated  useful  life  of  the  assets  on  the 
straight-line  and  declining-balance  methods.  Depreciation  charged  to  operations  during  1970  amounted 
to  $5,831. 

2.  The  Association  has  a pension  plan  covering  substantially  all  employees.  Such  plan  has  been 
approved  as  a qualified  plan  by  the  Internal  Revenue  Service  under  Section  401  (a)  of  the  Internal 
Revenue  Code.  All  costs  relative  to  the  plan  (approximately  $386,900)  have  been  previously  funded  and 
such  costs  are  being  amortized  at  the  rate  of  $34,200  per  year  as  to  prior  service  costs  and  $9,100  per 
year  as  to  future  service  costs.  Accordingly  $43,300  has  been  charged  to  operations  during  1970. 

3.  Deposits  include  $8,000  applicable  to  a deposit  on  the  purchase  of  certain  real  estate  and  lease- 
hold property  located  in  Columbus,  Ohio.  Such  assets  were  acquired  subsequent  to  December  31,  1970 
at  a total  cost  of  $203,000. 
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On  formulary  and  in  the  pharmacy... 

take 

advantage 
of  the 

KANAMYCIN  SULFATE  c 

INJECTION  j.  ■ ^ ® 

EQUIVALENT  TO 

i.o  cm. : nantrex 

KANAMYCIN  SULFATE 

experience 


KANAMYCIN  3 ml. 
f'  Federal  I a*  prohibits 
• -T>g  *i?bout  p*ew<pttoft. 


f - 


A dozen  years  of  Kantrex  usage  have  established 
its  efficacy,  its  versatility,  its  simplicity. 


And  its  economy. 


Faced  with  a life-threatening  infection,  the 
physician  cannot  conscionably  consider 
economy  a primary  factor  in  selection  of 
an  appropriate  antibiotic.  However,  when 
susceptibility  reports  are  in,  the  infecting 
pathogens  are  often  found  to  be  suscep- 
tible to  several  antibiotics.  The  physician 
may  then  consider  dose  requirements 
and  cost  in  his  prescribing  decision. 


Kantrex  requires  one  simple  standardized 
dose  for  almost  any  patient  with  any  sus- 
ceptible mixed  Gram-negative/staph  infec- 
tion [Pseudomonas  are  resistant).  The 
usual  adult  daily  dose  of  Kantrex  is  only 
I.OGm...  and  the  usual  total  course  of 
therapy,  7-10  Gm.  Translated  to  dollars  and 
cents,  thedaily  cost  of  Kantrex  therapy  may 
be  only  1/2  to  1/8  that  of  therapy  with  other 
parenteral  antibiotics  used  for  serious  hos- 
pital infections. 


Doesn't  it  make  good  sense  to  use  Kantrex? 

Experience  proves  it  does. 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
(9)  7/27/71 

For  complete  information,  consult  Official  Package  Circular 


Warning:  The  major  toxic  effect  of  parenterally  administered  kanamy- 
cin  sulfate  is  its  action  on  the  auditory  portion  of  the  eighth  nerve  High 
frequency  deafness  usually  occurs  first  and  can  be  detected  by  audio- 
metric testing  Tinmtusor  vertigo  may  occur  and  are  evidence  of  ves- 
tibular injury  and  impending  bilateral,  irreversible  deafness  In  such 
cases,  decrease  size  and  frequency  of  doses  Discontinue  kanamycin 
and  check  hearing  if  azotemia  increases  Watch  carefully  for  ototoxicity 
in  older  patients  and  patients  receiving  more  than  15  Gm  of  kanamy- 
cin To  avoid  neuromuscular  paralysis  with  respiratory  depression, 
postpone  intraperitoneal  instillation  in  postoperative  patients  until 
recovery  from  anesthesia  and  muscle  relaxants  is  complete  Avoid 
concurrent  use  of  other  ototoxic  drugs  including  ethacrynic  acid  and 
furosemide  Safety  in  pregnancy  is  not  established 


Indications:  Serious  infections  due  to  susceptible  strains  of  E c oh,  Proteus 
sp  . Enterobacter  aerogenes,  K pneumoniae.  Serratia  marcescens  and 
Mima-Herellea  Culture  and  sensitivity  studies  should  be  performed 
Contraindications:  A history  of  hypersensitivity  to  the  drug  Prior  auditory 
damage  by  kanamycin  or  other  agents  may  be  a contraindication  if  effective, 
alternative  therapy  is  available 


Precautions:  Obtain  audiograms  before  and  during  therapy  in  patients  with 
renal  dysfunction  when  treatment  lasts  more  than  5 days  Stop  Kantrex  it  tin- 
nitus or  hearing  loss  occurs  Hydrate  patients  to  prevent  chemical  irritation  of 
the  renal  tubules  Assess  renal  function  periodically,  both  before  and  during 
therapy  If  signs  of  renal  irritation  occur  (casts,  cells,  proteinuria)  increase 
hydration  and  reduce  the  dosage  or  the  frequency  of  dosage  if  necessary  In 
azotemic  patients,  the  frequency  (in  hours)  of  doses  may  be  obtained  by  mul- 
tiplying the  serum  creatinine  by  9.  If  azotemia  or  oliguria  occur,  discontinue 
therapy  Mycotic  or  bacterial  superinfection  may  occur 

Ad  verse  Reactions:  Irritation  or  pain  at  the  injection  site,  skin  rash,  drug  fever, 
headache  and  paresthesias 

Dosage  and  Administration: The  usual  dose  is  7 5 mg  /Kg  / 12  hours  I M 
The  average  dose  is  1 Gm  daily  for  adults  and  children  The  maximum  total 
daily  adult  dose  should  not  exceed  1 5 Gm  by  all  routes  of  administration 
Uncomplicated  infections  due  to  sensitive  organisms  should  respond  in  24 
to  48  hours  If  no  response  occurs  in  3 to  5 days,  stop  therapy  and  recheck 
the  bacterial  sensitivities  Hydrate  patients  well  to  minimize  renal  irritation 
Inject  deeply  into  the  upper  outer  quadrant  of  the  gluteal  muscle  Discard  par- 
tially used  vials  after  48  hours  The  drug  should  not  be  physically  mixed  with 
other  antimicrobials 

Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solution  in 
two  concentrations,  0 5 Gm  in  2 ml  lOGm  in  3 ml  Also  available— Pediat- 
ric Injection  75  mg  in  2 ml  A. H.F.S.  Category  8:12.28 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


Ohio  Health  Department 
Designates  TB  Hospitals 

Following  is  the  text  of  two  communications 
from  the  Ohio  Department  of  Health,  dated  Sep- 
tember 10  and  September  20,  1971,  respectively, 
and  forwarded  to  Health  Commissioners  and 
Boards  of  County  Commissioners  throughout  the 
State. 

Pursuant  to  Section  339.20  of  the  Ohio  Re- 
vised Code,  the  following  tuberculosis  hospitals 
have  been  designated  in  addition  to  the  state 
tuberculosis  hospitals  as  those  needed  to  provide 
sufficient  beds  for  all  residents  of  the  State  of 
Ohio  requiring  maintenance,  care,  and  treatment 
for  tuberculosis  on  and  after  October  1,  1971: 

Benjamin  Franklin  Hospital,  Columbus 
Daniel  Drake  Hospital,  Cincinnati 
Lowman  Pavilion,  Cleveland  Metropoli- 
tan General  Hospital,  Cleveland 
Ottawa  Valley  Hospital,  Lima 
Sunny  Acres,  Cuyahoga  County  Tuber- 
culosis Hospital,  Cleveland 
William  Roche  Memorial  Hospital, 
Toledo 

You  are  further  advised  that  effective  Oc- 
tober 1,  1971,  as  provided  in  Section  339.43  of  the 
Ohio  Revised  Code,  the  State  of  Ohio  will  pay  to 
the  board  of  trustees,  or  to  the  board  of  county 
commissioners  serving  as  a board  of  trustees,  of 
any  county,  district,  or  other  tuberculosis  hos- 
pital, designated  by  the  Director  of  Health,  as  pro- 
vided in  Section  339.20  of  the  Revised  Code,  the 


sum  of  five  dollars  per  day  for  each  patient  hos- 
pitalized for  the  treatment  of  tuberculosis  in  such 
hospital  by  any  county,  and  for  whose  care  and 
treatment  the  county  was  legally  obligated  to  pay, 
to  be  credited  to  the  county  in  which  the  patient 
has  legal  residence  as  part  payment  of  the  per 
diem  charge  for  the  hospitalization  of  such  patient. 

The  board  of  trustees  of  each  such  county, 
district,  or  other  hospital  shall,  not  later  than  the 
fifteenth  day  of  each  month,  certify  to  the  Auditor 
of  State,  on  forms  provided  by  the  Auditor  of 
State,  the  number  of  persons  hospitalized  dur- 
ing the  preceding  month  for  the  care  and  treat- 
ment of  tuberculosis,  the  number  of  days  each 
such  person  was  a patient,  the  name  of  such 
patient,  and  the  county  of  his  legal  residence. 
L’pon  receipt  of  such  certification,  the  Auditor  of 
State  shall  draw  warrants  in  the  amount  found 
to  be  due,  on  the  Treasurer  of  State,  payable  out 
of  the  general  revenue  fund,  in  favor  of  the  trus- 
tees of  such  county,  municipal,  or  district  tuber- 
culosis hospital. 

State  subsidy  will  not  be  paid  to  tuberculosis 
hospitals  that  have  not  been  designated  under  the 
provisions  of  Section  339.20  of  the  Ohio  Revised 
Code. 

☆ ☆ ☆ ☆ 

This  is  to  advise  you  that  the  per  diem  rate 
to  be  charged  for  care  and  treatment  of  patients 
admitted  to  the  tuberculosis  service  at  the  Ohio 
State  University  and  the  Southeast  Ohio  Tubercu- 
losis Hospital  will  be  thirty-nine  dollars  ($39.00) 
effective  October  1,  1971.  This  rate  has  been  es- 
tablished pursuant  to  sections  3335.44  and  3701.83 
of  the  Revised  Code. 


SUCCESSOR  TO 


NONE  OF  ITS  DISADVANTAGES 


NOW  AVAILABLE 
for  the  first  time 

Full  7'/2  gr.  Tablet  [ 

BLUE  COLOR 


AVAILABLE  THROUGH  YOUR  WHOLESALER 

BLESSINGS,  INC. 

Cleveland,  Ohio  44121 

References  on  request 


insures  full  sedative  action 
• TABLET  FORM  • NON-IRRITATING  • STABLE 


Chloral  — the  “old  reliable”  — _ for  more  than  100 
years  is  dramatically  improved  in  DriClor  (chloral 
hydrate  with  the  amino  acid  glycene).  DriClor  is  less 
toxic  . . . more  stable  . . . non-irritating  to  the  stomach 
. . . and  more  effective  grain  for  grain. 

The  effective  sedative,  hypnotic  and  anti- convulsant 
form  of  Chloral  Hydrate. 

Also  Chlorasec  for  quick,  even  sleep.  DriClor  inner 
core  (equivalent  to  3.7S  Grs.  of  Chloral  Hydrate). 
Secobarbital  acid  outer  coat  (.75  Grs.) 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


the 
choice  Is 
dear: 


Pyopen 

(sterile  disodium  carbenicillin) 


A serious  urinary  tract  infection  . . . 

Proteus  vulgaris,  confirmed  by  pure  culture. 
Fortunately,  the  strain  proves  sensitive  to 
carbenicillin  and  the  patient  is  not  allergic  to 
penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis,  there 
are  no  reports  of  nephrotoxicity  or  ototoxicity 
with  Pyopen  therapy.  Particularly  valuable 
in  urinary  infections,  because  of  its  exceptionally 
high  urine  levels,  its  effectiveness  against 
Ps.  aeruginosa  and  Proteus  species  has  been 
amply  confirmed  by  clinical  experience  and 
microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention:  Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities ...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  ( phone : 201-778-9000 ) . . . 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  Infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa, Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections;  severe  systemic  infections  and  septicemia; 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis),  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  m vitro  include  Gram-Negative  Orgamsms- 
Ps.  aeruginosa,  Proteus  mirabilis,  Pr.  morganii,  Pr.  rettgeri,  Pr.  vul- 
garis, E.  coli.  Enterobacter  species,  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpemcillinase-producing).  Staph,  albus,  Diplo- 
coccus  pneumoniae,  Beta-hemolytic  streptococci,  and  Strepto- 
coccus laecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea,  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility  Not  stable  in  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4.7  mEq  sodium;  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual.  Administration:  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  inaction  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
fleacf/ons- Skin  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  -Nausea. 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto- 
penia, leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies -SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated.  Central  Nerv- 
ous Sys/em-Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions- Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis-particularly  when  undiluted  solution 
is  injected  directly  into  the  vein.  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 


"Drug  research 
gives  me  the  tools 
that  save  lives." 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I’m  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  '40's  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 
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The  Family  Doctor  as  a Current  Source 
of  Continual  Comprehensive  Medical  Care 

Patricia  Gregg  May.  M.D..  and  Rudolf  Kaelbling.  M.D. 


O PEOPLE  CONTINUE  to  have  and  use  a 
family  doctor?  This  study  was  devised  to  ex- 
plore from  whom  people  currently  get  their  med- 
ical care,  especially  to  determine  the  present  role  of 
the  family  doctor’.  We  felt  that  by  comparing  those 
people  with  a family  physician  to  those  without 
a family  physician  with  respect  to  their  selection 
and  usage  of  various  modes  of  medical  care,  we 
would  shed  light  on  the  degree  of  continual,  com- 
prehensive, coordinated  care  currently  being  sup- 
plied to  a significant  portion  of  the  population  in 
this  part  of  the  country. 

Changes  in  medicine  involve  not  only  vast 
technologic  advances  but  also  socioeconomic,  po- 
litical, and  philosophical  aspects.  The  established 
image  of  the  family  physician  with  his  medical 
practice  of  families  for  whom  he  takes  the  respon- 
sibility at  least  for  their  basic  medical  care  and 
dispositions,  is  being  challenged  as  inadequate  for 
contemporary  health  needs.  This  challenge  in  part 
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stems  from  the  discrepancy  between  the  popula- 
tion growth  and  the  number  of  practicing  physi- 
cians. To  a larger  part,  it  is  due  to  the  trend 
towards  specialization  among  young  physicians. 
Moreover,  as  better  health  care  is  expected  by 
the  public  regardless  of  cost,  modern  medical  care 
with  its  technologic  advances  requires  centraliza- 
tion of  facilities  and  specialists  into  large  medical 
centers.  Thus,  expectations  for  continued  person- 
alized doctor-patient  relationships  seem  to  become 
unrealistic.  The  President’s  National  Advisory 
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Commission  on  Health  Manpower1  and  The  Na- 
tional Commission  on  Community  Health  Services2 
pointed  out  that  no  coordinated,  organized  system 
exists  to  provide  appropriate  health  care  to  the 
nation.  Some  tend  to  view  that  as  an  indictment 
in  itself,  but  it  would  first  have  to  be  shown 
whether  a national  health  care  delivery  system 
would  improve  matters  over  the  current  status. 

In  order  to  assess  the  current  local  status  of 
health  care  delivery,  we  took  a population  sample 
selected  randomly  from  all  patients  over  the  age 
of  10  years  admitted  to  a university  hospital, 
excluding  only  the  patients  admitted  to  the  ob- 
stetrical service.  Between  January'  and  April,  1967, 
we  interviewed  300  patients  from  the  total  of  340 
patients  selected,  giving  a return  of  88  percent. 
Of  the  40  patients  who  had  been  selected  but 
not  interviewed,  30  were  discharged  before  the 
interview  could  be  held,  six  died,  and  four  could 
not  be  interviewed  because  they  were  too  ill. 

A structured  but  flexible  interview  system  was 
employed  to  determine  the  manner  in  which  the 
patients  obtained  medical  care,  and  more  specifi- 
cally: (1)  the  sociologic  characteristics  of  the  pa- 
tients; (2)  did  they  have  what  they  themselves 
felt  to  be  a personal,  regular,  or  family  physician 
and  if  so,  what  was  the  manner  of  his  selection 
and  use  of  his  services;  (3)  to  what  extent,  how, 
and  for  what  puipose  were  additional  doctors  in- 
volved in  their  medical  care;  (4)  how  were  other 
medical  facilities  selected  and  utilized;  (5)  what 
was  the  degree  of  satisfaction  with  the  medical 
care  provided;  (6)  were  the  various  modes  of 
medical  care  coordinated;  (7)  was  substantial 
travel  involved  in  obtaining  medical  care;  (8)  for 
what  illnesses  did  they  receive  medical  care  over 
the  previous  five  years;  and  finally,  (9)  what  was 
the  mode  of  treatment,  including  inquiry  into  any 
self-treatment.  The  data  were  categorized,  tabu- 
lated, and  punched  on  computer  cards  so  that 
cross  numerical  frequencies  could  be  evaluated. 

Findings 

The  sociologic  characteristics  of  the  sample 
population  are  listed  in  Table  1,  divided  for  com- 
parisons between  those  with  a family  doctor  and 
those  without. 

As  shown,  78  (26  percent)  stated  that  they 
did  not  have  a family  doctor  as  opposed  to  222 
(74  percent)  who  did.  In  comparing  the  char- 
acteristics of  these  two  groups,  sex  and  religion 
made  no  difference.  With  respect  to  age,  adoles- 
cents and  geriatric  patients  were  most  likely  to 
have  a family  doctor,  while  patients  in  their 
20s  were  least  likely.  The  marked  differences 
found  by  dividing  the  sample  population  into 
white  and  nonwhite  groups  (18  percent  were  non- 
white) are  depicted  in  Table  2.  The  differences 


in  occupation,  education,  and  socioeconomic  level 
arc  striking.  Quite  likely  there  are  interrelation- 
ships between  the  nonwhite  group  having  less  edu- 
cation, less  employment,  and  fewer  family  doctors. 
The  assignment  of  socioeconomic  level  took  into 
account  all  the  information  available  about  each 
person.  There  was  no  observable  pattern  between 
the  number  of  people  in  the  household  and  having 
a family  doctor,  although  it  was  indicated  that 
people  living  alone  were  least  likely  to  have  a 
“family”  doctor,  i.e.,  one  physician  providing  con- 
tinual, comprehensive  care.  Even  in  families  who 
had  a family  doctor,  he  saw  all  of  the  members 


Table  1 . Certain  Characteristics  Associated  with  Having 
or  Not  Having  a Family  Doctor 


Characteristic 

Total 

Family  Doctor 
With  Without 

Total  No.  in  each  group 

i 300 

(1 

100%) 

222 

78 

Sex:  Female 

160 

( 

53%) 

114 

46 

Male 

140 

( 

47%) 

108 

32 

Age : 1 0 to  1 9 years 

10 

( 

3%) 

9 

1 

20  to  29  years 

56 

( 

19%) 

33 

23 

30  to  39  years 

50 

( 

17%) 

37 

13 

40  to  49  years 

61 

( 

20%) 

44 

17 

50  to  59  years 

52 

( 

17%) 

40 

12 

60  to  69  years 

36 

( 

12%) 

30 

6 

70  to  79  years 

25 

( 

8%) 

20 

5 

80  to  99  years 

10 

( 

3%) 

9 

i 

Religions 

Protestant 

238 

( 

79%) 

175 

63 

Catholic 

38 

( 

13%) 

29 

9 

None 

18 

( 

6%) 

13 

5 

Other 

6 

( 

2%) 

5 

1 

Marital  Status 

Single 

48 

( 

16%) 

31 

17 

Married 

189 

( 

63%) 

151 

38 

Widowed 

29 

( 

10%) 

24 

5 

Divorced 

20 

( 

7%) 

10 

10 

Separated 

14 

( 

4%) 

6 

8 

Place  of  Residence 

Columbus 

144 

( 

48%) 

85 

59 

City  with  more 

than  one  hosp. 

24 

( 

8%) 

22 

2 

Town  with  one  hosp. 

56 

( 

18%) 

54 

2 

Town  with  no  hosp. 

39 

( 

13%) 

34 

5 

Moved  about 

37 

( 

12%) 

27 

10 

Occupation 

None 

55 

( 

18%) 

18 

37 

Student 

18 

( 

6%) 

16 

2 

Laborer 

92 

( 

31%) 

71 

21 

White  collar 

39 

( 

13%) 

35 

4 

Housewife 

73 

( 

24%) 

60 

13 

Retired 

23 

( 

8%) 

22 

1 

Education 

8 years  or  less 

80 

( 

27%) 

52 

28 

Part  of  high  school 

51 

( 

17%) 

30 

21 

High  school 

89 

( 

30%) 

69 

20 

Part  of  college 

44 

( 

14%) 

40 

4 

College  graduate  or 

postgraduate 

36 

( 

12%) 

31 

5 

Socioeconomic  level 

Lower 

87 

( 

29%) 

34 

53 

Middle 

193 

( 

64%) 

172 

21 

Upper 

20 

( 

7%) 

16 

4 
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of  the  family  in  only  about  50  percent  of  the  cases. 
However,  the  larger  the  family  the  more  likely 
was  the  family  doctor  to  see  all  or  most  of  the 
members. 

In  addition  to  comparing  the  general  char- 
acteristics of  the  two  groups,  we  felt  it  would  help 
clarify  the  role  of  the  family  physician  to  deter- 
mine the  types  of  illnesses  encountered  over  the 
previous  five  years,  how  and  by  whom  the  illnesses 
were  treated,  including  referrals  and  follow-up 
care.  The  illnesses  were  categorized  into  six  broad 
groups  in  order  to  have  sufficient  numbers  in  each 
group  for  comparisons  to  be  meaningful.  The 
groups  were  as  follows:  traumatic  (all  injuries), 
infectious  (all  infective  and  parasitic  diseases), 
psychoneurologic  (diseases  of  the  nervous  system, 
mental,  and  emotional  disorders),  surgical  (opera- 
tions and  deliveries),  “physiologic”  (metabolic  or 
degenerative  diseases,  allergic  disorders,  plus  any 
ill-defined  condition) . As  shown  in  Table  3,  few 
striking  differences  were  found  between  those  with 
a family  doctor  and  those  without  a family  doc- 
tor, but  those  we  did  find  will  receive  comment. 

With  respect  to  the  infectious  diseases,  those 
people  without  a family  doctor  were  more  likely 
to  have  an  illness  of  longer  duration  for  which 
they  were  more  frequently  hospitalized  and  they 
had  more  multiple  referrals  and  self-referrals  to 
additional  doctors.  People  with  a family  doctor,  on 
the  other  hand,  were  more  likely  to  be  referred 
elsewhere  for  treatment  of  a neoplasm  or  for  ill- 


Table  2.  Certain  Characteristics  Associated  With  Race 


Race 

Characteristics  White  Nonvvhite 


Total  No.  in  each  group 

•-c 

■'tf* 

CM 

(82%) 

54 

(18%) 

Family  Doctor 

Those  with 

205 

(83%) 

17 

(32%) 

Those  without 

41 

(17%) 

37 

(68%) 

Residence 

Columbus 

128 

(52%) 

48 

(89%) 

Not  from  Columbus 

118 

(48%) 

6 

(11%) 

Education 

High  school  or  better 

152 

(62%) 

17 

(31%) 

Less  than  high  school 

94 

(38%) 

37 

(69%) 

Socioeconomic  Level 

Lower 

49 

(20%) 

38 

(70%) 

Middle 

177 

(72%) 

16 

(30%) 

Upper 

20 

( 3%) 

— 

ness  requiring  surgical  treatment.  The  psycho- 
neurologic illnesses,  of  which  few  were  reported 
in  our  sample,  were  also  treated  more  often  with 
hospitalization  and  by  referral  when  encountered 
in  those  people  with  a family  doctor.  Of  the  large 
number  of  illnesses  included  in  the  “physiologic” 
group,  14  percent  were  considered  acute.  The 
majority  were  of  a chronic  nature  for  which  only 
15  percent  were  treated  on  an  out-patient  basis. 
However,  patients  with  a family  doctor  were  much 
more  likely  to  receive  out-patient  care  for  these 
particular  conditions.  In  65  percent  of  the  cases, 


Table  3.  Distribution  of  Illnesses  and  Modes  of  Treatment 


Medical  Condition 

Incidence 
during  last 
5 years 

Place  of 
Treatment 
Out-Pt. 

In-Pt. 

Total 

Direct* 

Referrals 

Self 

Multiple 

T raumatic 

Total 

54 

25 

29 

21 

16 

1 

4 

With  family  doctor 

44 

21 

23 

18 

13 

1 

4 

Without  family  doctor 

10 

4 

6 

3 

3 

— 

— 

Infectious 

Total 

120 

73 

46 

37 

24 

13 

13 

With  family  doctor 

91 

61 

30 

8 

19 

9 

9 

Without  family  doctor 

29 

12 

17 

29 

5 

4 

4 

Neoplastic 

Total 

64 

3 

61 

49 

41 

8 

16 

With  family  doctor 

48 

2 

15 

45 

41 

8 

15 

Without  family  doctor 

16 

I 

46 

4 

— 

— 

1 

Psychoneurologic 

Total 

28 

13 

15 

15 

12 

3 

7 

With  family  doctor 

23 

9 

14 

14 

1 1 

3 

7 

Without  family  doctor 

5 

4 

1 

1 

1 

— 

— 

“Physiologic” 

Total 

243 

37 

206 

158 

123 

36 

49 

With  family  doctor 

183 

33 

1 50 

138 

106 

32 

45 

Without  family  doctor 

60 

4 

56 

20 

16 

4 

4 

Surgical 

Total 

35 

5 

30 

20 

12 

8 

4 

With  family  doctor 

24 

2 

22 

19 

12 

7 

4 

Without  family  doctor 

11 

3 

8 

1 

— 

1 

— 

*Direct  referrals  are 

those  made  by  the  primary  treating  physician 

to  a consulting  physician 
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a referral  was  made  but  relatively  much  fewer 
patients  without  a family  doctor  were  referred  to 
another  doctor,  probably  because  they  started 
treatment  with  the  appropriate  specialists. 

Apparently  follow-up  care  was  generally  avail- 
able even  to  those  without  a family  doctor.  Seventy- 
eight  percent  of  the  sample  population  reported 
some  kind  of  follow-up  care  for  all  illnesses  en- 
countered, another  9 percent  stated  that  they 
usually  had  some  kind  of  follow-up  care,  and  only 
4 percent  stated  they  never  had  follow-up  care. 

Timely  medical  treatment  is  obviously  very 
important.  Therefore,  during  the  interview  we 
arrived  at  a judgment  on  the  patient’s  promptness 
in  seeking  medical  care.  It  is  disproportionate  that 
the  15  percent  who  were  considered  tardy  in  seek- 
ing medical  care  represented  40  percent  of  those 
without  a family  doctor  and  only  10  percent  of 
those  with  a family  doctor.  By  far  the  majority, 
namely  85  percent,  would  not  give  us  any  reason 
for  their  long  delay,  however,  it  should  be  noted 
that  66  percent  of  them  had  less  than  a high 
school  education  and  almost  50  percent  were  rated 
as  lower  economic  class.  Race  was  not  a factor  in 
this  finding. 

Table  4 indicates  the  type  and  usage  of  doctors 
other  than  the  family  doctor  who  were  consulted 
during  the  previous  five  years.  This  does  not  in- 
clude doctors  consulted  directly  in  connection  with 
the  present  hospitalization.  In  77  percent  of  the 
cases  only  one  or  two  additional  doctors  were  con- 
sulted, but  as  many  as  eight  different  doctors  were 
seen  by  one  person  during  that  time  span.  Few 
additional  doctors  were  contacted  by  the  patient 
as  a result  of  dissatisfaction  with  his  medical  man- 
agement and  only  20  percent  were  sought  out  be- 
cause the  patient  considered  them  to  be  especially 
competent  to  augment  the  primary  doctor’s  treat- 
ment plans.  The  majority  of  consultations  were 
arranged  by  direct  referral  from  the  family  physi- 
cian. Of  the  population  without  a family  doctor, 
more  than  half  never  consulted  a private  practi- 
tioner of  any  kind.  Of  those  who  did,  again  more 
than  one-half  consulted  only  one  additional  doctor. 
Of  the  popidation  with  a family  doctor,  less  than 
20  percent  saw  only  their  family  doctor  during 
the  previous  five  years,  with  73  percent  consulting 
the  other  doctor  after  they  acquired  a regular 
family  doctor. 

When  a patient  in  the  study  population  was 
seeing  two  or  more  doctors  concurrently,  we  de- 
termined the  degree  of  coordination  of  treatment. 
The  answers  are  shown  in  Table  4.  To  us  they 
indicate  a substantial  shortcoming  in  communica- 
tion between  doctors.  Probably  both  doctors  and 
patients  are  often  reluctant  to  discuss  the  treatment 
a patient  concurrently  gets  from  another  doctor. 

Each  patient  was  asked  whether  or  not  he 
had  any  dissatisfaction  with  the  type  of  medical 


Table  4.  Other  Doctors  Consulted  Depending  on  Having 
or  Not  Having  a Family  Dortor 


Family  Doctor 

Characteristics  Total  With  Without 


Total  No.  in  each  group 

300 

222 

78 

Those  who  consulted  other  doctors 

221 

186 

37 

No.  of  other  doctors  consulted 

417 

350 

67 

Type 

General  practitioner 

ft  9 

28 

31 

Surgeon 

120 

112 

8 

Internist 

103 

85 

18 

Other  Specialists 

137 

118 

19 

D.  O.  and  others 

18 

16 

2 

Duration  of  Contact 

One  time  only 

59 

34 

8 

One  month  or  less 

184 

126 

16 

One  year  or  less 

81 

58 

12 

One  to  five  years 

59 

39 

9 

More  than  five  years 

34 

28 

5 

Mode  of  Contact 

Direct  referral 

264 

162 

16 

Self  referral 

80 

48 

10 

Other* 

73 

37 

18 

Reason  for  Contact 

Referral 

264 

162 

16 

Special  competence 

84 

60 

10 

Other* 

48 

22 

22 

Dissatisfaction 

21 

16 

2 

Use  of  Multiple  Doctors 

204 

188 

16 

Coordination  of  Treatment 

Complete 

113 

108 

5 

Partial 

34 

33 

— 

None 

57 

47 

1 1 

*Referrals  by  a third  party 

not  a 

physician. 

care  he  had  received  over  the  past  five  years.  Of 
the  total  sample  population,  78  expressed  some 
dissatisfaction.  Of  these,  11  were  patients  without 
a family  doctor  and  67  were  patients  with  a family 
doctor.  With  reference  to  the  nature  of  the  dis- 
satisfaction, 13  percent  criticized  the  availability 
of  medical  care  (this  group  consisting  almost  en- 
tirely of  patients  with  a family  doctor),  45  percent 
disliked  the  quality  of  medical  care,  5 percent 
complained  of  the  cost  of  medical  care,  8 percent 
felt  they  had  a poor  physician-patient  relationship, 
1 1 percent  gave  various  other  answers,  and  1 5 
percent  expressed  more  than  one  of  the  above 
dissatisfactions.  There  was  no  observable  pattern 
between  dissatisfaction  and  other  findings. 

Table  5 presents  the  usage  of  other  medical 
facilities  (emergency  room  or  a clinic)  with  com- 
parisons between  the  two  groups.  One  half  of  the 
sample  population  utilized  the  facilities  of  an 
emergency  room  and  three-fourths  used  those  of 
a clinic.  In  70  (44  percent)  of  the  cases,  the  con- 
tact was  made  upon  direct  referral  by  a physician. 
Of  patients  without  a family  doctor,  89  percent 
used  the  facilities  of  an  emergency  room  and/or 
a clinic  as  their  major  source  of  medical  care. 
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Each  patient  was  also  asked  if  they  travelled 
any  distance  to  seek  medical  care.  Few  patients 
with  a family  doctor  (7  percent)  travelled  more 
than  ten  miles  to  their  family  doctor.  Excluding 
travel  to  the  family  doctor,  50  (17  percent)  of 
the  total  population  sample  travelled  more  than 
ten  miles  to  another  doctor  during  the  previous 
five  years,  and  120  (40  percent)  travelled  more 
than  20  miles  to  a hospital;  however,  59  percent 
of  these  most  likely  represented  the  present  hos- 
pitalization. 

Each  patient  was  asked  about  self-medication 
and  about  the  success  of  any  self-medication.  Of 
the  total  sample  population,  63  (20  percent) 
claimed  they  never  took  any  form  of  unprescribed 
medication.  213  (71  percent)  stated  they  used 
unprescribed  medication  only  for  minor  illnesses 
such  as  colds,  headaches,  and  minor  aches,  and 
34  (11  percent)  admitted  they  took  unprescribed 
medications  for  a major  illness  which,  in  80  per- 
cent of  these  cases,  eventually  required  qualified 
medical  care  because  no  improvement  occurred 
with  the  self-medication.  There  was  only  a slight 
excess  proportion  of  those  people  without  a family 
doctor  in  the  latter  category. 

Of  the  222  people  with  a family  doctor,  192 
(87  percent)  had  the  same  family  doctor  during 
the  previous  five  years  or  longer.  In  the  majority 
of  cases,  those  who  changed  their  family  doctor 
did  so  for  convenience  only.  In  203  (92  percent), 
the  contact  with  the  family  doctor  was  of  a con- 
tinuous nature  and  not  just  sporadic.  With  respect 
to  the  duration  of  contact,  only  82  (37  percent) 
had  a contact  of  five  years  or  less.  Only  8 percent 
had  contact  of  less  than  one  year,  but  10  percent 
had  contact  of  more  than  20  years.  There  was  no 
observable  pattern  between  the  duration  of  contact 
with  a family  doctor  and  other  findings,  includ- 
ing age. 

With  respect  to  the  type  of  family  doctor,  167 
(75  percent)  were  general  practitioners,  31  (15 
percent)  were  internists,  11  (5  percent)  were  sur- 
geons, and  another  11  (5  percent)  were  osteo- 
paths. Almost  all  of  the  people  classified  in  the 
lower  socioeconomic  class  or  as  nonwhite  had  a 
general  practitioner,  whereas  28  percent  of  people 
in  the  middle  and  upper  socioeconomic  level  had 
a specialist  for  their  family  doctor.  Interestingly, 
44  (20  percent)  stated  they  had  more  than  one 
doctor  whom  they  considered  to  be  their  family 
doctor.  Only  six  attributed  this  to  their  being 
treated  by  a group  of  practicing  physicians.  In  32 
of  the  cases,  the  second  family  doctor  was  a gen- 
eral practitioner  and  in  eight,  the  second  family 
doctor  was  an  internist. 

With  reference  to  house  calls,  121  (55  per- 
cent i stated  their  family  doctor  would  make  house 
calls,  35  (15  percent)  stated  he  would  not  make 
house  calls,  and  51  (23  percent)  did  not  know. 


Table  5.  Medical  Facilities  Utilized 


Characteristics 

Total 

Family  Doctor 
With  Without 

Total  No.  in  each  group 

300 

222 

78 

Users  of  Other  Facility 

159 

90 

69 

Clinic 

119 

56 

64 

Emergency  room 

76 

48 

28 

Both 

39 

14 

25 

Mode  of  Contact 

Direct  referral 

70 

46 

24 

Self-referral 

57 

36 

21 

Other 

32 

8 

24 

Type  of  Use 

As  only  resource 

46 

— 

46 

For  emergencies 

43 

38 

5 

For  follow-up  care 

12 

9 

3 

For  special  procedure 

29 

23 

6 

For  other  reasons 

35 

26 

9 

With  respect  to  the  selection  of  family  doctors, 
84  (38  percent)  stated  they  had  heard  of  him 
from  friends  and  52  (23  percent)  stated  they 
selected  him  entirely  on  their  own,  40  (18  percent) 
stated  they  were  referred  by  another  doctor  or 
agency,  32  (14  percent)  stated  the  doctor  had 
been  treating  other  members  of  their  family  initi- 
ally before  he  became  their  family  doctor.  Four- 
teen (7  percent)  either  could  not  remember  or 
had  other  reasons  for  choosing  their  family  doc- 
tor. Routine  medical  checkups  were  the  exception. 
One  hundred  and  fifty-five  (70  percent)  saw  their 
family  doctor  only  when  the  need  arose,  26  (12 
percent)  saw  him  for  regular  checkups  in  addi- 
tion, and  41  (18  percent)  saw  him  on  a fairly 
regular  basis  for  continuous  treatment  of  a chronic 
illness. 

Conclusions 

In  general,  the  findings  indicate  that  a fairly 
continuous  relationship  still  prevails  between  in- 
dividuals and  a source  of  general  medical  care, 
the  source  being  a family  doctor  in  fully  three 
quarters  of  the  cases.  In  many  cases  not  all  medical 
care  is  obtained  from  that  same  source.  Those 
with  a family  doctor  are  more  likely  middle  or 
upper  class,  white,  high  school  educated,  and 
employed.  The  nonwhites  in  our  study  definitely 
have  fewer  family  doctors,  were  less  well  educated, 
were  less  often  employed  and  were  considered 
poor  in  70  percent  of  the  cases;  however,  they  were 
not  any  more  tardy  in  seeking  medical  care  for 
illness  than  whites  who  had  no  family  physician, 
reporting  a delay  in  40  percent  of  that  group  as 
opposed  to  1 0 percent  of  those  with  a family  doctor. 

The  data  on  the  types  of  illnesses  encountered 
suggest  certain  patterns.  Patients  without  a family 
doctor  were  more  likely  to  have  a chronic  type  of 
infectious  disease  and  be  hospitalized  for  it  than 
those  with  a family  doctor.  All  of  those  patients 
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hospitalized  for  a psychoneurologic  illness  had  a 
family  doctor  and  80  percent  of  those  who  were 
treated  as  outpatients  for  an  illness  of  the  physio- 
logic. group  had  a family  doctor.  This  indicates 
the  family  doctor  may  influence  the  frequency  of 
hospitalization,  but  that  this  depends  on  the  type 
of  illness. 

A substantial  number  of  referrals  were  made 
in  all  of  the  diseases  encountered,  the  large  ma- 
jority of  which  were  made  by  a family  doctor. 
Excluding  referrals  for  a surgical  operation,  be- 
tween 30  and  45  percent  of  all  patients  saw  sev- 
eral other  doctors.  Unfortunately,  in  general,  doc- 
tors do  not  work  together  sufficiently  as  indicated 
in  the  reports  of  our  patients.  Of  the  68  percent 
who  were  seeing  multiple  doctors,  at  least  45  per- 
cent felt  their  doctors  were  not  aware  of  each 
others'  treatment  program.  Most  patients  did  not 
consider  that  grounds  for  complaint,  however.  One 
fourth  of  the  sample  population  on  inquiry  ex- 
pressed some  type  of  dissatisfaction  with  then- 
medical  care,  mostly  for  the  quality  of  medical 
care  provided.  Interestingly,  of  the  13  percent  who 
criticized  the  availability  of  medical  care,  almost 
all  had  a family  doctor.  Over  50  percent  of  those 
with  a family  doctor  also  use  the  facilities  of  an 
emergency  room  and/or  a clinic,  and  not  always 
for  medical  emergencies  only.  More  than  80  per- 
cent of  those  without  a family  doctor  received 
almost  all  of  their  medical  care  from  a clinic  with 
which  they  maintain  stable  contact,  and  which 
thus  serves  as  a “substitute  family  doctor”  for  them. 

People  who  do  have  a family  doctor  stay  with 
the  same  doctor,  use  him  continually,  frequently 
select  him  by  word  of  mouth  information  from 
friends  and  relatives,  and  have  a surprisingly  long 
contact  with  him,  which  is  not  entirely  related  to 
the  patient's  age.  However,  the  family  doctor  saw 
all  of  the  members  of  the  family  in  only  about  50 
peixent  of  the  cases.  Three  out  of  four  family 
doctors  were  general  practitioners  w ith  a medical 
degree,  10  percent  had  an  osteopathic  degree,  and 
the  remaining  are  either  internists  or  surgeons 
with  a ratio  of  3 to  1,  respectively.  Although  fre- 
quent referrals  are  made  by  the  family  doctor, 
they  themselves  do  provide  the  bulk  of  primary 
medical  care.  Approximately  three  out  of  five 
family  doctors  continue  to  make  house  calls,  but 
not  frequently.  The  most  serious  disadvantage 
associated  with  not  having  a family  doctor  is 
probably  the  delay  with  which  four  out  of  ten 
such  patients  sought  medical  help,  which  is  four 
times  the  rate  of  patients  with  a family  doctor. 
However,  among  the  latter  group,  relatively  double 
as  many  (30  percent)  expressed  some  dissatisfac- 
tion with  their  medical  care,  as  opposed  to  14  per- 
cent of  those  without  a family  doctor. 


Limitations  of  the  Study 

rhe  population  sample  fairly  represents  only 
one  hospital’s  population.  The  sample  had  a some- 
what higher  percentage  of  nonwhites,  and  a defi- 
nitely higher  percentage  of  unemployed  than  the 
locality  at  large;  however,  it  should  be  noted  that 
although  the  national  unemployment  averaged 
around  4 percent  of  the  total  labor  force  per  year, 
the  rate  of  unemployment  for  a short  period  of 
time  and  among  a disadvantaged  minority,  may  be 
over  20  percent.  Since  the  sample  was  selected 
from  admissions  to  a state  university  hospital  with 
a large  outpatient  department,  it  would  seem  likely 
that  the  sample  would  contain  a disproportionately 
high  number  of  patients  who  do  not  have  a family 
doctor  and  receive  their  medical  care  from  the 
hospital’s  outpatient  clinics.  If  that  is  so,  then  even 
more  than  three  quarters  of  the  general  popula- 
tion have  a family  doctor.  Most  likely  we  did  not 
obtain  an  adequate  sample  of  people  who  rarely 
utilize  any  source  of  medical  care,  nor  of  those 
whose  illnesses  have  never  led  to  hospitalization. 
We  also  may  speculate  that  people  who  obtain 
their  primary  medical  care  from  private  group 
practices  or  solo  specialists  more  likely  would  be 
admitted  to  one  of  the  other  hospitals  in  the  com- 
munity. As  our  hospital  draws  a significant  number 
of  admissions  by  direct  referral  from  outlying  com- 
munities, a bias  may  also  have  been  introduced 
which  contributes  to  the  high  number  of  referrals 
we  obtained  and  possibly  also  for  a lack  of  aware- 
ness by  the  patient  of  communication  between  his 
doctors. 

Obviously,  the  study’s  findings  depend  en- 
tirely on  the  recall  of  the  persons  interviewed  and 
on  the  subjective  interpretation  of  certain  data  by 
the  author  who  determined  the  criteria  for  cate- 
gorizing the  data.  Finally,  the  conclusions  drawn 
are  not  validated  by  statistical  tests  of  significance 
but  are  based  on  differences  that  are  obvious  on 
inspection. 

Discussion 

The  mode  of  obtaining  medical  care  in  any 
society  is  predominately  determined  by  its  social 
structure,  financial  status,  technologic  advances, 
awareness  of  health  needs,  and  availability  of  fa- 
cilities. As  all  of  these  factors  are  radically  chang- 
ing in  our  society,  the  roles  of  the  physician  and 
the  health  care  system  will  be  altered.  This  survey 
determined  how  a sample  of  our  society  obtains 
medical  care.  We  show  that  currently  it  remains 
the  function  of  the  family  doctor  to  encompass 
the  multiple  relationships  between  patients,  con- 
sultants, and  medical  facilities;  however,  this 
method  is  not  providing  entirely  coordinated  or 
comprehensive  medical  care.  Socioeconomic  and 
racial  patterns  continue  to  leave  lacunae  in  the 
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system  of  medical  care,  affecting  the  uneducated 
and  poor  more  often  than  the  more  affluent.  Our 
study  thus  confirms  the  finding  discussed  in  an 
article  on  the  medical  care  in  the  urban  center.3 

Effort  and  research  has  been  expanded  to 
evaluate  the  various  modalities  of  general  medical 
practice,  including  analysis  of  the  contribution  by 
solo  physicians  in  general  practice,  distribution  of 
medical  manpower,  appraisals  of  quality  of  medi- 
cal care,  evaluations  of  community  needs  and 
present  provisions,  physician-patient  relationships, 
group  practices,  and  the  growth  of  specialization.4'8 
Most  studies  agree  with  our  findings  that  the 
majority  of  people  still  have  a personal  or  family 
physician  whom  they  use  when  health  care  is 
needed.  The  general  practitioner  has  not  been 
relegated  to  the  small  towns  and  rural  communi- 
ties, as  is  a broadly  held  misconception. 

Although  the  majority  of  graduating  medical 
students  choose  further  training  in  one  of  the  vari- 
ous medical  specialties,  our  study  did  not  indicate 
that  specialists  have  been  invading  in  great  num- 
bers the  domain  of  the  general  practitioner.  How- 
ever, in  view  of  the  decrease  in  physicians  entering 
general  practice  this  seems  imminent,  unless  the 
recently  created  specialty  of  family  practice  draws 
a substantial  number  of  physicians.  Because  of  the 
nature  of  our  sample,  we  can  not  assess  the  role 
of  formal  group  practice,  which  is  appealing  to 
many  new  physicians,  but  currently  provides  only 
a minority  of  medical  care.  Our  study,  as  well  as 
others,6-8  indicates  the  specialist  is  chosen  more 
often  by  another  doctor  than  by  the  patient.  The 
diversity  in  the  ways  one  can  obtain  specialized 
medical  care  poses  difficulties  in  assuring  compre- 
hensiveness and  coordination  of  care.  The  current 
referral  system  frequently  does  not  transmit  the 
reasons  for  the  referral  or  the  outcome  to  those 
responsible  for  the  patient’s  continual,  comprehen- 
sive care.  In  addition,  more  frequent  use  of  clinics, 
hospitals,  and  emergency  room  service  in  provid- 
ing medical  care  (a  substantial  part  of  which  is 
initiated  by  referrals)  can  only  aggravate  that 
problem.  On  the  other  hand,  the  exclusive  use 
of  one  clinic  as  the  only  source  of  medical  care 
may  provide  a fairly  comprehensive  program  but 
this  could  not  be  explored  in  our  study. 

In  view  of  our  findings  on  dissatisfactions 
with  medical  care,  it  is  evident  that  society  expects 
the  medical  profession  to  be  responsible  for  pro- 
viding competent  medical  care  which  is  person- 
alized, but  not  exclusively  or  even  predominantly 
provided  by  a family  doctor.  A study  done  in 
Monroe  County,  New  York,  which  determined 
the  factors  that  influence  the  public’s  view  of 
medical  care,  supports  this  opinion.9  The  public’s 
increased  demand  for  excellent  specialized  medi- 
cal care,  combined  with  the  desire  for  a personal 
physician,  could  place  the  medical  profession  in 


a frustrating  situation.  Nevertheless,  our  patients 
certainly  did  not,  on  their  own,  express  any  great 
dissatisfaction  with  their  recent  medical  care  and 
it  would  seem  that  we  have  to  thank  mostly  the 
general  practitioners  as  family  doctors  for  this,  as 
they  still  provide  the  bulk  of  continual,  compre- 
hensive care. 

Summary 

Three  fourths  of  a random  sample  of  300 
admissions  currently  had  a family  doctor.  Three 
out  of  four  family  doctors  were  general  practi- 
tioners; however,  a large  amount  of  the  patients’ 
medical  care  was  provided  by  other  doctors  and 
medical  facilities,  to  which  patients  were  usually 
directly  referred,  and  yet  the  treatment  program 
was  often  not  coordinated.  People  without  a fam- 
ily doctor  were  more  likely  to  be  poor,  unemployed, 
less  educated,  and  nonwhite.  However,  most  of 
these  people  also  obtained  rather  consistent  medical 
care  from  one  medical  facility. 

While  the  findings  reported  cannot,  with  con- 
fidence, be  generalized  beyond  the  population 
under  study,  they  indicate  a sustained  important 
role  of  the  family  doctor  despite  a widespread  use 
of  consultants  and  other  medical  facilities.  The 
influence  socioeconomic  conditions  exert  on  our 
current  health  care  delivery  system  is  clearly  de- 
monstrable, especially  in  the  differences  between 
the  races.  Shortcomings  are  not  as  obvious  as  is 
claimed  in  some  recent  criticisms  of  our  health 
care  delivery. 
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Strontium  -87m  Scans 
in  Growth  Disorders  of  Children 

L.  D.  Samuels,  M.D. 


'“THE  AVAILABILITY  of  short-lived  Stron- 

tium-87m  (Sr-87m),  obtained  from  Y-87 
generator,1  now  allows  the  safe  use  of  radio-stron- 
tium in  children.2  It  permits  scans  and  studies 
of  problems  which  have  perplexed  orthopedists 
because  roentgenograms  give  a static,  not  dynamic 
measure  of  calcium  metabolism.  Sr-87m  scans  give 
a graphic  image  of  calcium  uptake  and  allow  the 
distinction  to  be  made  between  benign  and  malig- 
nant bone  tumors.3 

Bone  tumors  frequently  are  first  found  after 
minor  injuries,  but  the  injury  is  usually  coincidental 
to  the  preexisting  tumor.  Since  bone  tumors  are 
relatively  rare  but  accidents  are  common,  trauma 
which  is  not  associated  with  neoplasm  is  much 
more  frequent  as  the  cause  of  a child’s  visit  to  the 
orthopedist  and  for  subsequent  diagnostic  referral 
to  the  Nuclear  Medicine  Unit  at  Children’s  Hos- 
pital in  Columbus.  The  acute,  subacute,  and 
chronic  sequelae  of  trauma  have  thus  been  studied 
with  Sr-87m  scans,  as  have  congenital  anomalies 
and  inherited  metabolic  diseases  which  disturb 
skeletal  growth.  This  paper  reports  representative 
cases  of  the  use  of  Sr-87m  scans  and  uptake 
studies  in  growth  disturbances,  both  with  and 
without  known  previous  trauma.4  We  have  found 
Sr-87m  scans  to  be  valuable  in  showing  the  size 
and  configuration  of  growth  defects  and  in  pro- 
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viding  insight  into  their  etiology  and  into  the 
best  approach  to  treatment. 

Materials  and  Methods 

All  of  the  children  studied  were  referred  to 
Nuclear  Medicine  from  the  Orthopedic  Surgery 
Department.  The  isotope  initially  used  was  eluted 
with  bicarbonate  buffer  from  a Y-87  generator  ob- 
tained from  New  England  Nuclear  Corp.,  Boston. 
Later  studies  have  used  a generator  obtained  from 
Amersham-Searle,  Chicago,  eluted  with  citrate 
buffer.  The  eluate  was  sterilized  by  Millipore 
filtration,  calibrated,  and  from  0.2  to  1.0  milli- 
curie  were  injected  intravenously.  After  a time 
interval  of  30  to  60  minutes,  scanning  was  begun 
with  an  Ohio  Nuclear  model  54F  scanner, 
equipped  with  under-the-table  scanner  head  with 
5-inch  crystal  and  ^-inch  focus  collimator  (oc- 
casionally a 187-hole,  ^4-inch  focus  collimator). 
In  some  patients,  serial  quantitative  counts  of 
uptake  in  the  lower  extremities  were  performed 
during  the  60  minutes  after  injection  of  Sr-87m. 
The  results  of  these  counts  are  being  reported 
elsewhere.5 

Results 

Case  1.  An  1 1 -year-old-boy,  had  had  open  reduction  of 
a supracondylar  fracture  of  his  left  femur  one  year 
before  being  scanned.  He  was  referred  with  complaints 


1014  j The  Ohio  Stale  Medical  Journal 


of  left  knee  pain,  knock-knee  deformity  and  limp,  with 
a request  to  scan  for  a reason  for  his  deformity.  On 
scan  (Fig.  1),  there  was  significant  shortening  of  the 
epiphyseal  plate  on  the  left  side  compared  to  the  right 
and  this  shortening  could  be  pinpointed  to  loss  of 
uptake  over  the  lateral  1 to  2 cm  of  the  epiphysis. 
The  pathogenesis  of  this  was  apparent  on  review  of 
roentgenograms  (Figs.  2 and  3),  which  revealed  that  the 
region  of  loss  of  uptake  corresponded  to  the  site  of  inser- 
tion of  a Steinmann  pin  through  the  lateral  margin  of  the 
epiphysis.  A crossed  Steinmann  pin  on  the  medial  aspect 
of  the  epiphysis  was  more  centrally  placed  and  not 

associated  with  any  apparent  alteration  of  Sr-87m  uptake. 
The  attending  orthopedists  felt  that  the  scan’s  demon- 
stration of  the  long-term  adverse  effect  of  a marginally 
placed  pin  provided  valuable  information. 

Case  2.  This  12-year-old  boy  had  a limp  and  was  found 
on  examination  to  have  unequal  leg  length,  the  left 

leg  one  inch  longer  than  the  right.  Because  of  this,  he 
underwent  surgical  stapling  of  the  distal  left  femoral 
epiphysis  to  slow  growth  on  this  side.  One  year  later, 
he  returned  with  the  complaint  of  pain  and  fullness  in 
his  left  hip.  A small,  hard  nodule  was  found  laterally 
above  the  right  knee,  and  a prominent  swelling  of  the 
left  thigh  was  apparent.  The  question  of  possible  ma- 
lignant tumor  prompted  referral  to  Nuclear  Medicine. 
Sr-87m  scans  at  this  time  (Fig.  4)  showed  reduced 
uptake  in  the  distal  femoral  epiphysis  on  the  stapled 
left  side  compared  with  the  right  side.  The  right  femur 
appeared  normal  except  for  a focus  of  slight  uptake 
extending  laterally  from  just  above  the  distal  epiphysis, 
interpreted  as  a benign  lesion  and  found  on  biopsy  to 
be  an  osteochondroma.  The  basis  for  the  increased 

growth  on  the  left  side  was  now  apparent  on  scan 
of  the  proximal  left  femur.  The  large  abnormal 

focus  of  uptake  on  the  left  side  was  interpreted  as  a 
malignant  lesion  extending  into  the  acetabulum.  At 
surgery  this  was  found  to  be  a fibrosarcoma,  which 
recurred  and  led  to  the  patient’s  death  one  year  later. 
Tn  this  case,  the  scans  not  only  provided  a diagnosis 
of  malignant  tumor  but  suggested  the  proper  operative 
approach.  A hip  disarticulation  was  initially  elected,  but 
evidence  of  acetabular  involvement  on  scan  made  hip 
disarticulation  an  unwise  procedure  and  a hemipel- 
vectomy  was  thus  planned.  A bone  scan  at  the  time  of 
initial  orthopedic  consultation  for  unequal  leg  length 
would  probably  have  diagnosed  the  tumor  one  year 
earlier,  considering  the  size  of  the  tumor  at  diagnosis 
and  the  known  rate  of  growth  of  these  tumors. 

Case  3.  This  6-year-old  boy  had  had  a fracture  of  his 
proximal  left  tibia  two  years  previously,  and  the  bone 
was  refractured  just  after  removal  of  the  original  cast. 
After  retreatment  with  casting,  he  developed  a slowly 
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Fig.  1.  Posterior  Sr-87m  scan  of  both  knees  (case  1). 
Left  distal  femoral  epiphysis  has  decreased  uptake  over 
the  lateral  1 to  2 cm  (arrow). 


Fig.  2.  Roentgenogram  of  left  knee  reveals  crossed 
Steinmann  pins  through  distal  femoral  epiphysis  (case 
1 ) . Lateral  pin  through  lateral  margin  of  epiphysis  was 
probably  responsible  for  subsequent  reduction  in  Sr-87m 
uptake  shown  in  Fig.  1. 


Fig.  3.  Roentgenogram  at  time  of  scan  (Fig.  1)  revealing 
deformity  with  17°  angulation  (case  1). 
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progressive  valgus  deformity  of  his  left  knee.  A Sr-87m 
scan,  ordered  two  years  after  the  initial  injury  in  hopes 
of  finding  the  cause  of  the  malformation,  showed  (Fig. 
5)  a decreased  and  distorted  uptake  pattern  over  the 
lateral  aspect  of  the  proximal  left  tibial  epiphysis.  The 
localized  decrease  in  bone  metabolic  activity  suggested 
the  mechanism  for  the  knock-knee  deformity,  since  the 
normal  growth  rate  of  the  medial  segment  of  the 
epiphysis  produced  a longer  shaft  medially  than  laterally 
and  forced  the  knee  into  the  valgus  deformity.  A medial 
wedge  osteotomy  was  subsequently  performed  for  cor- 
rection. 

Case  4.  This  4-year-old  boy  was  hospitalized  after  his 
mother  complained  of  prominent  veins  in  his  left  leg 
for  the  previous  two  years.  On  examination,  his  right 
thigh  was  1 inch  greater  in  circumference  and  his 
right  calf  1 2 -inch  greater  in  circumference  than  the 
left  side.  There  was  neither  motor  nor  sensory  deficit 
and  the  electromyogram  was  normal  bilaterally.  Since 
there  was  no  known  soft  tissue  etiology  for  the  apparent 
unilateral  atrophy,  a skeletal  cause  was  sought  and 
Sr-87m  scans  of  both  lower  extremities  were  ordered. 
These  showed  (Fig.  6)  no  decrease  in  uptake  in  any 
of  the  epiphyses  on  the  smaller  left  side.  Instead,  there 
was  a slight  increase  in  the  apparent  uptake  on  the 
affected  left  side  when  compared  with  the  right  side. 
This  could  be  expected  from  increased  blood  flow  on 
the  left  side.  The  basis  for  this  presumed  shunting  was 
not  ascertained. 

Case  5.  This  14-year-old  boy  injured  his  left  leg  and 
subsequently  developed  a firm  slowly-growing  mass  in 
his  thigh.  On  examination  a 3 X 6-cm  firm  mass  was 
noted  over  the  anterior  medial  aspect  of  his  left  femur. 
A Sr-87m  scan  showed  low-intensity  uptake  in  the  region 
of  the  mass,  consistent  with  calcification  within  the 
muscle.  The  growth  was  excised  and  identified  as 
myositis  ossificans. 6 

Case  6.  This  1 5-year-old  boy  had  had  known  progressive 
myositis  ossificans  involving  his  hips,  spine,  and  right 
shoulder  and  elbow.  He  was  hospitalized  with  severe 
pain  in  his  left  groin  and  a Sr-87m  scan  was  ordered 
to  attempt  to  diagnose  the  etiology  of  the  pain.  The 
scan  precisely  pinpointed  the  cause  of  the  pain  as  an 
elongated  focus  of  intense  uptake  of  Sr-87m  and  thus 
a focus  of  calcification.  A 3 X 3 X 7-cm  chunk  of 
calcified  tissue  was  subsequently  excised  from  this 
region,  and  the  patient’s  pain  was  immediately  relieved.6 
Case  7.  This  11 -year-old  boy  was  admitted  for  evalua- 
tion of  a left-sided  familial  hip  problem.  He  had  a two- 
year  history  of  pain  and  a limp.  On  examination,  there 
was  limited  internal  rotation  on  the  left.  Sr-87m  scans 
were  ordered  to  visualize  the  mechanism  for  the  disabil- 
ity. The  scan  (Fig.  7)  showed  normal  epiphyses  of  both 
the  head  of  the  right  femur  and  the  right  greater 
trochanter,  but  neither  of  these  epiphyses  was  visible  on 
the  left  side.  This  apparent  epiphyseal  dysplasia  was 
found  on  a subsequent  metabolic  workup  to  be  probably 
due  to  an  associated  mucopolysaccharidosis. 

Case  8.  This  12-year-old  girl  had  had  marked  and 
progressive  shortening  and  deformity  of  her  right  lower 
extremity  since  birth,  leading  to  marked  bowing  of  her 
right  leg.  Sr-87m  scans  were  ordered  to  attempt  to 
elucidate  the  mechanism  of  this  deformity.  On  Sr-87m 
scan  (Fig.  8),  there  was  diffuse  uptake  throughout 
the  deformed  right  limb,  with  varied  intensity  of  up- 
take. On  roen'genograms,  diffuse  non-ossified  cartilage 
deposits  were  seen.  The  diagnosis  of  enchondromatosis  or 
Ollier's  dyschcndroplasia  was  sustained.  Scans  here 
showed  involvement  far  beyond  the  calcification  visible 
roentgenographically,  since  the  cartilage  apparently  was 
under-going  microscopic  calcification  and  had  Sr-87m 
affinity. 

Discussion  and  Conclusions 

The  clinical  examination  and  serial  roent- 
genographic  studies  are  of  value  in  following 
children  with  growth  disturbances  involving  the 
skeleton,  but  Sr-87m  scans  may  be  able  to  pinpoint 


Fig.  4.  Posterior  Sr-87m  scan  of  both  knees  (case  2). 
There  is  reduced  epiphyseal  uptake  on  left  side  due  to 
stapling  of  the  epiphysis  one  year  previously.  On  right 
side,  a 1-cm  lateral  extension  of  faint  uptake  just  above 
epiphysis  (arrow)  was  an  osteochondroma. 


Fig.  5.  Posterior  Sr-87m  scan,  both  knees,  revealing 
diagonal  line  of  disturbed  uptake  across  left  knee  with 
decreased  and  distorted  uptake  over  lateral  l-cin  of  left 
distal  femoral  epiphysis,  accounting  for  knock-knee  de- 
formity (case  3). 


Fig.  6.  Posterior  Sr-87m  scan  of  both  lower  extremities 
(case  4).  There  is  slight  increase  in  uptake  and  promi- 
nence of  all  epiphyses  on  left  side,  probably  due  to 
increased  blood  flow  on  this  side. 
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and  outline  the  foci  involved  in  the  disturbance, 
thus  helping  to  explain  the  mechanism  of  forma- 
tion of  the  deformity,  and  pointing  the  way  to  the 
best  corrective  procedure.  At  times  this  informa- 
tion may  point  to  corrective  surgical  procedures 
or  may  better  evaluate  the  effects  of  previous 
corrective  operations.  Because  the  strontium  scan 
is  a dynamic  measure  of  metabolic  activity  of 
bone,  the  rate  of  growth  may  be  compared  be- 
tween two  extremities,  between  different  epiphyses 
in  one  extremity,  and  within  a single  epiphysis. 

Studies  are  currently  underway  to  correlate 
the  rate  of  strontium  uptake,  as  measured  by  fixed 
probe  counting,  with  the  pattern  of  accumulated 
uptake,  as  visualized  on  rectalinear  scan.  It  is 
already  apparent  that  growth  disturbance  due  to 
vascular  insufficiency  may  show  a reduced  rate  of 
strontium  uptake,  while  revealing  no  alteration  in 
the  pattern  of  uptake  as  seen  on  scan,  whereas 
increased  vascularity,  as  in  case  4,  can  produce 
exaggerated  uptake,  seen  by  both  static  count  and 
scan.  A small  segment  of  epiphyses  which  has 
reduced  uptake,  as  in  case  1,  will  be  visualized  on 
scan  but  will  constitute  a small  enough  portion  of 
the  entire  epiphyseal  uptake  as  not  to  alter 
significantly  the  observed  uptake  rate.  Thus, 
combined  static  uptake  counts  and  scans  may 
be  of  the  most  value,  although  only  the  scan  gives 
the  actual  picture  of  sites  of  uptake.  A combina- 
tion of  these  two  tests  can  afford  much  useful 
information  in  evaluation  and  in  follow-up  of 
therapy  for  children’s  growth  disturbances  which 
involve  the  skeleton.  The  short  half-line  of  Sr-87m 
allows  the  safe  use  of  enough  isotope  to  obtain 
fine-focus  scans  within  a reasonable  period  of  time 
and  to  perform  serial  scans  if  needed  without 
accumulating  an  objectionable  radiation  exposure. 

Ectopic  soft  tissue  foci  of  calcification  have 
previously  been  observed  to  localize  Sr-87m. 
The  Sr-87m  scan  thus  has  some  special  value  in 
the  evaluation  and  treatment  of  myositis  ossifi- 
cans.6 It  may  also  be  useful  in  evaluating  other 
growth  disturbances  associated  with  extraosseous 
calcification  as  in  case  8,  since  it  affords  an  esti- 
mate of  the  dynamic  uptake  of  calcium  rather 
than  the  total  accumulated  calcium  as  seen  roent- 
genographically. 

The  Sr-87m  scan  does  not  replace  the  roent- 
genogram but  it  adds  a dynamic  dimension  to 
viewing  the  form  and  function  of  the  calcified 
tissue  of  the  body  in  both  health  and  disease. 
From  these  studies  we  conclude  that  it  plays  a 
useful  adjunctive  role  in  the  management  of 
growth  disorders  of  childhood. 

Summary 

Sr-87m  scans  were  performed  in  children  with 
evidence  of  growth  or  gait  disturbances,  sometimes 
associated  with  previous  trauma  or  with  deformity, 


Fig.  7.  Posterior  Sr-87m  scan  of  pelvis  and  hips  reveal 
no  apparent  uptake  in  epiphyses  of  either  left  femoral 
head  or  trochanter,  in  contrast  to  normal  uptake  on 
right  side  (case  7). 


Fig.  8.  Lateral  Sr-87m  scan  of  right  lower  extremity, 
revealing  diffuse  soft-tissue  uptake  of  isotope  in  both 
leg  and  thigh,  not  only  in  radiopaque  areas  but  also 
in  areas  clear  on  roentgenogram  (case  8). 

sometimes  part  of  a known  metabolic  disease. 
In  all  of  the  eight  cases  cited,  the  scans  were 
useful  in  the  total  evaluation  of  the  patient  and 
in  some  cases  they  were  diagnostic  of  the  disease 
and  gave  evidence  as  to  its  mechanism  of  forma- 
tion. The  value  of  Sr-87m  scanning  in  nonmalig- 
nant  disease  is  emphasized. 
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'K/fETHAQU ALONE  is  a new  sedative-hypnotic 
agent  of  the  quinazalonc  group  affecting 
mainly  the  cerebral  cortex,  midbrain,  and  spinal 
cord.1  Overdosage  with  methaqualone  has  some 
unique  features  that  differ  from  overdosage  with 
other  central  nervous  system  depressants.  Lack  of 
respiratory  depression  has  been  proposed  as  charac- 
teristic of  methaqualone  overdosage.2"4  We  are 
reporting  a case  of  methaqualone  poisoning  causing 
respiratory  arrest  and  36  hours  of  apnea. 

Report  of  a Case 

A despondent,  21 -year-old  woman,  previously 
in  good  health,  called  her  employer  and  announced 
she  had  swallowed  80  sleeping  pills.  Found  un- 
conscious by  the  police,  she  was  brought  to  the 
hospital  emergency  unit  approximately  one  hour 
after  the  phone  call.  White  tablets,  found  next  to 
her,  were  identified  as  methaqualone  300  mg. 

On  arrival,  her  pulse  rate  was  100  beats  per 
minute,  blood  pressure  90/70  mm  Hg,  and  respira- 
tions were  spontaneous.  Shortly  after  arrival  she 
sullered  respiratory  arrest,  requiring  endotracheal 
intubation  and  artificial  ventilation.  She  was  ad- 
mitted to  the  medical  intensive  care  unit  and 
placed  on  a respirator.  Spontaneous  respirations 
remained  absent.  The  skin  was  cold  and  dry;  the 
rectal  temperature  was  98  F (36.7  C),  pulse  rate 
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88  beats  per  minute,  and  blood  pressure  110/85 
mm  Hg.  The  pupils  were  4 mm  in  diameter  and 
weakly  reactive  to  light.  Cough  and  corneal  re- 
flexes were  present.  There  was  a minimal  response 
to  painful  stimulus.  The  extremities  were  flaccid, 
and  deep  tendon  reflexes  were  1-2  plus.  The  re- 
mainder of  the  physical  examination  was  within 
normal  limits. 

A central  venous  pressure  catheter  was  in- 
serted and  isotonic  saline  solution  was  infused. 
Lavage  through  a nasogastric  tube  returned  brown, 
guaiac  negative  fluid.  The  patient  was  given  80 
mg  furosemide  intravenously  and  secretion  of  urine 
increased  promptly.  The  pulse  rate  was  100  beats 
per  minute  and  blood  pressure  was  100(80  mm  Hg. 
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Arterial  blood  gas  determinations  while  on  a 
respirator  revealed  a pH  7.48,  carbon  dioxide 
(pC02)  24,  and  oxygen  pressure  (p02)  93  mm 
Hg.  Eight  hours  after  arrival,  the  blood  pressure 
began  to  drop  and  an  isoproterenol  infusion  was 
required  to  maintain  a pressure  of  90/60  mm  Hg. 
The  extremities  became  rigid  and  intermittently 
muscle  tremors  of  both  arms  and  shoulders  were 
noted.  Ten  hours  after  arrival,  the  pupils  became 
unresponsive  to  light;  corneal,  cough,  and  deep 
tendon  reflexes  disappeared,  and  the  response  to 
painful  stimulus  was  lost.  The  central  venous  pres- 
sure was  maintained  between  5 and  9 mm  H,0. 
Urine  output  during  the  first  ten  hours  was  4.4 
liters. 

The  methaqualone  concentration  in  blood 
drawn  upon  admission  was  subsequently  reported 
to  be  3.0  mg  per  100  ml.  Methaqualone  assay 
was  performed  by  gas  chromatography.5  Salicylate 
and  barbiturate  levels  were  zero.  A gas  chro- 
matographic toxicology  screening  test,6  capable  of 
detecting  most  tranquilizers  and  hypnotics,  was 
negative  except  for  methaqualone. 

Because  of  the  deteriorating  clinical  status, 
hemodialysis  with  a Travenol  RSP  Artificial  Kid- 
ney was  initiated  1 1 hours  after  admission.  After 
a seven-hour  hemodialysis,  the  methaqualone 
blood  level  was  1.8  mg  per  100  ml.  The  patient, 
however,  remained  areflexic,  apneic,  and  still 
required  isoproterenol.  The  pupils  were  3 mm  and 
unresponsive  to  light.  Her  rectal  temperature  fell 
to  94.2  F (34.5  C),  and  a warming  blanket  was 
needed  to  raise  her  temperature  to  98  F (35.7  C) 
over  the  next  four  hours.  Twenty-eight  hours  after 
admission  and  ten  hours  after  hemodialysis,  her 
pupils  dilated  and  began  to  react  to  light.  The 
isoproterenol  infusion  was  discontinued  and  her 
blood  pressure  remained  approximately  100/50 
mm  Hg.  Arterial  blood  gas  determinations,  while 
still  on  a respirator,  were  pH  7.34,  pC02  35.5 
and  p02  67  mm  Hg.  Fifteen  hours  after  dialysis, 
shallow  respirations  at  a rate  of  40  to  45  per 
minute  were  noted  during  suctioning,  and  18  hours 
postdialysis,  the  patient  was  able  to  tolerate  15 
minutes  off  the  respirator.  Deep  tendon  reflexes 
returned  23  hours  after  dialysis,  and  a response  to 
painful  stimulus  was  noted  25  hours  later. 

On  the  third  hospital  day,  the  patient’s  tem- 
perature rose  to  103  F (39.4  C)  suctioned  sputum 
became  purulent,  and  chest  x-ray  films  showed  a 
left  upper  lobe  infiltrate.  She  was  treated  with 
penicillin.  Because  of  the  continuing  need  for 
respiratory  assistance  and  suctioning,  the  endo- 
tracheal tube  was  replaced  by  a tracheostomy.  On 
the  fifth  day,  the  patient  was  totally  weaned  from 
the  respirator.  She  regained  full  consciousness  on 
the  seventh  hospital  day  and  was  discharged  ten 
days  after  admission. 


Comment 

Methaqualone  poisoning  has  been  charac- 
terized by  marked  hypertonia,  tonic  convulsions, 
and  lack  of  respiratory  depression.2'4  Lack  of 
respiratory  depression  is  unusual  since  all  of  the 
organic  sedative  and  hypnotic  agents,  from  the 
barbiturate  series  through  chloral  hydrate  and 
paraldehyde,  depress  respiration.7  The  36  hours  of 
apnea  in  this  patient  demonstrates  that  metha- 
qualone can  also  depress  respiration.  Since  respira- 
tory insufficiency  is  not  always  clinically  apparent, 
we  recommend  arterial  blood  gas  determinations 
in  all  cases  of  methaqualone  intoxication. 

Other  features  of  methaqualone  overdosage 
include  increased  vascular  permeability  with  pul- 
monary edema  and  abnormal  bleeding,8’9  spon- 
taneous vomiting,  and  marked  tracheobronchial 
secretions.2  Hypotension  and  hypothermia,  which 
were  problems  in  this  patient,  have  previously  been 
described.410  Pneumonia  was  also  reported  by  Ibe8 
in  four  of  1 1 nonfatal  poisonings  and  in  all  of  four 
fatal  ones.  Sanderson  et  al9  reported  a death  due 
to  purulent  bronchitis  following  methaqualone  and 
diphenhydramine  poisoning. 

Lawson  and  Brown10  consider  plasma  levels 
greater  than  3.0  mg  per  100  ml  indicative  of  dan- 
gerous poisoning.  Ibe11  reported  a death  with  a 
concentration  of  3.6  mg  per  100  ml.  Eighteen 
hours  after  admission  and  after  seven  hours  of 
hemodialysis,  the  blood  level  in  our  patient  had 
fallen  to  1.8  mg  per  100  ml  from  the  initial  3.0 
mg  per  100  ml. 

This  is  the  first  reported  case  of  hemodialysis 
in  pure  methaqualone  poisoning.  Wallace  and 
Allen12  reported  a patient  severely  intoxicated  with 
diphenhydramine  and  methaqualone  and  noted 
clinical  improvement  after  hemodialysis.  Caridis 
et  al13  also  hemodialyzed  a patient  intoxicated  with 
diphenhydramine  and  methaqualone  and  reported 
clinical  improvement  during  dialysis.  They  re- 
moved 2.2  gms  of  methaqualone  in  the  first  two 
hours  of  dialysis  with  a twin-coil  artificial  kidney. 
The  initial  methaqualone  blood  level  of  10.5  mg 
per  100  ml  decreased  to  5.8  mg  per  100  ml  after 
six  hours  of  hemodialysis.  More  precise  information 
on  the  dialyzability  of  methaqualone  is  not  present- 
ly available.  Nevertheless,  the  50  percent  decrease 
in  methaqualone  blood  levels  and  the  clinical  im- 
provement in  both  our  and  Caridis’  patients  after 
hemodialysis  indicates  serious  consideration  should 
be  given  to  hemodialysis  in  the  treatment  of  severe 
methaqualone  intoxication. 

Summary 

A case  of  methaqualone  intoxication  is  pre- 
sented. Despite  previous  reports  of  lack  of  respira- 
tory depression  with  this  drug,  this  patient  had 
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36  hours  of  apnea.  An  apparent  clinical  and 
chemical  improvement  followed  hemodialysis. 

Generic  and  Trade  Names  of  Drugs 

Chloral  hydrate  — Aquachloral  (Warren-Teed), 
Felsules  (Fellows-Testagar),  Kessodrate  (McKes- 
son), Noctec  (Squibb),  Rectules  (Fellows-Testagar) 
Furosemide  — Lasix  (Hoechst) 

Isoproterenol  hydrochloride  — Aludrine  Hydro- 
chloride (Winthrop),  Isuprel  Hydrochloride  and 
Isuprel  Mistometer  (Winthrop). 

Isopro  (Winthrop),  Proternol  (Key  Pharm.), 
Norisodrine  Aerotol  (Abbott) 

Methaqualone  — Parest  (Park,  Davis).  Quaalude 
(Rorer),  Somnafac  (Smith,  Miller  and  Patch), 
Sopor  (Amar-Stone) 

Paraldehyde  — Paral  (Fellows-Testagar) 
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E.N.T.  Case  of  the  Month 

Andrew  W.  Miglets,  Jr.,  M.D.* 


A 37-year-old  woman  presents  with  a progres- 
sive hearing  loss  and  tinnitus  in  her  left  ear.  She 
denies  any  vertigo  or  unsteadiness.  There  is  no 
history  of  head  trauma,  ototoxic  drugs,  or  ear  in- 
fection. There  is  no  family  history  of  hearing 
problems. 

The  general  physical  examination  failed  to 
reveal  any  abnormalities  other  than  a hearing  loss 
in  her  left  ear.  The  tympanic  membranes  were 
normal. 

The  type  of  hearing  loss  was  determined  with 
the  use  of  the  512  and  1024  ops  tuning  forks. 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology’,  The  Ohio  State  University 
College  of  Medicine. 
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When  the  vibrating  fork  was  applied  to  her  fore- 
head the  patient  "heard-’  the  fork  louder  in  her 
right  ear  (Weber’s  test  lateralized  to  the  right). 
Next  she  was  asked  to  compare  the  loudness  when 
the  base  of  the  vibrating  fork  was  held  to  the  mas- 
toid prominance  (bone  conduction)  as  opposed  to 
when  the  vibrating  prongs  were  held  opposite  her 
external  ear  canal  (air  conduction).  She  heard  the 
fork  louder  via  air  conduction  in  both  ears  (posi- 
tive Rinne  test) . 

The  combination  of  a hearing  loss  in  the  left 
by  gross  testing,  positive  Rinne  test,  and  laterali- 
zation of  the  Weber  test  to  the  right,  points  to  a 
left  neurosensory  hearing  loss. 

What  is  your  diagnosis  at  this  time,  and  what 
further  evaluation  should  be  considered? 

( See  p.  1027  of  this  issue  for  further  informa- 
tion and  discussion.) 
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Acute  Intermittent  Porphyria 
and  Pregnancy 


Edward  H.  Vogel,  M.D. 
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"PORPHYRIA  refers  to  a hereditary  disorder  of 
porphyrin  metabolism  characterized  by  in- 
creased secretion  of  porphyrins  in  the  urine.  At 
least  15  forms  of  porphyria  have  been  recognized 
to  date.  On  the  basis  of  various  clinical  and  bio- 
chemical differences  the  porphyrias  can  be  divided 
into  two  major  groups:  erythropoietic  porphyria, 
in  which  the  abnormal  production  of  uroporphy- 
rins occurs  in  the  normoblasts  of  the  bone  mar- 
row; and  hepatic  porphyria,  in  which  excessive 
amounts  of  porphobilinogen  and  uroporphyrins 
are  synthesized  in  the  liver. 

The  metabolism  of  porphyrins  and  that  of 
purines  are  closely  related.  Some  investigators  feel 
that  the  manifestations  of  porphyria  may  not  be 
due  to  an  overabundance  of  porphyrian  interme- 
diates but  might  be  related  to  a decrease  in  purine 
metabolism.  The  reports  of  its  incidence  have 
varied  greatly  with  geographic  location.  Africa  has 
a reported  incidence  of  1 : 1000  while  Sweden  has 
the  lowest  reported  incidence  of  1 : 200,000.’ 

Porphyria  is  inherited  as  a mendelian  dom- 
inant. It  is  1.5  times  more  common  in  females 
than  males  and  is  characterized  by  an  increased 
excretion  of  uroporphyrin  III.  There  are  several 
varieties  of  porphyria  hepatica  of  which  acute 
intermittent  porphyria  (AIP)  is  the  most  common. 
Other  kinds  seen  are  porphyria  cutanea  tarda, 
characterized  by  skin  lesions  occurring  late  in  life, 
and  a mixed  type  that  combines  skin  lesions  with 
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gastrointestinal,  neurologic,  or  psychiatric  abnor- 
malities. 

The  onset  of  acute  intermittent  porphyria  is 
usually  heralded  by  abdominal  colic,  although 
neurologic  symptoms  may  frequently  be  seen.  In 
some  patients,  psychic  symptoms  predominate.  The 
age  of  onset  is  usually  between  20  and  30  years. 
Although  the  occurrence  of  porphyria  and  preg- 
nancy is  reported  to  be  rare,  it  is  of  interest 
to  the  obstetrician  because  of  the  possible  influence 
of  pregnancy  and  parturition  on  the  course  of  the 
disease. 

The  interplay  between  pregnancy  and 
porphyria  has  been  variously  reported.  Some  ob- 
servers have  reported  little  or  no  relationship, 
while  others  have  reported  patients  who  have  im- 
proved during  pregnancy.2’3  Most  investigators  feel, 
however,  that  a deleterious  relationship  exists 
between  the  two.4'6  In  several  studies,  not  only 
was  there  almost  universal  exacerbation  of  symp- 
toms during  pregnancy,  but  there  was  also  an 
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alarming  maternal  death  rate.'-10  The  mortality 
rates  ranged  from  22.5  percent  to  45  percent,  with 
most  of  the  deaths  occurring  in  the  primigravida. 
In  most  authors'  opinion,  therapeutic  abortion  had 
an  equally  high  maternal  mortality,  removing  it  as 
a beneficial  treatment  for  the  pregnant  patient 
with  acute  intermittent  porphyria. 

The  rate  of  spontaneous  abortion  as  well  as 
the  occurrence  of  stillbirths  has  been  noted  to  be 
increased  in  patients  with  porphyria.  Perhaps 
even  more  important  from  the  obstetrical  stand- 
point is  that  abdominal  pain  accompanying  acute 
intermittent  porphyria  may  mimic  threatened  abor- 
tion, premature  labor,  rupture  of  cesarean-section 
scar,  and  placental  abruption.  Amenorrhea  and 
irregular  menses  frequently  are  seen  with  acute 
intermittent  porphyria  and  may  mimic  ectopic 
pregnancy.  Attacks  of  acute  intermittent  porphyria 
have  been  reported  to  be  precipitated  in  some 
women  by  oral  contraceptives.11  Other  patients 
have  remained  asymptomatic  although  showing 
increased  urinary  porphobilinogen. 

Experience  in  the  past  has  shown  that  if 
pregnancy  goes  to  term  without  an  attack  of 
acute  intermittent  porphyria,  there  will  be  no 
permanent  effect  on  the  newborn  other  than  a 
transient  porphyrinuria.  It  is  also  known  that 
porphyrins  can  be  transmitted  through  the  breast 
milk  to  the  newborn. 

Clinical  Material 

Case  1.  A 32-year-old,  gravida  1,  para  0,  white  female 
was  found  to  have  AIP  at  age  24  years.  Over  the  eight 
years,  she  had  periodic  bouts  of  abdominal  colic  which 
responded  well  to  phenothiazines.  She  never  exhibited 
any  neurologic  or  psychiatric  symptomatology.  Her 
personal  and  family  history  was  negative  except  that 
a first  cousin  also  had  AIP. 

During  her  prenatal  course,  she  had  occasional 
episodes  of  abdominal  colic  relieved  by  Thorazine.  The 
attacks  were  easily  distinguished  by  the  patient  from 
the  physiologic  discomforts  of  pregnancy.  The  attacks 
followed  much  the  same  pattern  as  in  the  nonpregnant 
state,  being  mainly  precipitated  by  fatigue  and  undue 
tension.  The  remainder  of  her  prenatal  course  was 
uneventful. 

At  term  she  had  the  spontaneous  rupture  of  the 
membranes  while  straining  at  stool.  This  was  immediately 
followed  by  severe  abdominal  pain  lasting  continuously 
for  about  one  hour.  Hospital  admission  was  advised. 
On  examination  there  were  regular  uterine  contractions 
of  excellent  quality,  but  the  uterus  did  not  relax  well 
between  contractions.  There  were  no  fetal  heart  tones, 
and  the  cervix  was  6 cm  dilated  with  the  vertex  at 
+ 1 station.  The  amniotic  fluid  was  clear,  and  there 
was  no  visible  uterine  bleeding.  Labor  progressed  rapidly, 
and  2}/i  hours  after  admission,  she  delivered  a 7 pound, 
2 ounce  male,  stillborn  infant  under  pudendal  block.  The 
predelivery  diagnosis  of  abruptio  placentae  with  con- 
cealed hemorrhage  was  confirmed  with  delivery  and 
inspection  of  the  placenta.  The  postpartum  course  was 
uneventful,  and  she  was  discharged  on  her  fourth 
postpartum  day. 

Case  2.  This  21 -year-old  gravida  1,  para  0,  white  female 
was  the  first  cousin  of  the  patient  in  case  1 . 

She  was  first  seen  at  eight  weeks  of  pregnancy  with 
the  history  of  having  AIP  discovered  at  age  19  years. 
She,  like  her  cousin,  had  mild  intermittent  attacks  of 


\IP  relieved  by  phenothiazines.  She  had  never  exhibited 
any  neurologic  or  psychiatric  symptomatology. 

Her  prenatal  course  and  labor  were  uneventful,  and 
she  delivered  a 6 pound,  4 ounce  female  infant  at 
term  under  saddle  block  anesthesia.  Her  postpartum 
course  was  not  remarkable,  and  she  was  discharged  on 
the  fifth  postpartum  day. 

Comment 

These  two  cases  of  AIP  and  pregnancy  are 
presented  because  they  represent  a divergence  from 
the  generally  reported  experience  that  pregnancy 
has  a detrimental  effect  on  porphyria.  Although 
there  was  no  improvement  during  pregnancy,  these 
two  women  did  not  have  more  frequent  attacks 
of  AIP  nor  did  they  have  the  onset  of  neurologic 
or  psychic  symptoms. 

Even  though  both  patients  experienced  bouts 
of  acute  intermittent  porphyria  during  pregnancy, 
these  attacks  were  mild  and  of  short  duration. 
We  do  not  believe  it  is  possible  to  lay  the  occur- 
rence of  abruptio  placentae  in  case  1 at  the  door- 
step of  porphyria. 

Once  pregnancy  has  begun,  the  patient’s 
general  condition  should  be  kept  as  good  as  possi- 
ble and  drugs  provoking  attacks,  such  as  bar- 
biturates, sulfonamides,  alcohol,  and  ergot  prepa- 
rations should  be  avoided.  The  aims  of  therapy 
during  pregnancy,  delivery,  and  puerperium  should 
be  relief  of  pain  and  maintenance  of  nutrition 
with  high  carbohydrate  and  high  protein  diet. 
We  were  not  able  to  define  any  significant  electro- 
lyte problems,  implicating  the  reported  increase 
in  antidiuretic  hormone. 

Phenothiazines  should  be  used  immediately 
during  the  acute  attacks.  Thorazine,  400  mg  daily, 
usually  will  bring  about  a remission.  The  sooner 
the  phenothiazines  are  used  in  the  acute  attack, 
the  greater  incidence  of  remission.  Cortisone  also 
is  known  to  have  a beneficial  effect  on  porphyria 
during  pregnancy. 

There  is  no  set  rule  concerning  the  method 
of  deliverv-  that  should  be  chosen  for  patients  with 
AIP.  Some  authors  have  preferred  cesarean  sec- 
tion to  vaginal  delivery,  since  the  time  of  delivery- 
can  be  chosen  and  the  psychic  excitement  associated 
with  delivery  can  be  avoided.  In  both  of  these 
women,  delivery  was  effected  by  the  vaginal  route, 
and  no  exacerbations  occurred. 

Summary 

A review  of  acute  intermittent  porphyria 
coexisting  with  pregnancy  is  presented  together 
with  two  case  reports.  Exacerbations  and  remis- 
sions are  common  in  acute  intermittent  porphyria. 
The  severity  of  the  attacks  varies  even  in  the  same 
patient,  making  it  difficult  to  assess  the  effect  of 
pregnancy  on  its  course.  In  the  two  patients  pre- 
sented. pregnancy  and  childbirth  could  not  clearly 
be  shown  to  provoke  the  severe  exacerbations  of 
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AIP  as  noted  by  many  authors.  Even  though  there 
was  a stillborn  infant  in  the  case  of  one  of  the 
patients,  we  do  not  believe  this  to  be  necessarily 
related  to  AIP. 

Generic  and  Trade  Name  of  Drug 

Chlorpromazine  - — Thorazine  (Smith  Kline  & 
French  Laboratories) 
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Echocardiography  in  systolic  click  and  late  sys- 
tolic MURMUR.  — Ten  patients  with  systolic  clicks  and  late  systolic 
murmurs,  documented  phonocardiographically,  were  studied  with  the  use  of 
reflected  ultrasound.  In  five  patients,  the  anterior  leaflet  of  the  mitral  valve 
displayed  an  abrupt  posterior  motion  in  midsystole,  coincident  with  the 
systolic  click  and  onset  of  the  systolic  murmur.  A similar  motion  of  the 
posterior  leaflet  of  the  mitral  valve  was  recorded  definitely  in  one  patient 
and  possibly  in  three  others;  a visible  separation  of  the  mitral- valve  leaflets 
in  midsystole  was  thus  produced.  In  only  one  of  the  ten  patients  did  the 
recorded  mitral-valve  motion  appear  normal.  Eight  additional  patients  with 
systolic  clicks  but  no  murmurs  were  studied : in  none  of  these  could  a posterior 
displacement  of  either  valve  leaflet  in  systole  be  detected.  These  findings  sup- 
port the  cineangiographic  observation  that  the  syndrome  of  systolic  click  with 
late  systolic  murmur  is  a result  of  systolic  prolapse  of  one  or  both  mitral-valve 
leaflets  into  the  left  atrium.  The  echocardiographic  pattern  observed  appears 
to  be  characteristic  of  this  condition.  - — Richard  E.  Kerber,  M.D.,  Dale  M. 
Isaeff,  M.D.,  and  William  Hancock,  M.D.,  Palo  Alto,  Cal.:  The  New  England 
Journal  of  Medicine,  284:691-693,  April  1,  1971. 
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Eye  Care  in  Industry 


Frank  J.  Weinstock,  M.D. 


' I TREATMENT  OF  INJURIES  occurring  dur- 

ing  employment  does  not  constitute  the  prac- 
tice of  industrial  medicine.  To  merit  this  role, 
one  must  also  practice  preventive  medicine  to 
anticipate  and  prevent  injuries  and  diseases  before 
they  occur. 

Some  of  the  preventive  aspects  of  industrial 
eye  care  will  be  discussed. 

Management  and  physicians  have  classically 
been  shortsighted  in  this  area.  Management  often 
cannot  see  beyond  the  few  extra  dollars  in  equip- 
ment and  time  required  and  prefer  to  take  a 
chance  that  nothing  will  happen.  Physicians  often 
are  too  busy  or  are  not  interested  or  knowledgeable 
about  these  concepts. 

It  is  quite  distressing  to  see  an  employee  blind- 
ed unnecessarily  by  a preventable  accident  or  to 
see  an  employee  sue  a company  for  eye  damage 
which  was  present  before  employment,  but  which 
was  not  detected  owing  to  lack  of  an  adequate 
vision  screening  program. 

Prevention  of  Injuries 

The  responsibility  for  prevention  of  eye  in- 
juries involves  the  physician,  plant  nurse,  manage- 
ment, and  the  employee  individually  or  through 
his  union. 

It  requires  statements  of  policy  by  manage- 
ment. Is  its  interest  confined  solely  to  injuries  or 
does  it  accept  a public  health  responsibility  which 
extends  to  detection  of  problems  such  as  glaucoma 
which  may  affect  the  employee  later  in  life?  This 
may  have  no  direct  effect  upon  his  employment, 


Submitted  January  11,  1971. 


The  Author 

• Dr.  Weinstock,  Canton,  is  a member  of  the 
Staffs  of  Aultman,  Molly  Stark,  and  Timken 
Mercy  Hospitals  in  Canton,  Alliance  City  Hos- 
pital, and  Union  Hospital  in  Dover;  Clinical 
Instructor  in  Ophthalmology,  The  Ohio  State 
University  College  of  Medicine;  and  Vice-Chair- 
man, Medical  Advisory  Committee,  Ohio  Society 
for  the  Prevention  of  Blindness. 


but  it  may  be  a factor  in  increased  medical  costs 
for  which  the  company  sponsored  insurance  may 
be  responsible  after  retirement.  The  physician, 
with  the  nurse  assisting,  has  the  . knowledge  of 
what  is  important;  the  nurse  has  the  rapport  with 
the  physician,  employee,  and  management  to  con- 
vince all  of  the  need;  the  employee  is  the  one  who 
is  directly  involved;  and  management  controls  the 
purse  strings  which  will  enable  a program  to  be 
carried  out. 

In  order  to  be  effective,  the  physician  must 
have  direct  knowledge  of  the  plant  and  its  opera- 
tions. He  should  visit  the  plant  and  know  the 
specific  problems  involved.  Are  machines  inade- 
quately protected  to  prevent  injuries?  Are  there 
signs  to  emphasize  that  safety  glasses  are  required? 
Do  the  employees  wear  their  safety  glasses?  Do 
the  supervisors  remind  them  to  wear  them?  Are 
the  physician,  management,  or  other  individuals 
required  to  wear  safety  glasses  when  visiting  high 
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risk  areas?  Is  thv_/e  an  eye  safety  program?  Aie 
there  emergency  facilities?  Are  there  vision  screen- 
ing and  educational  programs? 

In  my  experience,  most  plants  do  not  enforce 
eye  safety  effectively,  and  they  do  not  supervise  the 
wearing  of  safety  glasses  adequately,  although  they 
may  give  lip  service  to  the  need  for  them.  Man- 
agement shifts  the  responsibility  to  the  employee, 
who  in  turn  blames  management. 

Safety  Requirements 

Everyone  will  verbalize  the  need  for  safety, 
but  still  they  must  be  educated  and  convinced. 

Since  eye  injuries  are  unexpected  and  often 
occur  in  unusual  circumstances,  portal-to-portal 
eye  protection  should  be  required.  An  employee 
in  a nonhazardous  position  will  often  walk  by  or 
visit  someone  in  a hazardous  position,  thus  becom- 
ing a candidate  for  eye  protection  even  though  his 
primary  job  does  not  require  it.  The  secretary, 
timekeeper,  nurse,  or  management  official  who 
wears  glasses  and  spends  most  of  his  time  behind 
a desk  will  often  pass  through  the  plant,  thus 
making  it  essential  that  the  glasses  that  they 
normally  wear  should  be  safety  glasses.  This  should 
be  a requirement  for  all  glasses  for  all  individuals. 

Protective  lenses  have  specific  requirements. 
Plastic  lenses  are  safest.  Glass  lenses  should  be 
laminated  or  heat  treated  and  have  a minimum 
thickness  of  3 mm  thus  allowing  them  to  withstand 
a drop  ball  test  of  the  American  Society  of 
Standards.  Safety  frames  in  industry  have  the 
lenses  inserted  from  the  front  surface  so  that  they 
cannot  be  pushed  into  the  wearer’s  face. 

The  type  of  safety  eye  protection  required 
must  be  recommended.  Where  many  particles  are 
flying,  side-shields  on  the  frames  may  be  necessary. 
With  welding,  hoods  with  special  color  protective 
glass  are  necessary.  Where  fogging  of  lenses  is  a 
problem,  the  plant  should  provide  antifogging 
solutions  to  keep  lenses  clear  during  the  day. 
Safety  frames  should  be  required. 

For  the  nonophthalmologist,  help  in  the  tech- 
nical features  of  glasses  can  be  obtained  from 
several  sources:  ophthalmologists,  safety  directors 
in  industry,  opticians,  or  optometrists.  Machines 
should  be  checked  to  make  sure  that  protective 
shields  are  present  and  are  effective.  Employees 
often  remove  them  when  they  get  scratched  or 
dirty.  Insist  that  safety  glasses  be  worn  in  all 
hazardous  areas  at  all  times.  No  one  knows  when 
a dangerous  machine  may  be  turned  on.  Adequate 
warning  signs  should  be  placed  in  the  plant. 

Emergency  care  should  be  available.  Eye 
fountains  or  water  for  irrigating  eyes  should  be 
available  in  areas  of  possible  chemical  injuries. 
The  nurses,  foremen,  and  employees  should  be 
informed  as  to  emergency  first  aid  care.  They 


should  have  definite  procedures  to  follow  for  the 
care  of  eye  injuries.  Inexperienced  individuals 
should  not  attempt  removal  of  corneal  foreign 
bodies.  They  should  know  which  patients  to  refer 
for  care.  Bad  injuries  should  have  a light  patch 
placed  over  the  eye  with  no  pressure  or  manipula- 
tion of  the  eye.  Employees  should  not  be  given 
anesthetic  drops  to  use  at  home.  Nurses  should 
not  give  out  steroid  or  dilating  drops.  Drops  are 
often  more  satisfactory  than  ointments  due  to  less 
blurring,  sterility,  and  ease  of  instillation. 

The  plant  should  have  basic  material  for 
dealing  with  an  eye  injury.  An  eye  chart,  sterile 
eye  pads,  irrigating  solution,  sterile  cotton  tip  ap- 
plicators, good  illumination,  magnifying  loupes, 
an  eye  spud,  fluorescein  strips,  and  small  individual 
vials  of  the  drops  the  physician  feels  are  necessary 
should  be  available.  Bottles  of  fluorescein  drops 
become  easily  contaminated  with  pseuodomonas 
and  have  no  place  in  a plant  (use  strips).  Atropine 
and  steroids  should  rarely  or  never  be  used,  except 
by  an  ophthalmologist.  It  is  safest  not  to  have  them 
around. 

Vision  Screening  and  Standards 

An  additional  area  of  concern  is  vision  screen- 
ing and  vision  standards  for  specific  positions. 
Many  jobs  don’t  require  20/20  vision.  The 
standards  should  be  established  by  the  physician 
and  nurse  with  the  help  of  the  personnel  manager 
or  his  equivalent. 

In  addition  to  distant  vision,  near  vision  may 
be  important.  Visual  fields,  color  vision,  depth 
perception,  muscle  coordination,  and  binocular 
vision  may  be  important  for  a specific  job  or  in- 
dustry. The  employee  with  vision  problems  should 
be  treated  as  an  individual.  In  this  way,  industry 
will  not  be  deprived  of  many  capable  employees. 
There  are  general  guidelines  set  up  which  may 
be  modified  accordingly.  Vision  should  be  tested 
before  hiring  any  new  employees.  If  there  is  less 
than  20/20  vision,  the  reason  for  this  should  be 
determined  before  hiring  and  should  be  on  the 
employee’s  records.  It  is  not  unusual  for  an  em- 
ployee to  sustain  a mild  injury  at  work  and  then 
to  claim  major  compensation  for  a preexisting 
condition,  claiming  that  the  injury  caused  it.  These 
situations  are  usually  completely  avoidable  and 
can  save  many  thousands  of  dollars  if  the  pre- 
existing condition  was  documented.  If  a company 
is  foresighted  enough  to  desire  to  prevent  blindness 
and  vision  problems,  certain  types  of  periodic 
screening  should  be  carried  out. 

The  screening  involves  professional  advice, 
but  it  is  carried  out  by  nurses  or  technicians. 
Periodic  vision  testing  will  reveal  large  numbers 
of  individuals  who  require  new  glasses.  Often,  a 
worker’s  vision  may  drop  below  the  necessary 
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minimum  to  hold  a driver's  license  before  he  is 
aware  of  it.  These  tests  may  often  identify  in- 
dividuals with  serious  eye  disease,  such  as  cataracts, 
retinal  problems,  diabetes,  etc.  It  is  not  unusual  to 
see  legallv  blind  employees  working  without  their 
company  being  aware  of  a change  in  their  visual 
acuity.  Despite  loss  of  visual  acuity,  many  workers 
may  continue  to  perform  efficiently,  so  they  must 
be  reevaluated  in  order  to  find  loss  of  acuity. 
Since  they  can  often  carry  out  their  previous  jobs 
very  well  even  though  they  no  longer  can  pass  the 
original  test,  they  must  be  evaluated  as  individuals. 

Glaucoma  testing  (primarily  tonometry)  can 
easily  be  carried  out  on  employees  over  the  age  of 
35  years.  This  can  be  done  every  two  or  three 
years  and  can  be  performed  by  a nurse  under  the 
physician’s  supervision.  Roughly  2 percent  of  the 
population  over  the  age  of  40  years  has  glaucoma. 
Half  of  these  are  unaware  of  it.  If  routine  ton- 
ometry was  a part  of  all  physical  examinations 
(as  it  should  be),  it  would  not  be  necessary  to 


have  mass  glaucoma  screening  programs.  It  is  a 
simple  productive  test  with  almost  no  associated 
problems. 

Lastly,  the  physician  should  promote  educa- 
tional programs  which  would  have  to  be  adapted 
to  the  individual  situation.  Literature  and  films 
are  available  through  groups  such  as  the  local, 
state,  or  national  Society  for  the  Prevention  of 
Blindness.  This  information  would  pertain  to  the 
vision  of  the  employee’s  family  as  well  as  himself. 
In  addition,  formal  health  programs  might  be 
carried  out  in  some  situations.  Education  of  the 
nurse  and  management  in  reference  to  eye  needs, 
safety,  and  care  is  essential. 

Summary 

The  physician  must  do  more  than  simply  care 
for  injuries.  He  must  be  concerned  with  eye  safety, 
prevention  of  injuries  and  diseases,  and  education 
to  earn  the  title  of  occupational  or  industrial 
physician. 


"CAR  EXAMINATION  AID.  — Magnification  is  essential  if  the  ear  drum 
-1— 'and  what  has  been  done  to  it  is  to  be  thoroughly  checked  in  these  days 
of  buttons  and  bobbins,  tubes  and  tassels.  These  tiny  objects  can  hardly  be 
seen  with  the  naked  eye,  especially  when  they  are  partially  covered  by  exudate, 
epithelium,  or  cerumen.  So  for  those  who  do  not  have  an  otoscope,  I recom- 
mend the  use  of  the  common  reading  glass.  Using  a head  mirror,  and  the 
largest  speculum  that  is  comfortable,  the  reading  glass  is  inserted  in  the  line 
of  vision,  and  slightly  angled  to  prevent  reflection  of  the  mirror  image.  I have 
an  otoscope,  but  I prefer  this  method  in  these  days  of  exotic  hairdos,  as  some 
of  them  put  the  physician  in  the  situation  similar  to  the  ear  on  the  chest 
before  the  stethoscope.  The  sitting  up  straight,  head  mirror  approach  also 
seems  more  professional,  and  is  more  comfortable.  An  important  point  is 
that  the  ear  must  not  be  irrigated  when  these  objects  are  present.  — Edgar 
R.  Hargett,  M.D.,  Springfield,  Ohio. 
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Discussion  of  E.N.T.  Case  of  the  Month 


(continued  from  p.  1020) 


Although  there  are  many  causes  for  a uni- 
lateral neurosensory  hearing  loss,  the  one  diagnosis 
that  must  not  be  overlooked  is  an  acoustic  tumor. 
Anyone  with  a unilateral  neurosensory  loss  should 
be  considered  to  have  an  acoustic  neurinoma  until 
proven  otherwise. 

The  evaluation  of  these  patients  should  in- 
clude investigation  of  the  vestibular  system  by  the 
caloric  test,  a complete  audiometric  evaluation  in- 
cluding a special  differential  neurosensory  battery, 
and  radiographic  studies  of  the  internal  acoustic 
canals. 

Acoustic  neurinomas  usually  arise  from  the 
vestibular  portion  of  the  8th  cranial  nerve,  yet 
patients  with  an  early  tumor  will  frequently  pre- 
sent with  a hearing  loss  rather  than  vertigo.  This 
paradox  is  explained  by  the  gradual  destruction  of 
vestibular  nerve,  which  allows  central  nervous 


system  compensation  to  occur.  When  the  tumor 
enlarges  within  the  bony  confines  of  the  internal 
acoustic  canal,  compression  of  the  cochlear  nerve 
ensues  with  resultant  tinnitus  and  neurosensory 
hearing  loss.  However,  since  destruction  of  the 
vestibular  nerve  has  occurred,  the  caloric  test  will 
show  a decreased  response,  even  though  the  patient 
has  few  if  any  vestibular  symptoms. 

The  patient  described  was  found  to  have  a 
decreased  caloric  response  in  her  left  ear.  Audio- 
metric evaluation  revealed  a pattern  consistent 
with  a retrocochlear  lesion  (8th  nerve).  Radio- 
graphic  laminograms  revealed  a 1-mm  widening 
of  her  left  internal  auditory  canal  indicating  mini- 
mal bone  erosion  (Fig.  1).  A small  acoustical 
tumor  was  removed  via  the  translabyrinthine  ap- 
proach. 


Fig.  1.  Laminographic  studies  revealed  slight  widening  of  left  internal  auditory  canal. 
Acoustic  tumor  was  responsible  for  this  bony  erosion. 
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OMPAC  Must  Get  Ready  for 
the  Showdown  in  Congress 


Looks  as  if  there  will  be  a showdown  on  na- 
tional health  insurance  in  the  1972  session  of  the 
U.S.  Congress  ...  if  not  that  soon,  at  least  by 
the  time  of  the  1972  General  Election. 

How  the  sides  will  line  up  is  debatable. 
Here’s  one  prediction  in  the  guessing  game, 
offered  by  Medical  News  Report,  based  in 
Chicago : 

“Many  Washington  observers  predict  debate 
on  national  health  insurance  eventually  will 
polarize  around  Administration's  proposal  and  a 
bill  introduced  by  Sen.  Edward  M.  Kennedy, 
D-Mass. 

“Latest  report  is  that  Rep.  Wilbur  Mills, 
D-Ark.,  chairman  of  the  House  Ways  and  Means 
Committee,  is  leaning  toward  the  Administration 
bill,  but  he’s  still  interested  in  legislation  covering 
catastrophic  illness  and  ‘kiddiecare.’  Latter  was 
proposed  by  Wilbur  Cohen,  Medicare  architect. 

“Some  see  national  health  insurance  becom- 
ing one  of  the  most  controversial  and  politically 
po-ent  issues  of  the  ’72  Presidential  election  cam- 
paign. 

“Confrontation  in  the  political  arena  will  pit 
AMA  and  health  insurance  industry  against  orga- 
nized labor. 

“United  Auto  Workers,  which  pulled  out  of 
AFL-CIO  three  years  ago,  has  joined  federation 
on  this  issue.  National  health  insurance  has  been 
given  top  priority  by  UAW  and  union  is  gearing 
up  for  head-on  legislative  and  political  battle  with 
Administration.  UAW  will  rely  on  strength  of 
some  1.3  million  members  in  50  states.  Member- 
ship is  down  from  about  1 .5  million  two  years 


ago  and  union  is  suffering  from  $22.5  million 
deficit,  brought  about  by  G.M.  strike  and  dues 
lost  because  of  layoffs  resulting  from  economic 
downturn. 

"Last  January  UAW  hired  John  Beidler,  who 
worked  several  years  as  AFL-CIO  lobbyist,  as 
$25,000-a-year  legislative  director.  He  knows  his 
way  around  in  Washington.  UAW  distributed 
some  $380,000  to  200  candidates  for  congressional 
seats  in  1970. 

“UAW  is  one  of  main  forces  in  carefully  co- 
ordinated campaign  to  push  Kennedy  Bill.  Strate- 
gy will  include  contacting  leading  lawmakers, 
financing  national  speaking  campaign,  generating 
letters  to  Congress  and  encouraging  discussion  of 
issue  at  grassroots  level.” 

After  reading  the  foregoing,  and  similar  news 
items  as  to  the  straws  in  the  wind,  there  should 
be  little  doubt  as  to  the  need  for  intelligent  and 
courageous  members  in  the  Congress  in  1973  and 
succeeding  terms.  In  other  words,  those  who  will 
be  elected  at  the  1972  election. 

Moreover,  it  should  convince  Ohio  physicians 
as  to  the  need  for  continuation  and  strengthening 
of  the  Ohio  Medical  Political  Action  Committee 
. . . the  one  concerted  and  uniform  effort  on  the 
part  of  Ohio  physicians  to  make  a real  impact  on 
political  matters.  What  Congress  does  eventually 
will  depend  on  the  caliber  of  its  membership. 

Think  it  over  . . . Continue  to  make  your 
annual  contribution  to  OMPAC  or  if  you  haven’t 
been  contributing,  do  so  when  you  pay  your 
medical  society  dues  for  1972. 

Ohio  Medical  Political  Action  Committee 
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CALORIES  / 7 oz  Serving* 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


Beef  Broth 
Consommd 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 
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rhere’s  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ 

and.  it  s made  by  vcunpwll 


Abortion  and  infanticide  have,  throughout 
history,  been  the  final  and  desperate  resort  of 
women  who  were  unable  to  control  their  fertility, 
but  for  almost  4,000  years  they  have  sought 
ways  to  prevent  conception. 

In  ancient  Egypt  they  used  pessaries  of 
crocodile  dung  or  tried  to  clog  the  motile  sperm 
with  honey  and  a gumlike  substance.  The 
women  of  Islam  used  tampons  of  pomegranate 
pulp  and  rock  salt.  In  Japan  they  burned  little  balls 
of  ‘burning  grass”  on  the  mons  veneris  or,  more 
practically,  tried  to  cover  the  mouth  of  the  uterus 


with  disks  of  oiled  bamboo  tissue  paper.  In  the 
1 8th  Century  in  France  upper-class  women 
rediscovered  the  vaginal  sponge,  a device 
mentioned  in  sources  as  old  as  the  Talmud. 

It  may  seem  now  that  such  advances  as  oral 
contraception  and  the  IUD  have  freed  women 
from  this  often  fruitless  search  and  consequent 
suffering,  but  there  are  millions  of  women  in  the 
United  States  and  elsewhere  who  have  less 
knowledge  of,  and  less  recourse  to,  contraceptic 
than  Egyptian  women  of  the  Twelfth  Dynasty. 
Nothing  is  more  urgent  to  all  of  us  than  to  bring 
them  help.  We  cannot  long  support  the  ecologic 
pressures  of  an  additional  70  million  Earth 
inhabitants  each  year. 


Searle  contributions  to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen  • Demulen 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®  and  Demulerf  -28  is  a placebo,  containing  no  active  ingredients 

Demulen  (for  its  low  estrogen  and  Searle’s  progestin)  and  Ovulen  (with  its 
wide  physician  and  patient  acceptance)  offer  almost  complete  contraceptive 
effectiveness  and  a low  incidence  of  side  effects— both  with  a choice  of  pill- 
taking schedules. ..simple  “Sunday-starting”  and  patient-proof  Compack® 

tablet  dispensers. 


Actions  — Ovulen  and  Demulen  aetto  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH) 

Special  note  — Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960  Reported  pregnancy  rates  vary  from 
product  to  product  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  products 
Both  types  provide  almost  completely  effective  contraception 
An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  toler- 
ance to  carbohydrates,  have  not  been  quantitated  with  precision 
Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases 
the  frequency  of  some  animal  carcinomas  These  data  cannot  be 
transposed  directly  to  man  The  possible  carcinogenicity  due  to  the 
estrogens  can  be  neither  affirmed  nor  refuted  at  this  time  Close 
clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued 

Indication  — Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception 

Contraindications  — Patients  with  thrombophlebitis,  thrombo- 
embolic disorders,  cerebral  apoplexy  or  a past  history  of  these 
conditions,  markedly  impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding 
Warnings  — The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis)  Should  any 
of  these  occur  or  be  suspected  the  drug  should  be  discontinued 
immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted 
in  Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis. pulmonary  embolism,  and  cerebral  thrombosis  and  embolism 
and  the  use  of  oral  contraceptives  There  have  been  three  principal 
studies  in  Britain'^leading  to  this  conclusion,  and  one4  in  this  country 
The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  of 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4 
in  the  United  States  found  a relative  risk  of  4 4.  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease 
without  evident  cause  as  nonusers  The  American  study  was  not 
designed  to  evaluate  a difference  between  products  However,  the 
study  suggested  that  there  might  be  an  increased  risk  of  thromboem- 
bolic disease  in  users  of  sequential  products  This  risk  cannot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable 
Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  prop- 
tosis. diplopia  or  migraine  If  examination  reveals  papilledema  or 
retinal  vascular  lesions  medication  should  be  withdrawn 
Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen  If  the  patient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy  should  be  con- 
sidered at  the  time  of  the  first  missed  period 
A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subpri- 
mate  animals  Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  treatment  with  Ovulen  or  Demulen  Therefore,  if  such 
tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  recom- 
mended that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  prepara- 
tions preexisting  uterine  fibromyomas  may  increase  in  size  Because 


these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation 
In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiag- 
nosed bleeding  per  vaginam  adequate  diagnostic  measures  are  in- 
dicated Patients  with  a history  of  psychic  depression  should 
be  carefully  observed  and  the  drug  discontinued  if  the  depression 
recurs  to  a serious  degree  Any  possible  influence  of  prolonged 
Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral 
contraceptives  The  mechanism  of  this  decrease  is  obscure  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  or  Demulen  therapy  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Ovulen  or  Demulen 
may  mask  the  onset  of  the  climacteric  The  pathologist  should  be 
advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids 
Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions  thrombophlebitis,  pulmonary  embolism  and  cerebral 
thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing seriousadverse  reactions  neuro-ocular  lesions,  e g . retinal  throm- 
bosis and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and 
after  treatment,  edema,  chloasma  or  melasma,  breast  changes  (ten- 
derness. enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic 
jaundice,  migraine,  rash  (allergic),  rise  in  blood  pressure  in  suscep- 
tible individuals  and  mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism. loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives  hepatic  function  increased  sulfobromophthalein  re- 
tention and  other  tests,  coagulation  tests  increase  in  prothrombin. 
Factors  VII,  VIII.  IX  and  X,  thyroid  function  increase  in  PBI  and  butanol 
extractable  protein  bound  iodine,  and  decrease  in  T3  uptake  values, 
metyrapone  test  and  pregnanediol  determination 
References:  1.  Royal  College  of  General  Practioners  Oral  Con- 
traception and  Thrombo-Embolic  Disease.  J Coll  Gen  Pract 
73  267-279  (May)  1967  2.  Inman.  W H W and  Vessey.  M P In- 
vestigation of  Deaths  from  Pulmonary.  Coronary,  and  Cerebral  Throm- 
bosis and  Embolism  in  Women  of  Child-Bearing  Age.  Brit  Med  J 
2 193-199  (April  27)  1968  3.  Vessey.  M P , and  Doll.  R Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit  Med  J 2 651-657  (June  14)  1969 
4.  Sartwell.  P E . Masi.  A T . Arthes.  F G . Greene.  G R . and 
Smith,  H E Thromboembolism  and  Oral  Contraceptives  An  Epi- 
demiologic Case-Control  Study.  Amer  J Epidem  90  365-380 
(Nov) 1969  1A7 
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Ohio’s  Four  Medical  Colleges 
Received  $50,000  from  AMA-ERF  in  1970 


OHIO'S  ANNUAL  CAMPAIGN  on  behalf  of 
the  American  Medical  Association  Education 
and  Research  Foundation  is  now  under  way  to 
make  it  possible  for  Medical  Education  Loan 
Guarantee  Programs.  Dr.  Philip  Hardymon.  Co- 
lumbus, is  chairman  of  the  Ohio  AMA  - ERF 
Committee,  which  includes  councilors  of  the  1 1 
Councilor  Districts  of  the  Ohio  State  Medical 
Association. 


Dr.  Hardymon 


Before  launching  Ohio’s  1971  Annual  AMA- 
ERF  campaign  drive  for  funds  for  Medical  Edu- 
cation Loan  Guarantee  Programs,  it  might  be 
well  to  quote  a few  facts  which  will  be  of  interest 
to  you. 

“The  total  grants  distributed  to  medical 
schools  through  the  end  of  the  1970  contributions 
is  $21,771,162.91.” 

“For  the  period  March,  1962  through  De- 
cember 1970  a total  of  43,631  loans  have  been 
made.  The  total  dollar  amount  is  $48,571,275.00." 

“The  four  medical  schools  in  Ohio  received 
a total  of  $50,003.00  from  AMA-ERF  in  1970 
as  follows : 

“Case  Western  Reserve  University  School  of 
Medicine — $ 1 3,798.7 1 

“Ohio  State  University  College  of  Medicine 
—$13,698.86 

“The  University  of  Cincinnati  College  of 
Medicine — $ 1 6,393.25 

“The  Medical  College  of  Ohio  at  Toledo — 
$6,112.18” 


All  this  has  been  done  by  the  private  sector 
of  the  economy  without  government  subsidy.  This 
is  an  enviable  record  which  can  be  maintained 
with  the  help  of  Ohio  physicians. 

But  first,  here  are  answers  to  some  questions 
which  you  may  have  concerning  the  Student  Loan 
Guarantee  Fund. 

Did  you  know:  . . . That  through  the  Student 
Loan  Guarantee  Fund,  the  struggling  medical  stu- 
dent may  receive  direct  financial  aid? 

Did  you  know:  . . . That  it  now  costs  about 
$5,000  per  year  to  attend  medical  school,  and 
more  than  one-third  of  the  students  come  from 
families  with  gross  incomes  of  less  than  $10,000? 

Did  you  know:  . . . That  your  contribution 
to  the  Student  Loan  Guarantee  Fund  will  be  held 
as  a guarantee  for  repayment  of  loans?  For  each 
$1.00  dollar  you  give,  another  $12.50  will  be  put 
to  work  in  loans  made  by  a commercial  bank,  and 
as  these  loans  are  repaid  the  money  is  reactivated 
to  help  other  students. 

Did  you  know:  . . . That  the  accepted  appli- 
cant becomes  eligible  for  medical  education  loans 
of  up  to  $1,500  a year?  Additional  applications 
may  be  approved  each  year  so  that  a maximum 
of  $10,000  can  be  borrowed  over  a seven  year 
period. 

Did  you  know:  . . . That  the  borrower  pays 
only  the  established  interest  rate  during  his  train- 
ing, and  has  ten  years  after  completion  of  training 
to  repay  the  principle? 

The  facts  stated  above  are  very  impressive 
and  the  AMA-ERF  student  loan  program  has  been 
designed  to  alleviate  the  financial  difficulties  of 
medical  students  and  to  encourage  career  decisions 
in  favor  of  medicine  by  utilizing  the  principle  of 
a security  fund  functioning  as  a cosigning  agency 
to  make  available  through  community  banks  rela- 
tively large  sums  of  credit  at  a low  rate  of  interest 
to  medical  students. 

Realizing  the  importance  of  keeping  medical 
education  independent  through  private  initiative 
and  voluntary  effort,  Dr.  Hardymon  and  members 
of  the  Ohio  AMA-ERF  Committee  urge  Ohio 
physicians  to  respond  generously  in  this  year’s 
campaign. 

YOU,  Doctor,  can  be  an  important  part  of 
this  program  by  contributing  now.  Where  else 
can  you  buy  so  much  for  so  little?  Just  think,  a 
contribution  of  $125  wrould  guarantee  a loan  for 
a medical  student  for  one  year.  Think  about  it!! 
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Exhibits 

Wanted 


1972  Annual  Meeting,  Ohio  State  Medical  Association 


TAO  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  Annual  Meeting  is  just  the  place  to 
display  it.  We  are  now  accepting  applications  for  the  1972  OSMA  Annual  Meeting.  Those 
eligible  to  apply  are  as  follows:  (1)  Exhibits  by  Ohio  physicians,  Ohio  medical  schools, 
hospitals  or  similar  organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies 
on  invitation;  (3)  Voluntary  health  organizations. 

Exhibits  will  be  set  up  and  viewed  at  the  Cincinnati  Exposition  Center,  200  West 
Fifth  Street,  Cincinnati.  EXHIBIT  DAYS  will  be  May  9,  10  and  11. 

Mail  applications  to  the  Ohio  State  Medical  Association,  1 7 South  High  Street, 
Suite  500,  Columbus,  Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 

7972  Annual  Meeting,  Ohio  State  Medical  Association 

Cincinnati  Exposition  Center,  Cincinnati,  Ohio,  May  8-11 

1.  Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor(s): 

Institution  (if  desired): 

City 

3.  Do  you  have  a built-in  exhibit? 

4.  Booth  Requirements:  Back  wall  All  side  walls  are  6'  deep 

(indicate  footage) 

5.  Description  of  Exhibit:  (Attach  200  word  description  to  this  blank) 

Deadline  For  Filing  Applications,  February  1,  1972 
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DOCTOR 


Your  Medical  Assistant  in  Ohio 
Can  Benefit  from  This  Organization 


HE  AMERICAN  ASSOCIATION  of  Medical 
Assistants  — Ohio  State  Society  is  an  organi- 
zation offering  benefits  both  to  medical  assistants 
and  to  their  physician-employers.  It  benefits  the 
physician  by  giving  him  a more  loyal  and  efficient 
assistant  and  one  who  will  help  further  a better 
physician-patient  relationship.  It  benefits  the  medi- 
cal assistant  through  education  programs  in  all 
phases  of  her  work. 

Founded  in  1957,  the  organization  has  grown 
steadily  and  has  broadened  the  scope  of  its  activi- 
ties. It  is  approved  by  the  Ohio  State  Medical 
Association  and  is  in  constant  communication  with 
the  profession  through  an  advisory  board  of  physi- 
cians appointed  by  The  Council  of  OSMA. 

Medical  assistants  who  wish  additional  infor- 
mation about  the  organization  are  invited  to  con- 
tact the  president,  Mrs.  Camilla  McCuiston,  60 


Wyoming  Street,  Suite  207,  Dayton  45409.  Accom- 
panying this  article  is  an  application  form  for  the 
benefit  of  assistants  who  would  like  to  apply  for 
membership. 

Physicians  who  wish  additional  information 
are  invited  to  contact  the  Ohio  State  Medical 
Association  or  the  chairman  of  the  OSMA  Ad- 
visory Committee,  William  M.  Wells,  M.D.,  241 
Hudson  Street,  Newark  43055. 

Here  is  a summary  of  the  OSSMA’s  purposes, 
membership  requirements,  benefits,  and  other 
points  of  information. 

What  Are  the  Purposes  of  OSSMA? 

1.  To  inspire  its  members  to  render  honest, 
loyal,  and  more  efficient  service  to  the  medical 
profession  and  to  the  public  which  it  serves. 

2.  To  cooperate  with  the  medical  profession 


.APPLICATION  FOR  MEMBERSHIP 
American  Association  of  Medical  Assistants  — Ohio  State  Society 


NAME— 

OFFICE  ADDRESS . 

CITY„  COUNTY__ 

RESIDENCE  ADDRESS^  _CITY 

EMPLOYER  - 

HOW  LONG  HAVE  YOU  WORKED  IN  PRESENT  POSITION? 

MY  DUTIES  CONSIST  OF 

FULL  TIME PART  TIME_ 

DATE  OF  APPLICATION 

DOCTORS  SIGNATURE 

YOUR  SIGNATURE. . 

HOME  PHONE  NUMBER. OFFICE  PHONE_ 

Mail  to:  Mi's.  Camilla  McCuiston 
President,  AAMA-OSS 
60  Wyoming  Street,  Suite  207 
Dayton,  Ohio  45409 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAIR 


GOOD 


CEREBRO-NICIN'*  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


Pentylenetetrazole. 

Nicotinic  Acid 

Ascorbic  Acid 

Thiamine  HCI 

1 -Glutamic  Acid  . . . 

Niacinamide 

Riboflavin . 


. .100  mg. 
. 100  mg. 
. .100  mg. 
. 25  mg. 
. 50  mg. 
. . 5 mg. 
2 mg. 


Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  | REFER  TO 

PDR 

Write  tor  literature  and  samples... 


THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W. 6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
rlCa  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains 

Methyl  Testosterone  2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  , 10  mg. 


Glutamic  Acid  . 50  mg 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 
REFER  TO 

PDR 


Each  red  tablet  contains: 

Methyl  Testosterone  . 5.0  mg. 


Thyroid  Ext.  (Vi  gr.)  30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-K  Android-Plus 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 

Methyl  Testosterone  .12.5  mg. 


Thyroid  Ext.  (1  gr.)  ...64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available : 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  . 2.5  mg 
Thyroid  Ext.  (V«  gr.)  . 15  mg 

Ascorbic  Acid  (Vit.C)  .250  mg 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg 

Pyridoxine  HCL 5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg 


Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Write  tor  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO., 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dimness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  m immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reference*:  1 Montesano,  P . and  Evangeli*ta,  I.  Methyltestosterone-thyroid  treatment  of  sexual 
impotence  Clin  Med  12  69.  1966  2.  Dublin,  M.  F Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5 67.  1964.  3.  Titeff.  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25  6.  1962  4 Heilman,  L . Bradlow,  H L.,  Zumoff,  B . Fukushima.  0 X.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholestaremic  effect  of  androsterone.  J Clin  Endocr  19  936, 
1959  5 Farris.  E J..  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronme  on  spermatogenesis. 
J Urol  79:863.  1958  6 Osol.  A , and  Farrar.  G E United  States  Dispensatory  (ed.  25).  Lippmcott,  Phila- 
delphia. 1955,  p 1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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in  improving  the  public  relations  of  the  medical 
profession. 

3.  To  provide  educational  and  informative 
services  to,  and  on  behalf  of,  the  members  of 
this  Society. 

4.  To  affiliate  with  the  American  Association 
of  Medical  Assistants. 

Nonprofit  and  Nonunion 

This  society  is  a nonprofit  organization.  It  is 
not.  and  shall  not  be  used  as  a collective  bargain- 
ing agent  for  its  members  in  regard  to  matters 
pertaining  to  their  employment. 

Who  Can  Belong? 

Receptionists,  secretaries,  bookkeepers,  nurses, 
technicians,  and  other  assistants  employed  by  a 
Doctor  of  Medicine  who  is  a member  of  the  Ohio 
State  Medical  Association  are  eligible  for  mem- 
bership. 

The  organization  was  formed  in  1957  with  the 
approval  of  the  Ohio  State  Medical  Association. 

What  Are  The  Benefits  of  Membership 
In  OSSMA? 

1.  Opportunity  for  continued  education,  pro- 
fessional stimulation,  status  and  prestige. 


2.  Affiliation  with  others  local,  state  and 
national  — people  engaged  in  the  same  profession 
with  interchange  of  ideas  on  how  to  be  a better 
medical  assistant. 

3.  Comprehensive  group  insurance  program 
- medical  and  surgical  coverage;  salary  replace- 
ment, major  medical;  life  insurance  through  affili- 
ation with  the  American  Association  of  Medical 
Assistants. 

4.  Bulletins  from  the  Ohio  State  Society  and 
AAMA  — ■ professional  journals  which  contain 
articles  of  interest  to  medical  assistants  with  news 
of  state  and  national  activities. 

5.  Opportunity  for  eventual  certification  (op- 
tional) . 

6.  Friendship  and  fellowship  extended  beyond 
your  city  and  county. 

Meetings 

In  May  of  each  year,  the  society  holds  an 
annual  meeting  at  which  time  a two  day  educa- 
tional program  is  provided  for  the  membership. 
Leadership  training  seminars  and  educational  sym- 
posiums are  scheduled  through  the  year  by  the 
Ohio  State  Society  and  local  component  societies. 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  Jt 5 

Methyltestosterone  N.F.-5  mg. 

Android  1 10 

Methyltestosterone  N.F.-10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/;-Hydroxy-17-Methylandrost-4-en 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SGOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development,  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  AveragMjanj^  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5.  10,  25  mg.  in  bottles  of  60,  250. 


Write  for  Literature  and  Samples 

( BRC'^CTTfc 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles,  California  90057 
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Harding  Hospital 

WORTHINGTON,  OHIO 

A fully  accredited  private  psychiatric  hospital  situated  on  45  acres  of  beautiful, 
wooded  grounds  just  ten  miles  north  of  the  state  capitol. 

THE  HARDING  HOSPITAL  PROVIDES: 

* 125  In-patient  beds  — 

* Day  Hospital  program  — 

Full  time  attending  staff  of  psychiatrists  — 

* Professionally  trained  Adjunctive  Therapy  staff  with  programs  in  occupa- 
tional, recreational  and  vocational  therapy.  (Crafts,  Fine  Arts,  Greenhouse, 
etc.) 

* Qualified  staff  of  psychologists  — 

* Social  Service  department  — 

* Consultation  and  evaluation  for  out-patients. 

For  particulars  on  rates  and  terms  or  on  specific  patients  write  or  call  — 

Harding  Hospital  - Worthington,  Ohio 

Area  Code  614  - 885-5381 

George  T.  Harding,  M.D.  Donald  L.  Hanson 

Medical  Director  Administrator 


INVESTMENT  PROGNOSIS 

The  editorial  staff  is  sorry  to  report  that  the  “Investment  Prognosis”  column  (or  the  Bull  and  the 
Bear  column)  does  not  appear  in  this  issue  of  The  Journal  because  the  author  of  this  monthly  series 
was  otherwise  committed  at  press  time. 

This  temporary  omission  brings  up  the  matter  of  readership  interest  — an  intangible  but  all- 
important  element  in  a professional  publication  such  as  The  Journal.  The  Publication  Committee 
would  be  most  interested  in  how  you  as  a reader  feel  about  a column  on  the  investment  markets  ap- 
pearing in  your  professional  publication. 

Will  you  please  drop  a note  to  The  Journal  expressing  your  views,  or  detach  the  following  cou- 
pon and  mail  it  with  your  notations: 


Publication  Committee 
Ohio  State  Medical  Journal 
1 7 S.  High  St.  — Suite  500 
Columbus,  Ohio  43215 

(D  I read  the  “Investment  Prognosis”  column  regularly. 
Q I read  it  occasionally. 

□ I do  not  read  the  column. 

My  comments  are  as  follows: 


(You  may  sign  your  name,  but  need  not  do  so) 
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Obituaries 


Rex  Warren  Beard,  M.D.,  Pioneer;  Starling 
Medical  College,  Columbus,  1914;  aged  80;  died 
September  8;  former  member  of  the  Ohio  State 
Medical  Association;  native  of  the  Pioneer  com- 
munity in  Williams  County  and  practitioner  there 
for  57  years;  veteran  of  World  War  I. 

Nial  Lanson  Burrell,  M.D.,  Springfield;  Ohio 
State  University  College  of  Medicine,  1919;  aged 
75;  died  September  21;  member  of  OSMA  and 
AMA;  Fellow  of  American  College  of  Surgeons; 
diplomate,  American  Board  of  Urology;  practi- 
tioner of  long  standing  in  the  Springfield  area 
where  he  specialized  in  urology;  past  president  of 
the  Clark  County  Medical  Society  and  past  presi- 
dent of  the  Central  Ohio  Urological  Society. 

James  Ford  Busby,  M.D.,  Newark;  Johns 
Hopkins  University  School  of  Medicine,  1922; 
aged  74;  died  August  8;  former  member  of 
OSMA;  member,  American  Thoracic  Society;  Fel- 
low, American  College  of  Chest  Physicians;  direc- 
tor of  Licking  County  Tuberculosis  Hospital  from 
1935  to  1951;  later  TB  controller  for  Wayne 
County,  Mich.;  and  recently  resident  again  of 
Newark. 


Ivor  Maclvor  Campbell,  M.D.,  Portland, 
Oregon;  University  of  Toronto,  Faculty  of  Medi- 
cine, Canada,  1926;  aged  73;  died  September  1; 
diplomate  of  the  American  Board  of  Psychiatry; 
resident  of  Mogadore  and  practitioner  in  the 
Akron  area  many  years  ago. 

Lawrence  Robert  Cornelius,  M.D.,  Lajolla, 
Calif.;  University  of  Cincinnati  College  of  Medi- 
cine, 1952;  aged  49;  died  September  4 in  a plane 
crash  in  Alaska;  former  member  of  OSMA;  prac- 
ticed in  Greenfield  and  took  residency  work  in 
Columbus  before  leaving  the  state  in  the  mid- 
1 950’s.  One  of  his  sons,  Thomas  was  killed  with 
him  in  the  accident. 

Paul  August  Murr,  M.D.,  Monroe;  Eclectic 
Medical  College,  Cincinnati,  1911;  aged  82;  died 
August  29;  former  member  of  OSMA;  practiced 
in  Gabon,  Crawford  County,  from  1915  to  the 
1940’s. 

Wayne  Brill  Reynolds,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1952;  aged  44;  died  September  12;  member  of 
OSMA;  American  Society  of  Anesthesiologists, 
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International  Anesthesia  Research  Society;  Fellow, 
American  College  of  Anesthetists;  diplomate, 
American  Board  of  Anesthesiology;  practitioner 
in  the  Cleveland- Lakewnod  area;  veteran  of 
World  War  II. 

Franklin  Lloyd  Shively,  Sr.,  Dayton;  North- 
western University  Medical  School,  1914;  aged 
84;  died  August  30;  member  of  OSMA  and  AMA; 
native  of  Dayton  and  a practicing  physician  and 
surgeon  there  for  some  40  years  before  his  retire- 
ment; later  engaged  in  research  in  the  cancer 
field.  .Among  survivors  are  his  son,  Dr.  Frank 
L.  Shively,  Jr.,  also  of  Dayton. 


Eliot  Tuckerman  Stadler,  M.D.,  Ashville, 
Maine;  Western  Reserve  University  School  of 
Medicine,  1963;  aged  35;  died  September  10  as 
the  result  of  injuries  sustained  in  a fall;  prac- 
titioner in  the  Ashville-Ellsworth  area  of  Maine. 

Harry  Albert  Tagett,  M.D.,  Ashtabula;  Uni- 
versity of  Rochester  School  of  Medicine,  1932; 
aged  68;  died  September  9;  member  of  OSMA 
and  AMA;  practitioner  of  long  standing  in  Ashta- 
bula and  health  commissioner  for  some  17  years; 
past  president  of  the  Ashtabula  County  Medical 
Society.  Dr.  John  Tagett.  of  Crosse  Isle,  Mich., 
is  a son. 
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the  active  ingredients  are  released 
over  a period  of  6 to  8 hours 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  in  some  cases  fo"owed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usuaFly  transient.  Nausea  caused  by  high  acidity  can 
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OFFICIAL  NEWSLETTER  OF  THE  OHIO  STATE 
17  SOUTH  HIGH  STREET 


MEDICAL  ASSOCIATION 
COLUMBUS,  OHIO  43215 


October  11,  1971 


Dear  Doctor: 

The  Council  of  the  Ohio  State  Medical  Association  has  been  made  aware  of  misunder- 
standings and  accusations  regarding  certain  actions  of  The  Council  and  its  members. 

The  Council  emphatically  states  that  these  remarks  have  been  composed  of  half-truths, 
quoted  out  of  context.  The  remarks  are  baseless  and  are  damaging  to  the  best  interests  of  the 
Ohio  State  Medical  Association  and  its  members. 

We  members  of  Council  therefore  request  and  urge  that  all  physicians  study  the  following 
information  carefully.  We  urge  you  not  to  accept  statements  on  the  basis  of  emotional  outbursts 
from  inadequately  informed  sources. 


WHAT  IS  THE  ISSUE? 


The  issue  is  H.  R,  7182,  United  States  Congress.  The  bill  is  designed  to  provide  that  non- 
profit medical  associations  or  similar  organizations  sponsored  by  medical  associations  conduct 
professional  standards  review  of  medical  services  and  health  care  services  and  facilities  paid  for 
by  federal  tax  dollars.  It  was  introduced  by  two  conservative,  medically-oriented  Ohio  Congress- 
men: Rep.  Sam  Devine  (12th  District)  and  Rep.  Jackson  Betts  (8th  District).  It  was  introduced 

at  the  request  of  OSMA.  It  was  referred  to  the  House  Ways  and  Means  Committee. 

MEDICINE  GIVEN  SECOND  CHANCE 

Before  discussing  the  provisions  of  H.  R.  7182,  it  is  essential  to  review  developments  in 
this  area.  In  1970,  Senator  Wallace  Bennett  of  Utah  introduced  the  Bennett  Amendment,  which 
would  have  provided  review  of  medicare  services  and  facilities  by  non-medical  groups  created 
and  controlled  by  the  U.  S.  Department  of  Health,  Education  and  Welfare.  Medicine  would 
have  no  voice  in  the  administration  of  this  program.  The  Bennett  Amendment  was  considered 
certain  of  passage  in  1970.  Only  the  last  minute  debate  over  the  supersonic  transport  prevented 
the  amendment  from  getting  to  the  Senate  floor  in  the  final  days  of  the  1970  session  of  Congress. 

THE  IDEAL  VS.  THE  PRACTICAL 


Ideally,  medicine  should  not  have  to  face  any  situation  where  professional  services  are 
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reviewed  by  anyone  other  than  a physician's  peers.  Your  Council  took  steps  to  incorporate  this 
ideal  in  some  practical  legislation- -H.  R.  7182.  It  is  practical  because  experienced  Washington 
sources  state  that  PSRO-type  legislation,  possibly  the  Bennett  Amendment--will  be  enacted  by 
Congress  yet  this  year.  Your  Council  believes  firmly  that,  inasmuch  as  there  will  be  some  type 
of  legislation,  the  physician,  as  director  of  the  medical  and  health  care  given  the  patient,  also 
must  be  the  director  of  professional  review  of  these  services.  Rep.  Devine,  Rep.  Betts  and  other 
distinguished  Congressmen  agree  with  this  stand.  H.  R.  7182  accomplishes  this  goal. 

You  were  informed  of  the  formulation  and  introduction  of  H.  R.  7182  in  The  Ohio  State 
Medical  Journal  and  in  the  OSMAgram. 

H.  R.  7182  VS.  BENNETT  AMENDMENT 

The  prime  advantage  to  medicine  in  H.  R.  7182  is  clearly  demonstrated  in  a letter 
Senator  Bennett  recently  addressed  to  Rep.  Devine.  In  his  letter  Sen.  Bennett  stated: 

"Essentially,  there  are  two  differences  (in  the  proposals).  The  first  grows  out  of  the 
fact  that  your  bill  would  add  to  the  responsibilities  of  the  PSRO  the  obligation  to  review  financial 
costs.  The  second  would  change  the  method  of  selecting  the  PSRO,  taking  it  out  from  under  the 
control  of  the  Department  of  HEW  and  putting  it  into  the  hands  of  the  state  medical  associations 
(our  underlining  added  for  emphasis), 

"The  first  idea  is  one  that  I am  sure  we  will  explore  when  the  Finance  Committee  takes 
up  that  part  of  the  bill.  The  second  part  I would  oppose  vigorously.  I do  not  think  it  is  proper  to 
turn  over  to  any  self-appointed  organization  outside  of  government  the  ultimate  responsibility  for 
enforcing  the  law  ..." 

What  Senator  Bennett  also  could  have  emphasized  is  that  H.  R.  7182  does  (and  his  amend- 
ment does  not)  provide  that  the  State  Medical  Association  or  its  PSRO  organization  shall  cooperate 
with  and  work  closely  with  the  duly  constituted  committees  and  organizations  of  county  medical 
societies  and  with  hospital  medical  staffs. 

HEART  OF  H.  R.  7182 

It  is  of  paramount  interest  to  every  physician  that  he  be  aware  of  the  heart  of  H.R.  7182, 
namely,  Section  1152  (e)  which  states: 
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"No  Professional  Standards  Review  Organization  shall 
utilize  the  services  of  any  individual  who  is  not  a duly  licensed 
practicing  physician  to  make  final  determinations  with  respect  to 
professional  conduct  of  any  physician,  or  any  act  performed  by  any 
physician  in  the  exercise  of  his  profession,  nor  utilize  the  services 
of  any  individual  who  is  not  a duly  licensed  professional  person  in 
making  determinations  with  respect  to  a specific  profession  (including 
determinations  with  respect  to  dental  care,  eye  care,  radiological 
services,  drug  prescriptions,  or  any  other  service  regularly  licensed 
by  government  authorities." 


HEARINGS  THIS  MONTH 

We  have  been  informed  that  the  House  Ways  and  Means  Committee  has  scheduled  October 
hearings  on  PSRO  legislation.  OSMA  has  formally  requested  that  it  be  permitted  to  testify  at 
these  hearings. 

HEW  PLANS  PERMANENT  FEE  CONTROLS 

On  October  3,  U.  S.  Secretary  of  Health,  Education  and  Welfare  Elliot  L.  Richardson  flatly 
stated,  on  a national  television  network,  that  the  second  phase  of  the  Nixon  administration's 
wage-price  freeze  will  include  controls  on  physicians'  fees  and  legislation  to  provide  for 
permanent  control  of  medical  costs. 

METHOD  OF  IMPLEMENTATION 

Council  is  painfully  aware  of  the  dangers  of  government-controlled  peer  review  programs. 
Council  has  properly  held  that  any  peer  review,  to  be  acceptable  and  effective,  must  be  the 
province  of  physicians.  Council  concluded  that  organized  medicine,  given  authority  and  responsibility 
to  act,  can  demonstrate  its  capacity  to  perform  effectively  and  positively.  The  alternative- -lay 
controlled  peer  review  under  government  dictation  — is  unacceptable,  insulting  to  physicians  and 
not  in  the  best  interests  of  the  patient. 

ACTING  RATHER  THAN  REACTING 

Too  often,  we  in  medicine  have  found  ourselves  in  the  position  of  reacting  to  unfavorable 
laws  rather  than  acting  to  seek  passage  of  favorable  laws.  In  this  instance,  OSMA  is  acting,  and 
is  prepared  for  future  action. 

MEDICAL  ADVANCES  INSTITUTE 

The  formation  of  Medical  Advances  Institute  was  approved  by  The  Council  as  an  OSMA- 
sponsored  non-profit  corporation  July  18-19,  1970.  Its  purpose  is  "To  promote  the  social  and 
general  welfare,  including  training,  education  and  research  in  the  fields  of  medicine  and  personal 
and  public  health;  * * *.  " 
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Medical  Advances  Institute  is  formed  not  only--and  not  primarily- -to  function  as  a 


PSRO  administrator.  It  is  authorized  to  conduct  programs  and  studies  in  many  areas,  including 
projects  to  demonstrate  the  outstanding  effectiveness  of  the  present  system  of  medical  care. 
Private  practitioners  too  often  are  at  the  mercy  of  government  and  public  agencies  when  it  comes 
to  making  studies  of  our  health  care  delivery  system.  Medical  Advances  Institute  offers  medicine 
the  opportunity  to  investigate  and  to  publicize  its  own  findings,  and  to  challenge,  when  necessary, 
other  findings. 


separate  corporation  to  carry  out  a major  mission.  It  demonstrates  that  physician-directed 
programs  can  get  the  job  done.  The  Council  recognized  this  in  concluding  that  a separate 
corporation  should  administer  PSRO  responsibilities.  The  result  is  Medical  Advances  Institute. 


regard  to  H.  R.  7182.  This  is  grossly  unsound.  Reading,  investigation  and  analysis  of 
established  facts  are  the  very  lifeblood  of  the  professional  physician.  Apply  this  same  profes- 
sionalism in  making  your  decision  as  to  H.R.  7182. 

These  steps--H.R.  7182  and  Medical  Advances  Institute  - -were  taken  by  the  Council  only 
after  very  lengthy  and  very  serious  investigation,  evaluation  and  consideration.  The  Council, 
of  course,  also  considered  the  alternatives.  These  steps  were  not  taken  lightly. 

The  Council  welcomes  inquiries  and  responsible  criticism.  The  Council  welcomes 
opportunities  for  its  Councilors  to  discuss  these  matters  before  county  medical  societies, 
specialty  societies  and  hospital  medical  staffs. 

The  Council  urges  you  to  familiarize  yourself  with  H.R.  7182  and  its  dangerous 
alternative- -Bennett  type  legislation. 

Without  H.R.  7182,  there  is  no  alternative. 


NOW  IS  THE  TIME  FOR  ALL  PHYSICIANS  TO  COME  TO  THE  AID  OF  THEIR  PROFESSION 


Ohio  Medical  Indemnity  represents  a tremendous  success  in  OSMA's  establishment  of  a 


To  repeat  for  emphasis,  much  innuendo  and  false  information  are  being  circulated  in 


On  Behalf  of  The  Council 


P.  John  Robechek,  M.  D. 
President 

Ohio  State  Medical  Association 
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Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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move  up  to 
“the  Robinul 
response” 


when  lower 
Erl  symptoms 
demand 
a potent 
synthetic 
antispasmodic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind” 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul’2mg. 

FortC  (glycopyrrolate) 

INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
dicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
:ute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
ailable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
ended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 

I gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
ncreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
ndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
ay  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
n,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
rte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
aucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
urred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
ugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
sss,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
blet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
atient’s  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
quired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
HR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glydopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
blets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  ^ J^Qg||^5 


if  skin  is  infected, 
or  open  to  infection... 

choose  the  topicals 
that  give  your  patient- 


^ broad  antibacterial  activity  against 
susceptible  skin  invaders 
% lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

NcOSpOnil  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

finishing  Cream  Base 

Neosporin-G  c kL 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 


Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Apprc 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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Woman’s  Auxiliary  Highlights 

By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


T)PRHAPS  what  I'm  about  to  quote  doesn’t 
strictly  “belong”  here.  Yet,  surely,  anything 
that  has  to  do  with  Thanksgiving  belongs  any- 
where and  everywhere.  In  just  a few  weeks,  we 
shall  be  celebrating  that  warm  and  festive  holiday. 
Recently,  I came  across  a rather  unique  and  long- 
ago  comment  on  Thanksgiving  that  was  voiced  by 
the  incomparable  O.  Henry: 

“There  is  one  day  that  is  ours.  There  is  one 
day  when  all  we  Americans  who  are  not  self- 
made  go  back  to  the  old  home  to  eat  saleratus 
(baking  soda)  biscuits  and  marvel  how  much 
nearer  to  the  porch  the  old  pump  looks  than  it 
used  to.  Thanksgiving  is  the  one  day  that  is 
purely  American.” 

Because  this  is  a time  when  we  should  be 
acutely  aware  of  how  much  we  have  to  be  thank- 
ful for,  it  would  seem  a most  fitting  time  to  offer 
grateful  thanks  to  the  doctors  of  America  for  their 
skills,  their  dedication,  their  efforts.  It  would  seem 
a most  fitting  time  too  thank  them  for  permitting 
us  — the  auxiliary  of  doctors’  wives  — to  help 
serve  their  profession. 

Fall  Conference 

It’s  been  here  (September  28)  and  it's  gone, 
but  “the  melody  lingers  on,”  as  it  should,  for  all 
the  coming  months.  Doctors’  wives  who  attended 
this  meeting  heard  no  idle  chatter.  It  was  in- 
formation carefully  worked  out  and  evaluated 
after  considerable  study  and  thought  by  the  state 


officers  and  state  chairmen.  It  was,  in  a sense, 
a vitamin-packed  tonic! 

Everything  done  at  Fall  Fact  Forum  was 
geared  to  one  purpose:  to  help  each  county  auxili- 
ary, regardless  of  size.  There  was  the  opportunity 
to  meet  representatives  from  all  over  the  state 
and  for  the  exchange  of  ideas  — a down-to-earth 
chance  to  engage  in  those  “bull  sessions”  that 
can  be  productive  of  so  much  good.  A salute  to 
Mrs.  L.  A.  Loria,  in  charge  of  the  Forum,  and 
her  two  cochairmen:  Mrs.  Steven  Pollis  and  Mrs. 
Ted  Russell,  Trumbull  County. 

The  all-day  program  of  sessions  included: 
Community  Health,  AMA-ERF,  Legislation,  Safe- 
ty, Children  and  Youth,  Membership,  Mental 
Health,  Health  Careers,  International  Plealth, 
Program,  Parliamentary'  Procedure,  Auxiliary 
News  and  Publicity. 

Robert  Lang,  Ph.D.,  executive  secretary  of 
the  Cleveland  Academy  of  Medicine,  was  the 
luncheon  speaker.  Himself  a dynamic  speaker,  he 
discussed  “Stand  Up  - — Speak  Up.”  Here  are 
some  of  his  pithy  remarks: 

“Stand  tall  to  be  seen,  speak  up  to  be  heard, 
sit  down  fast  to  be  appreciated  . . . (quoting  Dr. 
Joseph  Boyle  of  Los  Angeles)  — - all  of  you  people 
who  think  you  know  what  you're  doing  exasperate 
those  who  know  what  they’re  doing  . . . the 
auxiliary  can  be  one  of  the  strongest  arms  of  the 
county  medical  society  . . . doctors’  wives  can 
make  the  impact  that  will  unite  the  public  behind 
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the  medical  profession  . . . (hints  about  how  to 
become  an  effective  speaker)  — force  yourself  to 
relax,  keep  your  voice  at  a normal  pitch,  use 
your  nervous  tension  to  make  you  a sharper 
person,  look  at  your  audience,  believe  in  what 
you  want  to  say,  stand  up,  speak  up,  don’t  shut 
up,  keeping  talking,  it  will  pay  off  . . . this  group 
has  the  opportunity  to  put  into  motion  any 
number  of  effective  programs  . . . you’ve  never 
been  needed  more  . . 


Around  the  State 

Butler  County’s  September  newsletter  is  an 
excellent  example  of  good  communication  among 
local  auxiliary  members.  It  was  interesting  and 
it  was  informative.  The  group’s  first  meeting  of 
the  new  auxiliary  year  was  a Champagne  Brunch 
at  the  home  of  Mrs.  Brady  Randolph.  Carmen 
Cohen  was  the  guest  speaker  who  discussed  ESP. 
Mrs.  Russell  L.  Wiessinger,  state  president,  was 
honored  guest.  There  was  a short  business  meeting 
following  the  program,  presided  over  by  Mrs.  C. 
Donald  Stevens,  president.  There  was  an  execu- 
tive board  meeting  at  the  home  of  Mrs.  Stevens 
on  September  9. 


— “Club  frees  Row”  — 

Nineteen  volunteers  from  the  Cuyahoga 
County  auxiliary  manned  the  AMA  booth  at  the 
convention  of  the  National  Business  and  Profes- 
sional Women  at  the  Sheraton-Cleveland  Hotel  in 
July.  Health  education  pamphlets  were  displayed 
as  were  booklets  explaining  Medicredit  and  a de- 
scription of  the  AMA’s  objectives  and  member- 
ship. 

A briefing  session  was  held  in  advance  by 
James  Imboden  of  the  AMA  Field  Service.  Mrs. 
C.  A.  Colombi,  past  state  president  and  former 
Community  Service  chairman  for  the  National 
auxiliary,  chaired  the  project  in  Cleveland  (a 
first),  assisted  by  Cuyahoga’s  auxiliary  president, 
Mrs.  Paul  Chrenka. 

Another  project  in  which  the  Cuyahoga 
group  participated  was  the  “Club  7 rees  Row”  in 
Cleveland  (a  pilot  venture).  Each  women’s  club 
contributed  at  least  $25  for  a flowering  pear  tree 
placed  in  a planter  between  E.  13th  and  E.  18th 
Streets  in  downtown  Cleveland.  The  Women’s 
City  Club  (of  which  Vi  Colombi  is  president)  co- 
ordinated the  project  and  has  also  added  to  Club 
Trees  Row  begonias,  geraniums  and  petunias. 

The  ribbon  cutting  at  the  dedication  cere- 
monies in  August  was  shared  by  Mrs.  Colombi 
and  Edward  J.  Baugh,  Cleveland  Properties  Di- 
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rector.  M rs.  Chrenka  represented  the  doctors’ 
wives  auxiliary  at  the  dedication. 

Tail-Gate  Picnic 

That  rather  provocative  designation  of  Ham- 
ilton County’s  luncheon  on  October  19  featured 
not  only  a tempting  cuisine  but  a “Down  Memory 
Lane”  musical  program  with  the  Medi-Chords 
and  Medi- Larks  (the  Academy’s  orchestra  and 
the  auxiliary’s  choral  group).  It  all  took  place 
at  the  Maple  Ridge  Lodge,  McFarland  Woods  in 
Mt.  Airy.  Chairman  of  the  Day  was  Mrs.  Owen 
L.  Brown;  program  chairman,  Mrs.  Maurice  D. 
Marsh;  decorations  and  hostesses,  Mrs.  Edward 
A.  Rowat. 

Mrs.  Rowat,  also  chairman  of  the  auxiliary’s 
Mock  Disaster  Day  participation  on  October  2, 
was  the  subject  of  a feature  article  in  the  Cincin- 
nati Post  on  September  29.  “No  Disaster  with  this 
Dobos  torte”  headlined  Post’s  writer,  Margaret 
Weaver,  who  featured  Mrs.  Rowan’s  eight-layer 
Austrian  Dobos  Torte,  along  with  a couple  of 
Mrs.  Rowat’s  other  favorite  recipes.  The  article 
had  an  accompanying  photograph. 

On  August  5,  the  women’s  editor  of  the  Cin- 
cinnati Enquirer  presented  a feature  story  on  the 
Hamilton  County  auxiliary  that  detailed  the 
organization’s  program  this  auxiliary  year.  There 
w'as  a large  “action”  photograph  of  Mrs.  Emil 
Barrows,  president-elect;  Mrs.  Richard  Wendel, 
corresponding  secretary;  Mrs.  Ben  Yamaguchi, 
Jr.,  and  Mrs.  James  Wiseman,  directors.  Both 
newspaper  stories  were  four  columns  wide  and 
occupied  the  greater  part  of  the  page. 

Another  very  good  auxiliary  newsletter  is  that 
of  the  Hamilton  group  which  is  cleverly  illustrated 
(w’onder  who’s  responsible  for  the  effective  draw- 
ings?) I cannot  stress  often  enough  the  value  and 
effectiveness  of  the  county  newsletter.  No  auxiliary 
is  too  small  to  have  one  . . . 

Study  Groups 

The  Lucas  County  auxiliary  is  once  again  of- 
fering a number  of  study  groups  for  its  members, 
based  on  interest  and  hobbies.  Among  those  in- 
cluded for  this  year  are:  Antiques  and  Art  Glass, 
Art  Classes,  Beauty  Through  Ballet,  Bridge,  Ce- 
ramics and  Sculpture,  Flying  School.  This  has 
been,  for  some  time,  a most  successful  venture  for 
the  Toledo  area  doctors’  wives.  Such  a stimulating 
program  deserves  to  be  copied  elsewhere! 

Just  as  the  State  Auxiliary  has  its  own  pages 
in  the  Ohio  State  Medical  Journal,  so  do  the 
Lucas  County  women  — in  the  monthly  Bulletin 
of  the  Academy  of  Medicine  of  Toledo  and  Lucas 
County.  There  is  always  a special  letter  to  the 
auxiliary  members  from  the  President,  Marge 
Cooke.  There  are  “Dates  to  Remember.”  There 


L 


Still  serving... 


Miltown 

(meprobamate) 

WALLACE  PHARMACEUTICALS  Wi 
Cronbury,  N.J.  08512 


are  detailed  activities  of  the  members.  There  are 
committee  reports.  There  are  ever  so  many  in- 
teresting news  items.  Like:  The  Invitational 

Dessert  on  April  1 1 will  have  as  guest  speaker  no 
less  a person  than  Mrs.  George  Romney  of  Wash- 
ington, D.C.;  Mobile  Meals  has  a new  food  base 
at  Parkview  Hospital  — the  sixth  base  where  food 
may  be  obtained  under  the  supervision  of  a dieti- 
cian; the  November  program  will  feature  an  en- 
tertaining afternoon  with  the  Mrs.  Woody  Hayes 
of  Columbus;  the  Project  Hope  committee  had  its 
“Telephone  Bridge”  on  October  20th  and  21st. 
(This  year  the  husbands  were  let  in  on  the  fun 
by  having  two  sets  of  parties  on  two  successive 
days  — an  afternoon  affair  with  the  “girls”  and 
the  “husbands  and  wives”  groups  the  next  eve- 
ning.) 

Northeastward 

The  Stark  County  auxiliary  has  sent  out  to 
its  membership  a “News  Capsule,”  highlighting 
meetings  to  come,  as  well  as  detailing  activities 
and  fund-raising  projects.  The  September  meet- 
ing on  the  21st  was  called  “tea  time”  and  held 
at  the  home  of  Mrs.  Clarence  V.  Smith.  It  was 
a time  for  getting  reacquainted  and  chatting  about 
vacations  and  families  and  college  and  grandchil- 
dren. Four  new  members  have  been  welcomed  into 
the  Stark  county  group:  Mrs.  Thomas  Hoover, 
Mrs.  Alexander  Kovac,  Mrs.  Guardo  LaFont  and 
Mrs.  James  Stanforth. 

Seven  girls  were  interviewed  and  accepted 
for  the  group’s  Student  Loan  Fund.  This  involves 
a total  expenditure  of  $5,075  plus  renewed  loans 
for  four  others,  a matter  of  another  $2100.  Nice 
going!  Nice  giving! 

Trumbull  County’s  fine  newsletter  opened 
with  these  significant  words  from  a Chinese 
proverb:  “All  the  flowers  of  all  the  tomorrows  are 
in  the  seeds  of  today.” 

We  usually  do  not  go  back  too  many  months 
in  reporting  special  activities  — at  least,  not  as 
far  back  as  six  months!  But  Trumbull’s  Gardenia 
Ball  report  as  given  in  its  September  newsletter 
is  worthy  of  mention,  even  at  this  late  date! 
Saturday  night,  May  1,  was  the  “when.”  The 
place  was  the  Avalon  Inn,  decorated  with  large 
multicolor  poppies  and  hurricane  lamps.  “After 
the  ball  was  over,”  a buffet  breakfast  was  served 
from  a table  enhanced  with  tall  candelabra  and 
fresh  spring  flower  arrangements.  Over  one  hun- 
dred members  and  guests  attended  the  ball.  Each 


lady  received  a fresh  gardenia  corsage.  And  best 
of  all  — there  was  $1316.00  in  the  way  of  profit 
for  the  group’s  special  projects. 

A Thought 

Mrs.  Chester  Young,  the  National  Auxiliary’s 
North  Central  Regional  Vice-President,  attended 
Fall  Fact  Forum  this  year.  In  her  talk  before 
Ohio’s  doctors'  wives  on  the  subject  of  member- 
ship, she  emphasized  over  and  over  “friendliness 
for  each  other.”  Here  is  one  of  her  thought-pro- 
voking statements:  “We  must  like  each  other  if 
we  are  to  work  for  and  with  each  other.”  Some- 
thing worth  mulling  over,  don’t  you  think? 
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Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  othei 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modem 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
o/o  The  Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER  OR  INTERNIST — 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi.  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 
13.000  students,  modern  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  o/o  The  Ohio  State  Medical  Journal. 


RETIRED  RADIOLOGIST  has  building  equip- 
ment for  sale.  Located  at  328  E.  State  St.,  Columbus, 
Ohio  across  from  Grant  Hospital.  Suitable  for  Radiolo- 
gist, Internist  or  Orthopedist.  Contact  Dr.  W.  H.  Miller. 
328  E.  State  St.,  Columbus  (614)  221-3743. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  2 or  3 days  each  week.  Ohio  license  re- 
quired. Ohio  Blood  Plasma,  Inc.,  1130  Main  St.,  Cin- 
cinnati, Ohio  45210,  Phone  (513)  651-2470. 


EMERGENCY  CENTER  PHYSICIANS,  full  time 
for  Lake  County  Memorial  Hospitals,  Painesville  and 
Willoughby,  Ohio.  $25,000  minimum  salary,  malpractice 
insurance  paid,  hospitalization-retirement  benefits;  to 
join  Emergency  Center  Group,  two  hospitals  with  25,000 
patients  per  year.  Contact  William  E.  Fletcher,  M.D., 
89  E.  High  Street,  Painesville.  Ohio,  telephone  (216) 
354-3100. 


BRISTOLVILLE,  OHIO:  General  practice  for  sale 
due  to  poor  health.  Fully  equipped  office  including 
laboratory,  x-ray,  EKG,  and  more.  Population  approxi- 
mately 2500  with  another  5000  to  draw  from.  Office 
building,  land  and  small  upstairs  apartment  available 
w'ith  practice.  Within  only  12  miles  to  two  1st  class 
hospitals  in  Warren.  Ohio.  Call  216-849-2881,  Tuesday. 
Thursday  or  Saturday,  9:30  A.M.  to  1 P.M. 


ASHLAND,  OHIO  — FOR  RENT.  Physician  s 
office  in  modern  professional  building,  7 rooms,  1100 
sq.  ft.,  central  air  conditioning,  near  hospital.  Excellent 
practice  opportunities  for  GP  or  specialist  in  growing 
semi-rural  college  community.  Reply  Henry-  C.  Chalfant. 
M.D..  309  Arthur  Street.  Ashland.  Ohio  44805. 


FAMILY  PRACTICE  RESIDENCY  — Just  ap- 
proved — openings  at  all  levels  — can  start  immediately 
— for  details  contact:  A.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Hospital,  309  E. 
State.  Columbus,  Ohio  43215. 


GENERAL  PRACTITIONER  OR  INTERNIST 
WANTED  to  acquire  excellent  solo  practice  in  four 
unit  professional  building.  Retiring  from  long-established 
general  practice  July,  1972.  Personal  interview  neces- 
sary to  appreciate  opportunity  and  terms  offered.  Con- 
tact: R.  N.  Whitehead,  M.D..  911  W.  Wooster  St., 
Bowling  Green,  Ohio  43402. 


OUTPATIENT  SERVICE  STAFF  PHYSICIAN 
with  primary  responsibility  for  examination  of  applicants 
to  determine  medical  eligibility  for  hospitalization  and 
other  VA  benefits.  216  bed  modern  general  hospital 
with  active  medical  and  surgical  services.  Salary  de- 
pendent upon  qualifications.  Excellent  fringe  benefits. 
Can  pay  moving  expenses.  License  any  state  required. 
Equal  opportunity  employer.  Contact  Hospital  Director. 
Veterans  Administration  Hospital.  Fort  Wayne.  Indiana 
46805,  or  call  (219)  743-5431,  Extension  310. 
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CLASSIFIED  ADVERTISEMENTS 

(Continued  from  Previous  Page) 


EMERGENCY  ROOM  PHYSICIAN  — IMMEDI- 
ATE FULL  TIME  to  complete  staff  of  modern  515  bed 
community  hospital.  Ohio  licensure  necessary.  $32,000- 
$34,000  per  annum  plus  excellent  fringe  benefits.  Con- 
tact Canton  Emergency  Physicians,  Inc.,  P.O.  Box  305. 
Canton,  Ohio  44701. 


BOWLING  GREEN,  OHIO  needs  General  Prac- 
titioners, Internists,  and  Pediatricians.  Solo,  Partnership 
and  Corporate  Practice  arrangements  are  available.  We 
are  a college  town  of  20,000  with  drawing  area  of  60,- 
000.  Contact  Wm.  E.  Culbertson,  Administrator,  Wood 
County  Memorial  Hospital  in  Bowling  Green,  Ohio  for 
further  information. 


WANTED  — - family  physicians,  internist,  pediatri- 
cian, and  orthopedist  for  solo  but  medically  congenial 
practice  in  128  bed  JCAH  accredited  hospital  in  well 
located  southern  Indiana  city.  Contact:  Maury  Gray. 

Adm..  Dunn  Memorial  Hospital.  Bedford.  Indiana  47421. 


WANTED — -Anesthesiologist  — Certified;  230-bed 
acute  general  hospital.  Surgical  and  obstetrical 
anesthesia.  To  $40,000  guarantee,  fee  for  service 
thereafter.  Excellent  community  for  family.  Phone 
collect,  419-423-2311  or  write  to:  Mr.  William 

Ruse,  Administrator,  Blanchard  Valley  Hospital,  145 
West  Wallace,  Findlay,  Ohio  45840 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 


CITY  PHYSICIAN:  For  employment  exam  center 
and  public  health  consultation.  Attractive  to  physician 
who  wants  limited  standard  work  week.  Send  resume  and 
salary  expected  to  D.  L.  Sherman,  Personnel  Director, 
City  Hall,  Dearborn,  Mich  48126  or  call  Area  313 
I.U  4-1200. 


PSYCHIATRIST 

Public  agency  in  Cleveland  seeks  full  or  part-time 
psychiatrist  for  diagnostic  work  with  adolescents. 
Please  state  salary  desired.  Reply:  Box  634,  c/o 
Ohio  State  Medical  Journal 


PHYSICIAN  wanted  for  Outpatient  Service,  Cleve- 
land Veterans  Administration  Hospital.  10701  East  Blvd.. 
Cleveland,  Ohio  44106.  40-hour  week;  excellent  fringe 
benefits,  retirement  program.  Hospital  affiliated  with 
nearby  Case  Western  Reserve  University.  Allowance  for 
moving  expense.  Salary  depending  on  qualifications. 
Non-discrimination  employment.  Contact  Chief,  Outpa- 
tient Service,  Area  Code  216-791-3800,  Ext.  265. 


EMERGENCY  ROOM  PHYSICIAN  WANTED  to 
complete  4-man  group.  Present  group  successfully 
servicing  2 accredited  hospitals.  $30,000  annual 
guaranteed  salary.  Ohio  license  required  and  fluency 
in  English.  Could  be  opportunity  for  physician  com- 
pleting residency  in  surgery  or  other  specialty  to 
become  known  in  community  prior  to  establishing 
private  practice.  Hospitals  will  assist  with  relocation. 
If  interested,  write  Michael  J.  Kirk,  M.D.,  Chief  of 
Emergency  Physicians’  Service,  1805  27  th  Street, 
Portsmouth,  Ohio  45662,  and  include  brief  resume. 


NEW  OFFICE  BUILDINGS 

Seven  prime  locations  in  COLUMBUS  and  build- 
ing number  eight,  also  building  in  SPRINGFIELD 
opposite  the  hospital.  Your  office  space  set  up  to 
meet  your  requirements.  To  lease  contact:  Robert 
Beck  (614)  861-8400,  FEITLINGER-HALL,  5150  E. 
Main  St.,  Columbus,  Ohio  43213 


PSYCHIATRIC  RESIDENCIES  — Excellent,  ap- 
proved psychiatric  training;  both  demanding  and  clini- 
cally rich  with  a stimulating,  well-balanced  program. 
Affiliated  with  Michigan  State  University’s  College  of 
Human  Medicine.  The  setting  is  a culturally  satisfying 
community;  the  serene,  scenic  Grand  Traverse  Bay  area. 
Three-year  plan:  $12,215  to  $13,885;  five-year  plan: 
$13,927  to  $26,121.  Contact  Dr.  Paul  E.  Kauffman, 
Director  of  Psychiatric  Training,  Room  (167),  Traverse 
City  State  Hospital,  Traverse  City,  Michigan  49684. 
Phone:  (616)  947-5550.  An  equal  opportunity  em- 

ployer. 


38  YEARS  OLD.  BOARD  ELIGIBLE  OB-GYN 
desires  to  associate;  leading  to  partnership  in  Ohio. 
Address:  27020  Cedar  Rd  . Suite  115,  Beachwood. 
Ohio  44124. 
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When  doctors  speak... 
Medicenter  listens. 


Medicenters  are  dedicated 
to  the  finest  in  sub-acute  pa- 
tient care  for  short  term  re- 
covery from  illness  or  injury. 
We  recognize  and  practice  the 
fact  that  each  of  our  patients 
is  under  the  supervision  of  his 
or  her  personal  physician. 


Based  upon  recommenda- 
tions we've  received  from  many 
physicians,  we  arrange  and 
provide  for  easy  transfer  from 
hospital  to  Medicenter.  We’re 
conveniently  located  close  to 
hospital  complexes.  Our  forms 
and  charts  are  thorough  but 


simplified.  We  have  a fully- 
equipped  and  staffed  physical 
therapy  department.  Lab,  X- 
ray  and  pharmacy  services  are 
available. 

That’s  why  we  say  “when 
doctors  speak. ..Medicenter  lis- 
tens.” May  we  hear  from  you? 
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MED  CENTER 
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Medicenter  of  America 
145  Olive  Street 
Akron.  Ohio  44310 


2915  Clifton  Avenue 
Cincinnati,  Ohio  45220 


323  East  Town  Street 
Columbus,  Ohio  43215 


For  my  patients  who  need  a laxative,  I recommend 
EVAC-U-GEN . . . because  it  relieves  constipation 
gently . . . particularly  important  in  cardiac  and 
post  surgical  patients 


FVAC-I  I-r.FN 

1— J Y Xiv/  V/  VJL.jl  Y ECONOMICAL 

A highly-flavored  and  palatable  tablet  of  yellow  phenolphthalem.  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable  Bottles  of  35  and  100.  Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears  Dependence  on  laxatives  can  result  from  continued  use 


WALKER,  CORP  & CO.,  INC.  Syracuse,  New  York  13201 


anxiety: 
a time  bomb 


Unless  “defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by.chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD— used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


/ 

antianxiety 


Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensjtivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardousoccupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


\ Roche  Laboratories 
ROCHE  / Division  ot  Hoffmann-La  Roche  Inc. 
„ / Nutley,  N.J.  07110 


DECEMBER  1971 
Vol.  67  • No.  12 


MEDICAL  JOURNAL 


5 


UBLISHED  BY  THE  OHIO  STATE  MEDICAL  ASSOCIATION 


- »,  COUNTS 
0 \'j\ED\C\^ 


U--  ■ " 


— r'  M 


OC^ 


ar 


M 


“ U / 

^rtow  ft 

that  ii 
throws  its  beams  ” 


le  can 


In  This  Issue: 

Bills  of  Medical  Interest 
Passed  by  Ohio  Lawmakers 
Page  1116 

VVhat  The  OSMA  Council  Did 
at  Its  Recent  Meeting 
Page  1102 


Ohioan  Testifies  in  Washington 
on  National  Health  Insurance 
Page  1122 

Table  of  Contents  — Page  1058 

Index  to  1971  Issues  of 
The  Journal  — Page  1137 


£1120  *SSVW  ‘NOJ.SOa 
I33UIS  MOfUJVHS  01 
3NI0I03K  30  AfcVliSn 
AVJUJLNflOO  *V  SION'VLU 
301330  3BKVH0X3 


Patients  fell  asleep  quicklj 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.1 2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  eiectro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2,  1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  eiectro-oculographic  and  electromyo- 
graphic recordings. 
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finical  effectiveness  as 
oven  in  the  sleep  laboratory 

)almanc 

urazepam  HCD 

i 30-mg  capsule  h.s.  — usual  adult  dosage, 
s 15-mg  capsule  h.s.  — initial  dosage  for 
srly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e  g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances, 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

/ V Roche  Laboratories 
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Who’s  afraid  of  the 
big  bad  enema? 


We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen 


Dulcolax!.. it’s  predictable 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


cj-as-2 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


0 Sterile  Solution  (300  mg.  per  ml.)  0 


(lincomycin  hydrochloride, 
Upjohn) 


For  further  prescribing  information,  please  see  following  page. 


Lincocin 


ilincomyon 

Ztffsv  to  JSC  mg.  pcf  C£* 
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3 Gm.  per  10  cc. 
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(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci, pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

♦Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection-q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /Themolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal— Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
Liver—  Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions— Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 


Syrup,  250  mg.  per  5 ml.—  60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 
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Ceremonies  Honoring  Legal  Counsel  Emeritus 
Assume  'Family  Reunion’  Atmosphere 


The  dinner-reception  honoring  Wayne  Stichter  turned  out  to  be  a family  reunion  as  well.  Wayne  and  Irene  are 
shown  here  with  their  four  sons  and  their  sons'  wives.  The  sons,  from  left,  are  Philip.  Richard.  John,  and  Don. 
Their  wives,  from  left,  are  Laura  (Mrs.  John),  Valerie  (Mrs.  Philip),  Pat  (Mrs.  Richard),  and  Ellen  (Mrs. 
Don) . 


/^~AN  THE  EVENING  of  October  1,  nearly  a 
'^'hundred  persons  gathered  in  a banquet  hall 
of  University  Club,  downtown  Columbus,  to  honor 
Wayne  E.  Stichter,  Toledo  attorney  and  legal 
counsel  of  long  standing  for  the  Ohio  State  Medi- 
cal Association.  Present  for  the  occasion  by  invita- 
tion of  the  Association  were  members  of  the 
OSMA  Council,  Past  Presidents  of  the  Association, 
Ohio’s  AMA  Delegates,  members  of  the  OSMA 
staff,  several  legal  associates  of  Mr.  Stichter,  and 
other  persons  who  have  been  closely  associated 
with  him  in  his  service  to  the  OSMA.  The  dinner 
and  reception  was  an  occasion  for  men  and  their 
ladies. 

In  recognition  of  his  37  years  of  outstanding 
service  to  the  Association,  The  Council  has  desig- 


nated Mr.  Stichter  as  Legal  Counsel  Emeritus  and 
will  continue  to  seek  his  services  for  special  assign- 
ments. Mr.  Stichter  was  previously  honored  at  the 
1971  OSMA  Annual  Meeting  when  the  House  of 
Delegates  elected  him  an  Honorary  Member  of  the 
Association. 

OSMA  President  P.  John  Robechek  presided 
at  the  testimonial  dinner  and  introduced  George 
H.  “Scottie”  Saville,  former  Executive  Secretary 
of  the  Association,  who  reviewed  the  37  years  of 
Mr.  Stichter’s  association  with  OSMA. 

Mr.  Stichter  was  born  at  Bradford,  Ohio.  He 
served  in  the  Navy  during  World  War  I;  received 
a Bachelor  of  Arts  degree  (cum  laude)  from  Ohio 
State  LTniversity,  and  his  degree  in  law,  Juris 
Doctor  (summa  cum  laude)  from  the  same  uni- 
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intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUI-A-ZONE 

WWtfWWV VVWWtfVWVW 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
phenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 


WALKER,  CORP  & CO.,  INC. 
Syracuse,  New  York  13201 


versity.  Me  is  a senior  partner  in  the  law  firm  of 
Eastman,  Stichter,  Smith  & Bergman,  of  Toledo,  is 
a member  of  and  has  held  offices  in  numerous 
professional  organizations.  He  holds  memberships 
in  various  Masonic  organizations  and  has  been 
honored  with  the  33rd  Degree  of  Masonry.  He 
is  a member  and  an  elder  in  the  Presbyterian 
Church. 

The  occasion  turned  out  to  be  a reunion  of 
the  Stichter  family  as  well  as  a testimonial.  In 
addition  to  Wayne  Stichter  and  his  wife  Irene, 
their  four  sons  were  present  with  their  wives.  All 
four  sons  are  attorneys.  They  are: 

Richard  Duane,  graduate  of  Colgate  and  the 
University  of  Toledo  Law  School;  a law  partner 
in  the  firm  with  his  father;  four  children. 

Don  Mason,  graduate  of  Colgate  and  the 
University  of  Wisconsin  Law  School;  practicing 
law  in  Tampa,  Florida;  four  children. 

John  Allen,  graduate  of  Northwestern  and 
the  University  of  Michigan  Law  School;  practicing 
law  in  New  York  City;  three  children. 

Philip  Wayne,  graduate  of  Northwestern  Uni- 
versity and  Harvard  Law  School ; practicing  law  in 
Columbus;  two  children;  one  of  Jaycee’s  ten  out- 
standing young  men  in  1970;  received  Columbus 
Bar  Association’s  annual  award  in  1971  for  notable 
service  to  the  community. 


OMEN  Beams  Programs  to 
69  Hospital  Outlets 

Approximately  7,000  midwestern  physicians 
will  receive  up-to-date  information  on  various 
ailments  including  headaches  and  varicose  veins 
through  the  Ohio  Medical  Education  Network 
(OMEN),  which  started  its  10th  anniversary  year 
of  broadcasting  on  October  18. 

Designed  to  meet  the  educational  needs  of 
physicians,  the  programs  also  can  be  heard  by  the 
public  through  the  13  FM  radio  stations  in  the 
network,  which  serves  Ohio  and  parts  of  Ken- 
tucky, Indiana,  Pennsylvania,  and  West  Virginia. 
The  network  is  the  largest  in  the  nation,  accord- 
ing to  Dr.  William  G.  Pace,  director  of  the  Center 
for  Continuing  Medical  Education  in  the  Ohio 
State  University  College  of  Medicine. 

WOSU-FM,  radio  outlet  of  Ohio  State’s 
Telecommunications  Center,  is  key  station  for  the 
network,  originating  all  programs  and  providing 
quality  control  in  engineering  and  production. 

Many  of  the  programs  this  year  will  fulfill  the 
educational  needs  of  physicians  as  stated  in  a 
survey  last  spring.  Dr.  Pace  said.  CCME  also  will 
hold  conferences  and  seminars  on  some  of  the 


other  subjects  about  which  doctors  feel  they  need 
current  information,  he  added. 

Physicians  can  listen  to  the  broadcast  in  con- 
junction with  slides  and  other  materials  at  hos- 
pitals participating  in  the  network.  During  the 
first  half-hour  of  the  hour-long  broadcasts,  two 
faculty  members  at  one  of  the  four  participating 
medical  schools  speak  on  the  topic.  In  the  last 
half-hour,  physicians  at  the  hospitals  can  ask 
questions  of  the  teaching  physicians  via  a tele- 
phone-radio hook-up.  In  addition,  use  of  television 
with  two-way  audio  is  used  occasionally  and  is 
likely  to  be  used  increasingly  in  the  future,  Dr. 
Pace  said.  This  is  open-circuit  television,  broadcast 
by  WOSU-TV,  the  university  station,  two  other 
Ohio  stations  and  several  cable  television  services 
along  with  the  FM  stations. 

Each  weekday  at  noon,  the  scheduled  radio 
program  is  broadcast  to  13  of  the  68  hospitals  in 
the  network.  Only  a portion  of  the  hospitals  re- 
ceive the  program  each  day  to  give  physicians 
sufficient  opportunity  to  ask  questions. 

OMEN  is  partly  supported  by  educational 
grants  from  the  Merck  Sharp  and  Dohme  Post- 
graduate Program  and  the  American  Cancer  So- 
ciety. The  remainder  of  the  support  comes  from 
fees  paid  by  participating  hospitals. 

Physicians  may  earn  continuing  study  credit 
through  registering  for  a program  at  a hospital. 
Network  programs  are  authorized  for  study  credit 
by  the  American  Academy  of  Family  Physicians. 

While  most  programs  involve  faculty  mem- 
bers of  Ohio  State’s  College  of  Medicine,  pro- 
grams are  also  broadcast  from  medical  schools  at 
Case  Western  Reserve  University,  University  of 
Cincinnati,  and  the  Medical  College  of  Ohio  at 
Toledo. 


Family  Practice  Exams 
Scheduled  in  April 

The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  next  examination  for 
certification  in  various  centers  throughout  the 
United  States.  The  examination  will  be  over  a 
two-day  period  on  April  29-30,  1972.  Information 
regarding  the  examination  can  be  obtained  by 
writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 
Deadline  for  receiving  completed  applications 
in  the  Board  office  is  February  1,  1972. 


Still  serving... 


Miltown 

(meprobamate) 

WALLACE  PHARMACEUTICALS  Wl 
Cranbury,  NJ.  08512  ^ 


An  epidemic 
that's  striking  home. . . 


There  were  almost  24,000  reported  cases  of 
gonorrhea  in  the  Buckeye  State  last  year. . . 
almost  a third  in  Akron  and  Cleveland  alone 
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In  Ohio . . . and  everywhere  else . . . 
a new  alternative 


Irobicin 

DIHYDROCHLORIDE.  PENTAHYDRATE,  UPJOHN 


single-dose  treatment  for  intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:* 96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria 

for  diagnosis  and  cure  are  defined  on  page  3 of  advertisement) 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history 
of  penicillin  sensitivity  when  treated  with  Trobicin, 
although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro 

(M.I.C.  75-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations 
averaging  about  100  mcg/ml  in  one  hour 

(average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

NOTE:  Antibiotics  used  in  high  doses  tor  short  periods  of  time  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands 
prolonged  therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the 
treatment  of  syphilis,  patients  being  treated  for  gonorrhea  should  be  closely  observed  clinically. 
Monthly  serological  follow-up  for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings  and  precautions, 
please  see  last  page  of  this  advertisement. 

*Data  compiled  from  reports  of  14  investigators. 
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"Trobicin  and  the  gonorrhea  challenge 

) i 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  Stctes  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
pemcillin,  intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  inaction 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 

Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 

Trobicin  is  indicated  in  the  treatment  or  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody! 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis. Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single 4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  Intramuscularly* (Data  compiled  from  reports  of  14  investigators**) 


1 

Dosage  N 

umber  of  Patients  b 

.umber  Cured  1 

’ercent  Cured 

Adult  Males:  Gonorrheal  urethritis  2 

4 

grams 

grams 

475 

96 

457 

93 

96% 

97% 

Adult  Females:  Gonorrheal  cervicitis  4 

grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria,  r 
dizziness,  nausea,  chills,  fever  and  insomnia.  * \ 

During  multiple-dose  subchronic  tolerance  studies  in  normal  c 
human  volunteers,  the  following  were  noted:  a decrease  in  ,! 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation  s 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  and  mul-  ° 
tiple-dose  studies  in  normal  volunteers,  a reduction  in  urine  “ 
output  was  noted.  Extensive  renal  function  studies  demon-  11 
strated  no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites.  P 
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a chemically  distinct  antibiotic  indicated 
specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


Irobkin 

STERILE  SPECTINOMYCIN  DIHYDROCHLORIDE 

.UPJOHN 


Sing 


e-dose  treatment  for  intramuscular  use  only 


Sterile  Trobicin*5 

(spectinomycin  di hydrochloride  penta- 
hydrate)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeae (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  obsen/ed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction 'in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

Male  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrationsaveraging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  medbi.sii.wb) 


Upjohn 


The  Upjohn  Company,  Kalamazoo.  Michigan  49001 


New  OMI  Home  Is  Dedicated 


Dedication  ceremonies  were  held  on  October  15  for  Ohio  Medical  Indemnity's  new  home  north  of  Worthington 
and  Columbus.  This  entrance  view  typifies  the  building’s  atmosphere,  designed  to  complement  the  nearby 
peaceful  residential  community. 


HIO  MEDICAL  INDEMNITY’S  new  home 
office  building  was  dedicated  Friday,  October 
15,  at  a dinner  also  held  to  honor  the  Blue  Shield’s 
retiring  President,  Charles  H.  Coghlan. 

Frank  L.  Shively,  Jr.,  M.D.,  Chairman  of  the 
Board  of  Directors  of  Ohio  Medical,  dedicated 
the  building  to  people,  “those  who  have  made 
Ohio  Medical  Indemnity  a successful  Blue  Shield 
Plan,  and  those  whom  we  have  served  throughout 
the  past  and  will  continue  to  serve  in  the  future.” 

The  100,000  square  foot  structure  is  located 
at  6740  North  High  Street.  Worthington,  just 
north  of  Columbus.  It  is  20  minutes  from  down- 
town Columbus  via  1-71  and  1-270. 

Ground  was  broken  for  the  building  August 
6.  1969,  with  occupancy  coming  on  June  14,  1971. 

Designed  by  Karlsberger  and  Associates, 
Architects  and  built  by  G.  W.  Atkinson  and  Sons, 
Contractors,  both  of  Columbus,  the  building  was 
designed  to  provide  a comfortable  working  en- 
vironment for  OMI’s  nearly  300  employees,  with 
ample  room  for  the  expansion  of  the  rapidly 
growing  company. 

The  building  sets  on  nearly  16  acres,  with 
land  space  available  for  further  construction. 


The  structure  houses  a large  claims  processing 
area,  a data  processing  facility,  an  employee  cafe- 
teria and  lounge,  interview  and  testing  rooms, 
conference  rooms,  and  general  office  areas. 

Construction  of  the  new  building  was  deemed 
necessary  when  OMI  was  forced  to  expand  from 
its  former  main  office  building  at  3770  North 
High  Street  to  four  satellite  offices  nearby. 

Ohio  Medical  is  the  fifth  largest  of  the  na- 
tions Blue  Shield  Plans,  serving  over  3,000,000 
Ohioans. 

Executive  Officer  Honored 

Charles  H.  Coghlan,  chief  executive  officer  ol 
Ohio  Medical  Indemnity  since  the  company’s 
inception  in  1945,  was  honored  for  his  many  years 
of  dedicated  service  to  OMI  at  the  dedication 
dinner.  He  will  retire  from  his  position  on  Decem- 
ber 31,  1971. 

A veteran  of  31  years  of  Blue  Shield  service, 
Coghlan  began  his  career  with  Michigan  Medical 
Service  in  1940,  as  the  Plan’s  claims  director. 
After  rising  to  assistant  director  of  the  Michigan 
Plan,  he  was  asked  by  the  Ohio  State  Medical 
Association  to  become  Ohio  Medical  Indemnitv’s 
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Sprigg  Subber 


Awtubb  Widder 


relieve  them  all  with 
all- season  ISOCLOR 


timesule®  tablet 


liquid 


TWO  ACTIVE  COMPONENTS 

give  “four  season”  sufferers  dependable  relief 

Chlorpheniramine  Maleate  dries  runny  noses  and  eyes,  quiets 
sneezing,  wheezing,  soothes  itching  and  reduces  postnasal  drip- — 
all  with  a particularly  low  index  of  side  effects  such  as  drowsiness. 
Pseudoephedrine  HCI:  decongests  throughout  entire  respiratory 
tract,  opening  nasal  passages,  dilating  bronchioles,  relaxing 
"tight  chest” — as  effectively  as  ephedrine,  but  with  much  less 
CNS  or  cardiovascular  stimulation. 

COMPOSITION:  Each  tablet  or  10  cc.  (2  teaspoonsful)  of  liquid 


contains: 

Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI  25  mg. 

Each  Isoclor  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI  65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  relief  of  upper  respiratory  and  bronchial  con- 
gestion associated  with:  the  common  cold,  hay  fever  and  aller- 
gies, sinusitis,  influenza,  and  vasomotor  and  allergic  rhinitis. 
CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sym- 


pathomimetic agents.  Severe  hypertension  or  severe  cardiac 
disease. 

PRECAUTIONS:  Use  with  caution  in  patients  with  hyperthyroid- 
ism. Patients  susceptible  to  the  soporific  effects  of  chlorphenira- 
mine should  be  warned  against  driving  or  operating  machinery 
should  drowsiness  occur. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100;  Liquid:  Pints  and  gallons: 
Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  3-4  h. 

2 tsp.  q.  3-4  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  3-4  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-%  tsp.  q.  3-4  h. 

20-30  pounds 

V4-V2  tsp.  q.  3-4  h. 

15-20  pounds 

i/8-V4  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 

Mount  Prospect,  Illinois,  U.S.A.  60056 
Subsidiary  of  American  Hospital  Supply  Corporation 


first  chief  executive  in  1945.  He  came  to  Columbus 
to  head  the  Plan  and  has  been  with  OMI  ever 
since. 

Among  the  120  friends  and  associates  who 
paid  tribute  to  Mr.  Coghlan  at  his  dinner  were 
former  members  of  the  Plan’s  Board  of  Directors, 
present  Board  members,  officers  of  the  Ohio  State 
Medical  Association  and  Ohio  Blue  Cross  Plan 
executives. 

Frank  L.  Shively,  Jr.,  M.D.,  chairman  of  the 
Board  of  Ohio  Medical,  acted  as  toastmaster  for 
the  event.  He  also  presented  Mr.  Coghlan  with  a 
resolution  from  the  Board  thanking  him  for  his 
many  years  of  dedicated  service  and  leadership  of 
the  Plan  and  the  entire  health  care  community. 

P.  John  Robechek,  M.D.,  President  of  the 
Ohio  State  Medical  Association,  also  congratu- 
lated Mr.  Coghlan  on  his  many  achievements. 

Ned  F.  Parish,  newly  elected  President  of  the 
National  Association  of  Blue  Shield  Plans,  pre- 
sented him  with  a plaque,  denoting  the  progress 


Frank  L.  Shively,  Jr.,  M.D..  right,  chairman  of 
the  Board  of  OMI,  presents  Mr.  Coghlan  with  a 
resolution  from  the  Board  thanking  him  for  his 
foresighted  guidance  of  Ohio’s  Blue  Shield  Plan. 


Michael  J.  (Jerry)  Ketchum,  senior  vice-president 
of  OMI,  will  assume  the  duties  of  the  presidency 
and  become  chief  executive  officer  at  the  time 
of  Mr.  Coghlan’s  retirement. 


OMI  has  made  under  Mr.  Coghlan’s  leadership, 
and  stating  that  it  is  exemplary  of  his  desire  to 
help  the  sick  and  injured. 

Vernon  R.  Burt,  president  of  Blue  Cross  of 
Northeast  Ohio  and  chairman  of  the  Ohio  Blue 
Cross  Plans  Association,  presented  Mr.  Coghlan 
with  a resolution  signed  by  the  chief  executives  of 
all  seven  Ohio  Blue  Cross  Plans. 

There  were  many  other  gifts  and  words  of 
praise  from  those  attending,  all  paying  tribute  to 
Mr.  Coghlan’s  accomplishments. 

Under  his  guidance,  Ohio  Medical  has  grown 
to  become  the  fifth  largest  of  the  nation’s  Blue 
Shield  Plans,  with  an  enrollment  of  over  3,000,000 
Ohioans. 

The  company  has  paid  out  over  one-half 
billion  dollars  in  claims  benefits  since  it  was  con- 
ceived, including  $72  million  this  past  year. 

In  addition  to  his  duties  at  Ohio  Medical 
Indemnity,  Inc.,  Mr.  Coghlan  was  one  of  the 
original  incorporators  of  Medical  Indemnity  of 
America  and  has  served  several  terms  on  the 
NABSP  Board  of  Directors. 

A graduate  of  St.  Bonaventure  College  in 
1928,  the  Buffalo,  New  York  native  married  the 
former  Dorothy  Pineau  35  years  ago.  He  and  his 
wife  have  two  children  and  six  grandchildren. 
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Triaminic 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet” 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and  pv 

postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car  ffX 

or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  (~)NI  Y 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  UINLT 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250. 

Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 


I 


T rademark 


in  cardiac  edema 


gets  the  water  out 


spares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 
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MD  s in  the  News  . . 


Dr.  I.  C.  Sharon,  public  relations  editor  of 
the  Cincinnati  Journal  of  Medicine,  was  the  author 
of  a guest  editorial  in  The  Cincinnati  Post  and 
Times-Star  (October  4 issue).  Dr.  Sharon  is  chair- 
man of  the  Lay  Health  Education  Committee  of 
the  Cincinnati  Academy  of  Medicine.  His  discus- 
sion, directed  to  the  layman,  was  on  how  to  keep 
well. 

Dr.  Henry  A.  Crawford,  Cleveland,  has  been 
named  president  of  the  Ohio  Division,  American 
Cancer  Society.  He  is  a past  president  of  the  Ohio 
State  Medical  Association  and  current  president 
of  the  State  Medical  Board  of  Ohio. 

Nobel  Prize  winner,  Dr.  Earl  W.  Sutherland. 
Jr.,  now  professor  of  physiology  at  Vanderbilt  Uni- 
versity Medical  School,  is  a former  Clevelander. 
He  was  on  the  faculty  of  Case  Western  Reserve 
University  School  of  Medicine  from  1953  to  1963. 
He  was  cited  for  his  research  involving  hormones. 
Dr.  Sutherland  was  honored  last  year  with  the 
Albert  Lasker  Award,  also  for  his  work  in  the 
hormone  field. 

Dr.  Robert  L.  McLaurin,  director  of  the  Di- 
vision of  Neurosurgery  and  professor  of  surgery  at 
the  University  of  Cincinnati  Medical  Center,  is  the 
new  president  of  the  American  Academy  of 
Neurological  Surgery.  The  organization’s  1972 


meeting  will  be  at  Oxford  University  in  England, 
in  conjunction  with  the  Society  of  British  Neuro- 
surgeons. 

Dr.  Benjamin  Felson,  professor  and  director 
of  the  Department  of  Radiology  at  the  University 
of  Cincinnati  Medical  Center,  has  been  elected 
first  vice-president  of  the  American  Roentgen  Ray 
Society.  Dr.  Felson’s  election  occurred  at  the  an- 
nual meeting  of  the  Society  held  recently  in  Boston, 
Mass. 

Peer  Review  Program 
for  MD  Office  Labs 

In  a collaborative  effort,  two  national  medical 
specialty  societies  have  joined  together  to  offer  a 
proficiency  testing  program  to  physicians  with 
office  laboratories. 

The  American  Society  of  Internal  Medicine 
and  the  College  of  American  Pathologists  have 
designed  PEP  (Proficiency  Evaluation  Program) 
specifically  for  monitoring  the  capabilities  of  the 
physician’s  office  laboratory  and  for  conducting 
an  economical,  comprehensive  evaluation  of  his 
own  test  results. 

It  is  emphasized  that  “participation  in  the 
proficiency  testing  program  is  entirely  confi- 
dential.” 
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New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 
System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simple  I 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  wit 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease.l  . 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medica  ' 

— 1 ’ - i 
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The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


ROCOM"  <=> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

□ Health  History  , — ( Medical  Record 

System  1 i System 

□ Telephone  System  Fj  Appointment  System 


Name 

Specialty 

Street 

City 

State 

Please  do  not  forget  Zip  Code 

Rocom  Telephone  System  ..  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 


100  mq. 
100  mg. 
. 100  mg. 
. 25  mg. 
50  mg. 


FAIR 


GOOD 


CEREBRO-NICIN*'  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer.  Ger.  Soc.  June,  1964 


Pentylenetetrazole 

Nicotinic  Acid 

Ascorbic  Acid 

Thiamine  HCI 

1 -Glutamic  Acid  . . 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 


REFER  TO 

PDR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

1 2500  W.6th  St., Los  Angeles, Calif. 90057 
Write  for  Product  Catalog 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
v The  concept  of  chemotherapy  plus  the 

physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid  i| 
(100  patients  — Double  Blind  Study)  1 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  O 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seer 
in  78%.  This  compares  with  40%  orj 
placebo.  Although  psychotherapy  is  indi  • 
cated  in  patients  suffering  from  functiona 
impotence  the  concomitant  role  of  chemo 
therapy  (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . 2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  . 10  mg. 

Glutamic  Acid  50  mg 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000 
REFER  TO 

PDR 


Android-x  Android-Plus 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  . 5.0  mg. 
Thyroid  Ext.  (Va  gr.)  . 30  mg. 

Glutamic  Acid . .50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ..  . 64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 

Available 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext.  (’/»  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL  5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorena  \ 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional' 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testosfe'' 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension, 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pam.  diarrhea,  headache  fry 
dimness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  hear  ? 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prlo  ■I 
to  and  during  thyroid  administration. 

Adverse  Reactions  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patient  ) 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinue<| 
as  soon  as  hypercalcemia  is  detected. 


References:  i Montesano.  P . and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  seki 
impotence  Clin  Med  12  69,  1966  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosteror 
thyroid  compound  West  Med  5 67,  1964.  3.  Titeff,  A.  S.  Methvltestosterone-thyroid  in  treating  impoteml 
Gen  Prac  25  6,  1962  4.  Heilman,  L . Bradlow,  H.  L.,  Zumoff,  B , Fukushima,  0.  K.,and  Gallagher,  T 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19  91 
1959  5 Farris.  E.  J , and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronme  on  spermatogt 


J Urol  79  863.  1958  6 Osol.  A.,  and  Farrar,  G E.  United  States  Dispensatory  (ed  25).  Lippmcott,  Phi 

delphia,  1955,  WM  ‘ * 

III  . 1959,  pp. 
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ON  THE  OMPAC  FRONT 

Getting  the  Good  Ones  Elected 
Is  the  Real  Job 

Under  the  heading  “Money,  Power  and  Poli- 
tics,” the  periodical  Politics , published  by  the 
Business-Industry  Political  Action  Committee,  dis- 
cusses the  current  debate  taking  place  on  the 
subject  of  campaign  spending  reform. 

It  points  out  that  the  debate  “has  provoked 
a much-needed  consideration  of  what  elects  a man 
to  Congress  — his  money,  his  image,  or  his  politi- 
cal principles.”  Continuing,  it  observes: 

“Another  important  consideration  is  what  in- 
fluences him  to  vote  the  way  he  does  — interest 
groups,  his  party,  his  constituency,  or  his  judgment 
and  conscience.  Perhaps  after  the  discussion  of 
political  power  and  campaign  spending  ends,  the 
public  will  realize  that  what  ultimately  makes  a 
better  Congress  is  not  better  campaign  spending 
laws  but  better  candidates.  When  that  is  realized, 
there  should  be  no  argument  that  all  politically 
concerned  groups  have  the  duty  to  encourage  and 
support  the  campaigns  of  good  men.” 

This  is  talk  which  follows  the  philosophy  of 


the  Ohio  Medical  Political  Action  Committee  . . . 
It’s  the  candidate  who  counts.  At  the  same  time 
it  takes  effort  and  money  to  get  the  good  ones 
elected.  That’s  where  OMPAC  enters  the  picture. 

Medical  societies  throughout  the  entire  state 
have  started  the  collection  of  medical  society  dues 
for  1972,  or  are  about  to.  Collection  of  Ohio 
Medical  Political  Action  Committee  contributions 
of  $25.00  is  carried  on  simultaneously  by  the  local 
societies. 

This  offers  the  opportunity  for  all  physicians 
to  get  into  the  public  affairs  arena  by  contributing 
funds  which  can  be  used  to  inform  the  public 
about  the  capabilities  of  candidates  for  public 
office.  Obviously,  this  is  done  by  way  of  contribu- 
tions to  the  campaign  activities  of  those  judged  by 
the  medical  profession  to  be  worthy  of  a seat  in 
Congress  and,  the  Ohio  Legislature  and  to  those 
deemed  competent  to  hold  a job  on  the  executive 
side  of  the  national  or  state  government. 

The  medical  profession  can  accomplish  little, 
if  anything,  in  making  its  influence  felt  in  public 
affairs  by  sitting  on  its  hands  — and  its  pocket- 
book. 

— Ohio  Medical  Political  Action  Committee 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Android  1 5 

Methyltestosterone  N.F.  - 5 mg. 

Android  jf 10 

Methyltestosterone  N.F. -10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION  M<  thyltest  Hydroxy 

3-one. 


ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency. 
3.  Impotence  due  to  androgenic  deficiency.  4 Postpuberal  cryptor- 
chidism with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SGOT  levels,  have  been  reported 
after  Methyltestosterone  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastic 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases  • Sodium  and  water  retention  • Priapism  • Virili- 
zation in  female  patients  • Hypersensitivity  and  gynecomastia. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Average^  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg. 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250. 
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Children’s  Hospital,  Columbus 
Announces  Expansion  Program 

The  Board  of  Trustees  of  Children’s  Hospital. 
Columbus,  has  announced  plans  for  a $7  million 
expansion  and  partial  renovation  program  that  will 
provide  the  nation's  third  largest  pediatric  hospital 
with  an  additional  three-story  building  that  will 
house  new  patient  care  facilities  and  new  areas 
for  many  supportive  services. 

The  new  building  will  be  connected  to  the 
southwest  corner  of  the  south  wing  of  the  existing 
Hospital.  A new  emergency  room  entrance  and 
facilities  in  the  proposed  building  along  with  par- 
tial renovation  of  the  south  wing  to  allow  for 
expansion  of  outpatient  facilities  are  major  aspects 
of  the  new  program. 

Construction  is  expected  to  begin  in  July, 
1972,  with  the  estimated  completion  date  set  for 
January,  1975.  The  project  will  be  financed 


primarily  by  the  issuance  of  $5.4  million  of  Frank- 
lin County  Hospital  Improvement  Revenue  Bonds, 
recently  authorized  by  the  County  Hospital  Com- 
mission, with  the  remaining  $1,577,000  coming 
from  the  Hospital’s  own  resources. 

In  addition  to  the  emergency  room,  the  first 
two  floors  of  the  new  building  will  include  two 
large  operating  room  theaters;  expanded  radiology, 
cardiology  and  inhalation  therapy  departments; 
an  extensive  laboratory  area,  16-bed  intensive  care 
unit  for  older  children,  and  60-bed  infant  care 
unit. 

The  remodeling  and  expansion  of  the  out- 
patient department  and  its  37  specialty  clinics  is 
only  a part  of  the  planned  renovation  of  the  south 
wing. 

The  south  wing  is  the  most  recent  addition 
to  the  Hospital  since  five  floors  of  the  wing  were 
completed  in  1960  with  the  special  sixth  floor 
infectious  diseases  unit  being  added  ten  years  later. 
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IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudrant*  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phy  11  ine-phenobarbit al-ephedrine combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  12  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO  YT  HR  ESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 

Wx/sm/  xAAat  mcK-e/t/XeadL 
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V-CillinKlPediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


* Based  on  Lilly  selling  price  to  wholesalers. 
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Splenectomy 

A Study  of  Indications  and  Sequelae 


Mohan  Roy,  M.D.,  and  Charles  Marks,  M.D. 


HPHE  SPLEEN  has  been  referred  to  as  an  organ 

of  mystery.  Its  true  physiologic  and  physio- 
pathologic  roles  in  different  diseases  are  often 
obscure.  In  1659,  Mercello  Malphigi  studied,  for 
the  first  time,  the  morphology  and  structure  of  the 
spleen.  Florence  Matthew  performed  the  first 
splenectomy  on  a dog  in  the  16th  century.  Gustav 
Simon,  in  1857,  performed  the  first  human  sple- 
nectomy for  a hematologic  disorder.  Since  then, 
indications  for  splenectomy  have  included  various 
hematologic  conditions  as  well  as  trauma. 

A brief  summary  of  the  indications  for 
splenectomy  follows: 

A.  Trauma 

1 . Naturally  occurring  — penetrating  and 
nonpenetrating 

2.  Iatrogenic  — occurring  during  a surgi- 
cal procedure 

B.  Surgical 

1.  As  a part  of  a surgical  procedure, 
cancer  operation 

2.  As  an  adjuvant  to  a surgical  procedure, 
splenorenal  shunt 

C.  Hematologic  conditions 

1.  Hemolytic  anemia 

(a)  Hereditary  hemolytic  anemia 
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(b)  Nonspherocytic  hemolytic  anemia, 
Glucose  6PD  deficiency 

(c)  Thalassemia  major 

(d)  Hemoglobin  C diseases 

(e)  Acquired  idiopathic  hemolytic  dis- 
eases 

2.  Idiopathic  thrombocytopenic  purpura 

3.  Aplastic  anemia — refractory  cases 

4.  Lymphoproliferative  disorders  — lym- 
phoma, Hodgkin’s  disease,  and  lym- 
phosarcoma complicated  by  hyper- 
splenism 

5.  Myeloproliferative  diseases 

(a)  Agnogenic  myeloid  metaplasia 

(b)  Polycythemia  vera 

(c)  Hemorrhagic  thrombocythemia 
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d)  Chronic  myelogenous  leukemia 

6.  Miscellaneous 

(a)  Porphyria  erythropoietica 

(b)  Felty’s  syndrome 

(c)  Still's  disease 

D.  Metabolic  conditions 

1.  Gaucher’s  disease 

2.  Porphyria 

E.  Circulatory  conditions 

1.  Portal  hypertension 

2.  Occlusion  of  portal  vein 

F.  Neoplasms  angioma 

1.  Primary  fibrosarcoma 

2.  Lymphoproliferative  conditions 

3.  Nonparasitic  cysts 

(a)  Congenital 

(b)  Acquired 

4.  Infections  and  Infestation 

(a)  Bacterial 

(b)  Viral 

(c)  Parasites 

(d)  Protozoal  — Kala-azar,  Egyptian 
splenomegaly 

(e)  Parasitic  — hydatid  cyst 

Certainly,  the  indications  for  splenectomy 

have  changed  during  the  past  decade.  Splenectomy 
is  less  frequently  performed  for  hematologic  con- 
ditions than  for  trauma.  At  the  same  time,  a 
number  of  spleens  are  being  unnecessarily  sacri- 
ficed during  abdominal  surgery,  due  to  the  un- 
awareness of  the  surgeon  of  the  increased  risk  of 
splenic  injury  at  certain  operations,  or  due  to 
carelessness  in  surgical  technique. 

It  may  be  thought  that  removal  of  the  spleen 
consequent  to  trauma  sustained  during  an  ab- 
dominal operation  is  a procedure  of  little  con- 
sequence to  the  patient,  but  the  facts  speak  other- 
wise. Diamond  and  Cross  (1967)  have  drawn 
particular  attention  to  the  risk  of  overwhelming 
infection  following  splenectomy  for  blood  dyscrasias 
in  children.  A review  of  our  own  cases  has  defi- 
nitely shown  an  increased  incidence  in  post- 
operative complications  subsequent  to  incidental 
splenectomy  in  comparison  to  patients  in  whom 
the  spleen  was  not  injured  during  the  same  basic 
operative  procedure. 

Materials  and  Analysis  of  Data 

A retrospective  review  of  all  the  splenectomies 
performed  at  the  Mount  Sinai  Hospital  of  Cleve- 
land during  the  ten-year  period  from  1958  to 
1968  was  undertaken.  The  data  were  obtained 
from  case  records  and  laboratory  notes. 

One  hundred  and  fifty-eight  splenectomies 
were  performed  during  this  ten-year  period,  with 
an  average  of  15.8  splenectomies  per  year.  The 
series  comprised  72  males  and  86  females;  112 
Caucasian,  46  Negro.  Patient  age  varied  from  4 


years  to  82  years,  with  an  average  age  of  58.4 
years. 

A gross  subdivision  of  the  factors  leading  to 
splenectomy  was: 

I.  Exogenous  trauma  — 54  cases  (34%) 

1.  When  the  spleen  alone  was  involved 

- 20  cases  (13%) 

2.  Splenic  injury  with  other  major  in- 
juries — 26  cases  (17%) 

3.  Delayed  rupture  of  spleen  — 8 cases 

(5%) 

II.  Iatrogenic  — Trauma  of  spleen  leading 
to  splenectomy  during  an  operation  at 
which  the  spleen  was  not  involved  in  a 
pathologic  process  — 34  cases  (21%) 

III.  Splenectomy  as  a part  of  the  surgical 
procedure  — 31  cases  (20%) 

1.  As  a part  of  a surgical  specimen  — 
2 1 cases 

2.  As  an  adjuvant  to  surgery  — 10 
cases  (including  two  patients  on 
whom  splenectomy  was  performed  as 
a preliminary  to  splenorenal  shunt) 

IV.  Therapeutic  splenectomy,  due  to  hema- 
tologic or  metabolic  conditions  — - 39 
cases  (25%).  Of  these,  3 cases  had 
accessory  spleens,  all  in  association  with 
hematologic  disorders. 

V.  Miscellaneous  indications  — 2 cases 
(1%)  as  preliminary  to  renal  trans- 
plantation 

Traumatic  Injur)-  to  the  Spleen 

In  this  series,  54  patients  underwent  sple- 
nectomy for  the  effects  of  exogenous  splenic 
trauma.  There  were  30  males  and  24  females.  The 
number  of  Negroes  outnumbered  the  Caucasians. 
Ages  ranged  from  4 years  to  62  years,  with  a mean 
age  of  25  years  in  comparison  with  the  mean  age 
of  52  years  in  nontraumatic  cases.  In  this  trau- 
matic series,  there  were  20  cases  (37%)  in  which 
the  spleen  was  the  only  site  of  injury  and  there 
were  26  cases  (57%)  in  which  splenic  injury 
was  associated  with  other  major  injuries.  The 
associated  major  injuries  affected  were: 

(a)  Abdomen  (28%) 

(b)  Extremity  (21%) 

(c)  Head  (6%) 

(d)  Pelvis  (6%) 

(e)  Laceration  (18%) 

(f)  Minor  injuries  (21%) 

The  diagnosis  of  ruptured  spleen,  occasion/illy, 
may  be  very  difficult  due  to  the  absence  of  classi- 
cal clinical  pattern.  In  our  series,  only  40  percent 
had  features  of  shock  on  admission.  The  various 
presenting  symptoms  can  be  summarized  as  fol- 
lows : 
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Blunt 

Penetrating  Total 

Shock 

Hemoglobin 
1 1 gm  per 

20% 

50% 

40 

100  ml 
VVBC  over 
12.000  per 

27% 

3% 

15 

cu  mm 

48% 

90% 

58 

Besides  history  and  physical  examination, 
radiologic  examination  was  done  on  almost  all 
cases,  but  arteriography  was  not  done;  abdominal 
paracentesis  was  done  in  five  patients.  In  spite  of 
these,  preoperative  diagnoses  of  ruptured  spleen 
were  made  — blunt  38  percent,  penetrating  62 
percent.  There  were  eight  cases  of  delayed  splenic 
rupture,  occuring  in  one  to  three  days. 

Iatrogenic  or  Incidental  Splenectomy 

There  were  34  cases,  constituting  21  percent  in 
which  splenic  injury  occurred  during  surgery  and 
required  removal  of  an  otherwise  normal  spleen. 
The  main  procedures  may  be  listed  as  follows: 

1.  Esophagus  — during  hiatus  hernia  repair 
at  the  time  of  mobilizing  the  lower  end 
of  esophagus — 2 cases  (6%) 

2.  Stomach  — during  mobilization  of  stomach 
or  laceration  of  spleen  by  retractors — 6 
cases  (20%) 

3.  Duodenum  — 5 cases  (20%) 

(a)  Chronic  duodenal  ulcer  — 4 cases 

(b)  Bleeding  duodenal  ulcer  — 1 case 

4.  Splenic  artery  aneurysm  ■ — 1 case.  An 
initial  attempt  was  made  to  repair  the 
aneurysm,  but  owing  to  splenic  trauma, 
splenectomy  had  to  be  carried  out. 

5.  Large  intestine  — 8 cases  (24%)  rep- 
resented the  largest  number  of  injuries. 

(a)  Obstructing  carcinoma  of  descending 
colon  and  sigmoid  — 5 cases 

(b)  Carcinoma  of  splenic  flexure  ■ — 2 
cases 

(c)  Polyp  of  splenic  flexure  — 1 case 

6.  Left  kidney  — 7 cases  (23%) 

(a)  Carcinoma  of  the  kidney  — 5 cases 

(b)  Hypertensive  renal  disease  — 1 case 

(c)  Left  ureteral  calculus  — 1 case 

7.  Adrenal  left  — 2 cases  (6%) 

(a)  Cortical  adenoma  — ■ 1 case 

(b)  Cushing’s  syndrome  — 1 case 

8.  Retroperitoneal  tumor  — 2 cases  (6%) 

(a)  Retroperitoneal  leiomyosarcoma  — 1 
case 

(b)  Retroperitoneal  neurogenic  sarcoma 
— 1 case. 

9.  Simple  laparotomy  — 1 case,  in  which 
there  was  metastatic  carcinoma  in  the 
omentum 


Thus,  in  our  series,  the  highest  incidence  of 
iatrogenic  splenectomy  occurred  during  operation 
on  the  large  intestine,  followed  by  those  on  the 
left  kidney,  and  then  the  stomach. 

Splenectomy  as  a Part  of  a Surgical  Procedure 

This  series  comprised  27  cases  (17%).  A 
breakdown  of  the  cases  is  as  follows: 

1 . Esophagus  — all  due  to  carcinoma  of  lower 
end  of  esophagus  — 3 cases  (10%) 

2.  Stomach  - — one  case  was  due  to  a chronic 
gastric  ulcer,  where  the  diagnosis  was 
tentative.  The  rest  were  part  of  operations 
for  cancer  of  the  stomach.  15  cases  (50%). 

3.  Pancreas  — 3 cases  (10%) 

a.  Cystadenoma  of  pancreas  — 1 

b.  Whipple’s  procedure  — 1 

c.  Chronic  pancreatitis  — 1 

4.  Splenic  artery  aneurysm  — as  a part  of 
procedure  - — - 2 cases 

5.  Lai'ge  intestine  - — - 1 case,  for  carcinoma  of 
colon  with  metastasis  of  splenic  hilus 

6.  Renal  operation  — 3 cases 

Splenectomy  as  an  Adjuvant  to  a Procedure 

Splenectomy  was  done  as  an  adjuvant  to 
surgical  procedures  in  four  cases.  The  cases  were: 

1 . Preparation  for  a splenorenal  shunt  — 2 
cases 

2.  Preparation  for  a kidney  transplant  — - 2 
cases 

Therapeutic  Splenectomy 

Therapeutic  splenectomy  is  most  commonly 
done  for  hematologic  and  metabolic  conditions. 
The  total  number  of  cases  in  our  series  was  39 
(25%).  The  indications  were: 

1.  Hypersplenism  — 12  cases  (34%) 

(a)  Primary  hypersplenism 

(b)  With  aplastic  anemia 

(c)  Secondary  to  portal  hypertension 
id)  With  splenomegaly 

(e)  With  sarcoidosis 

(f)  Hemorrhagic  pancreatitis 

2.  Thrombocytopenic  purpura  (TP)  — 11 
cases  (27%) 

(a)  Idiopathic  TP  — 10  cases 

(b)  TP  — 1 case 

3.  Congenital  hemolytic  anemia  — 5 cases 
(12%) 

(a)  With  splenomegaly  — 4 cases 

(b)  Without  splenomegaly  - — - 1 case 

4.  Miscellaneous 

(a)  Sickle  cell  anemia  with  splenomegaly 
— 1 case 

(b)  Myeloid  metaplasia  — 1 case 

(c)  Chronic  lymphatic  leukemia  — 3 
cases 
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(d)  Reticulum  cell  sarcoma  — 1 case 

(e)  Splenomegaly  with  reticulum  and 
plasma  cell  hyperplasia  — 1 case 

( f ) Gaucher’s  disease  — 4 cases 

Complications 

The  most  common  complications  will  be 
listed  in  their  order  of  frequency. 

1.  Atelectasis  with  pneumonia,  40% 

2.  Wound  infection,  20% 

3.  Subphrenic  abscess,  18% 

4.  Thrombosis,  6% 

5.  Septicemia,  6% 

6.  Pancreatitis  and  fistula,  4% 

7.  Dehiscence,  2% 

8.  Bleeding,  2% 

9.  Myocardial  infarction,  1% 

10.  Seizure,  1% 

A breakdown  according  to  group  follows: 


Group 

Morbidity 

Mortality 

Traumatic 

30% 

12%  ' 

Nontraumatic 

28% 

15% 

Therapeutic 

18% 

7% 

Discussion 

Our  splenectomy 

series  is  heavily 

weighted  by 

traumatic  indications  because  Mount  Sinai  Hos- 
pital receives  a large  number  of  such  acute  cases 
from  the  Cleveland  area.  The  higher  mortality  of 
the  group  is  attributable  to  multiple  injuries  by 
gunshot  wounds,  15  percent  in  comparison  to  8 
percent  when  the  spleen  alone  is  involved. 

The  purpose  of  this  paper  is  to  bring  about  a 
greater  awareness  of  the  risks  of  iatrogenic  trauma 
to  the  spleen  in  the  course  of  abdominal  opera- 
tions. It  is  recoi'ded  that  Trendelenberg,  in  1882, 
tore  the  spleen  during  removal  of  a retroperitoneal 
tumor.  This  accident  occurs  most  frequently  dur- 
ing difficult  operations  in  the  left  upper  quadrant. 
Over  all,  there  is  no  doubt  that  splenectomy  fol- 
lowing iatrogenic  trauma  is  a not  infrequent 
occurrence  and  is  a subject  about  which  surgeons 
are  probably  complacent  or  even  casual. 

Splenic  injury  occurs  either  by  the  end  of  a 
retractor  or  during  the  mobilization  of  upper 
abdominal  organs.  The  tear  is  either  in  the  splenic 
capsule  or  at  the  site  of  the  vasa  brevia.  Most 
attempts  to  control  splenic  bleeding  are  unsuccess- 
ful, and  most  surgeons  are  inclined  to  perform 
splenectomy  under  such  circumstances. 

Devlin  and  Evans,  June  1969,  have  shown  an 
increase  in  such  postoperative  complications  as 
sepsis,  wound  infection,  respiratory'  infection,  and 
rate  and  length  of  hospital  stay  in  the  group  of 
iatrogenic  splenectomies  compared  to  the  control 
study  for  the  same  operation.  Initially,  it  had  been 
shown  that  accidental  damage  to  the  spleen  occurs 


in  older  patients.  Why  this  occurs  is  not  known, 
but  among  the  possible  causes  may  be : 

1.  Lack  of  rib  elasticity  in  elderly  patients 

2.  Overvigorous  retraction 

3.  Pathologic  changes  in  the  spleen  and  its 
vessels 

There  is  significant  morbidity  associated  with 
iatrogenic  splenectomy  with  the  following  factors 
involved : 

1 . Age  of  patient 

2.  Length  of  operative  time 

3.  Ablation  of  the  spleen 

The  additive  effect  of  splenectomy  implies 
a more  prolonged  operation,  often  with  more 
damage  to  the  wound  edges,  predisposing  to 
wound  sepsis  as  well  as  pain  and  chest  infection. 

Increased  Complications  Associated 
with  Iatrogenic  Splenectomy 

A comparative  review  of  the  incidence  of 
complications  associated  with  iatrogenic  splenec- 
tomy versus  the  same  operation  when  the  spleen 
was  not  injured  was  reviewed,  and  the  facts  clearly 
indicate  the  increased  complication  in  those  pa- 
tients in  whom  operative  trauma  to  the  spleen 
occurs.  Antibiotics  were  used  in  74  percent  of  the 
cases  of  iatrogenic  injury'  in  comparison  to  54 
percent  in  elective  cases. 

Iatrogenic 


Injury 

Control 

Incidence  of  postoperative  sepsis 

Sepsis 

24 

13 

No  sepsis 

8 

19 

Antibiotics  given 

74% 

54% 

Incidence  of  wound  infection 

Infection 

15 

5 

No  infection 

17 

27 

Incidence  of  respiratory  infection 

Infection 

17 

10 

No  infection 

15 

22 

Duration  of  postoperative  stay 

Mean  postoperative  day' 

28.7 

19.4 

Median 

20 

15 

Range  1 2 

-116 

11-72 

Postoperative  sepsis  was  indicated  by  a rise 
in  temperature,  tachycardia,  and  in  some  cases, 
positive  blood  cultures.  Wound  infection  was 
demonstrable  by  clinical  examination  and  bacte- 
riologic  confirmation.  Respiratory  infection  was 
demonstrated  by  clinical  and  radiologic  changes. 
All  these  changes  were  found  on  the  first  to  the 
tenth  postoperative  days.  In  considering  these 
data,  it  is  obvious  that  there  is  an  increased  in- 
cidence of  sepsis,  wound  infections,  respiratory' 
infections,  and  length  of  hospital  stay  in  patients 
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undergoing  splenectomy  due  to  iatrogenic  trauma 
as  compared  to  controls. 

Summary 

A review  of  158  cases  of  splenectomy  due  to 
various  causes  has  been  done  at  the  Mount  Sinai 
Hospital  of  Cleveland,  covering  the  time  span  of 
ten  years,  1958  to  1968.  The  indications  for  sple- 
nectomy have  been  analyzed,  along  with  the  results 
and  complications.  It  has  been  shown  that  sple- 
nectomy for  iatrogenic  injury  is  not  an  infrequent 
occurrence  in  major  abdominal  operations.  Its 
occurrence  should  be  viewed  critically  as  it  is 
associated  with  an  increase  in  morbidity  and 
mortality. 
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E.N.T.  Case 
of  the  Month 


Andrew  VV.  Miglets,  Jr.,  M.D.* 


This  40  year  old  man  was  found  to  have  an 
acorn  sized  mass  located  at  the  junction  of  his 
hard  and  soft  palate.  (Fig.  1).  The  mass  was  non- 
tender but  fixed.  There  was  no  cervical  adeno- 
pathy, and  the  remainder  of  the  physical  examina- 
tion was  not  remarkable.  He  had  been  aware  of 
a “swelling”  in  the  area  for  at  least  two  years.  It 
did  not  fluctuate  in  size. 

What  is  your  diagnosis  and  how  can  this  mass 
be  further  evaluated? 

(See  p.  1099  of  this  issue  for  further  informa- 
tion and  discussion.) 


*Dr.  Miglets,  Columbus,  is  Assistant  Professor  of 
Otolaryngology,  The  Ohio  State  University  Col- 
lege of  Medicine. 

Submitted  March  31,  1971. 


Fig.  1.  Arrow  points  to  firm  mass  located  at  junction  of 
hard  and  soft  palate. 
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Fatal  Auto-Immune  Hemolytic  Anemia 
Complicating  Lymphoma 

Report  of  Three  Cases 
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HROXIC  LYMPHOCYTIC  LEUKEMIA 
and  malignant  lymphoma  are  usually  in- 
dolent disorders.  Death  results  from  infection, 
visceral  infiltration,  hemorrhage,  anemia,  or 
varying  combinations  of  these.  Anemia,  when  not 
due  to  bleeding,  results  from  marrow  replacement, 
splenic  sequestration,  or  hemolysis.  Hemolysis,  de- 
fined by  shortened  erthrocvtic  life  span,  may  be 
divided  into  two  general  categories.  By  far  the 
more  common  is  characterized  by  lesser  intensity 
and  absence  of  demonstrable  auto-immune  fac- 
tors.1-2 The  other  type,  usually  acute  and  auto- 
immune, is  far  less  common.  Three  recent  cases 
of  this  type  in  which  hemolysis  dominated  the 
morbid  picture,  leading  to  death,  form  the  basis 
of  this  report. 

Case  Reports 

Case  1.  An  82-year-old  white  woman  was  admitted 
to  the  Atlantic  City  Hospital  in  May  1967  with  abrupt 
onset  of  weakness  and  shortness  of  breath.  Weight  loss  of 
approximately  13.6  kg  (30  lb)  had  occurred  over  a 
period  of  a year.  One  month  prior  to  admission,  she 
developed  a respiratory  infection,  the  residuals  of  which 
persisted. 

On  examination,  she  was  dyspneic,  pale,  slightly 
icteric,  and  acutely  and  chronically  ill.  Blood  pressure 
was  144/86  mm  Hg,  pulse  rate  100  beats  per  minute, 
and  rectal  temperature  99  F (37.2  C).  There  were  rales 
at  the  lung  bases.  The  liver  was  enlarged  3 cm  below 
the  right  costal  margin,  and  the  spleen  was  not  pal- 
pated. Enlarged  bilateral  axillary  and  cervical  lymph 
nodes  were  palpated. 

Hemoglobin  level  was  3.6  gm  per  100  ml  and 
white  blood  cell  count  (WBC)  25,000  per  cu  mm  with 
79  percent  polymorphonuclears,  11  nonfilaments,  2 
metamyelocytes,  5 lymphocytes,  and  3 monocytes.  Red 
cells  were  normochronic,  and  platelets  were  adequate 
on  the  smear. 

Direct  Coombs’  test  was  strongly,  and  indirect 
Coombs’  weakly,  positive.  A warm  acting  antibody, 
which  agglutinated  a panel  of  eight  cell  types  was 
present,  as  was  a cold  agglutination  titre  of  1:256.  The 
reticulocyte  count  was  reported  2.2  percent.  Serum 
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blood  urea  was  59  mg  per  100  ml,  creatinine  value  2.0 
mg  per  100  ml,  and  total  bilirubin  level  3.5  mg  per  100 
ml  with  direct  fraction  of  1.1  mg  per  100  ml. 

The  bone  marrow  was  normally  cellular  with  a 
myeloid  erythrocyte  ratio  of  7:1.  There  was  a left 
shift  in  the  granulocyte  series,  but  there  were  no  ab- 
normal infiltrations  and  clearly  no  erythroid  hyper- 
plasia. 

The  patient  was  treated  with  digoxin  and  was  given 
transfusions  with  one  unit  of  packed  red  blood  cells  and 
one  of  whole  blood.  The  hemoglobin  level  rose  to  5 gms 
per  100  ml  after  which  it  fluctuated  between  2.8  and 
4 gms  per  100  ml.  Multiple  units  of  bank  blood  were 
then  found  incompatible.  On  the  second  hospital  day, 
there  was  left  costal  pain,  and  a pericardial  friction 
rub  was  heard.  On  the  fifth  hospital  day,  the  patient 
was  treated  with  prednisone  20  mg  followed  by  10  mg 
every  six  hours  by  mouth.  Serum  uric  acid  was  9.1  mg 
per  100  ml,  and  total  serum  protein  5.7  gm  per  100  ml 
with  serum  albumin  2.5  and  globulin  3.2  gm  per  100 
ml.  Electrophoretic  fractionation  disclosed  albumin  level 
49.0  percent;  a, -globulin  value  7.4  gm  per  100 
ml;  cv -globulin  value  7.4  gm  per  100  ml;  J3-globulin 
value  11.7  gm  per  100  ml;  and  y-globulin  value  24.5 
gm  per  100  ml.  Two  nucleated  red  blood  cells  were 
seen  on  a peripheral  blood  smear,  and  the  reticulocyte 
count  was  3.5  percent.  On  the  sixth  day,  the  patient 
received  polycillin  and  prednisone  20  mg  intravenously 
every  four  hours.  Dyspnea  became  more  severe  before 
death  on  her  seventh  hospital  day. 

Autopsy  Findings 

At  autopsy,  lymph  nodes  varying  in  size  from  1 
to  2 cm  were  found  in  both  axillae.  They  were  matted 
together  in  the  left  axilla  forming  a mass  6 cm  in 
length.  The  microscopic  diagnosis  of  these  nodes  was 
malignant  lymphoma,  Hodgkin’s  type.  Sternberg-Reed 


1088  j The  Ohio  State  Medical  Journal 


cells  were  small  and  sparsely  distributed,  and  the  pre- 
dominant pattern  was  lymphocytic  with  a small  histio- 
cytic component.  No  other  nodes  or  organs  were  in- 
volved with  tumor. 

The  spleen  weighed  460  grams  and  was  congested 
and  there  were  focal  farctions.  The  bone  marrow  sec- 
tions confirmed  the  aspiration  findings  of  myeloid  hy- 
perplasia. 

There  were  fibrinous  pericarditis  and  moderate 
pulmonary  edema.  Death  was  attributed  to  congestive 
heart  failure  secondary  to  profound  anemia. 

Case  2.  This  patient  was  a 65-year-old  white  woman 
admitted  to  the  Atlantic  City  Hospital  in  May  1967 
complaining  of  weakness  of  two  weeks’  duration.  She  had 
had  splenomegaly  since  1965.  She  was  a mild  diabetic, 
well  controlled  on  diet.  One  year  before  admission  she 
had  undergone  an  uneventful  hemorrhoidectomy.  In 
1965  her  hemoglobin  level  was  12  gm  per  100  ml  and 
white  blood  cell  count  (WBC)  6800  per  cu  mm  with 
58  percent  lymphocytes  and  42  percent  neutrophils. 

On  examination,  the  spleen  was  palpated  5 cm 
below  the  left  costal  margin  and  inguinal  nodes  were 
palpated  bilaterally. 

Hemoglobin  level  was  4.2  gm  per  100  ml  and  the 
leukocyte  count  was  9000  per  cu  mm  with  88  percent 
lymphocytes  and  12  percent  neutrophils.  Platelet  count 
was  79,000  per  cu  mm.  Serum  uric  acid  was  6.0  mg  per 
100  ml  and  serum  bilirubin  1.2  mg  per  100  ml.  Bone 
marrow  contained  increased  numbers  of  lymphocytes 
and  many  basket  cells.  Megakaryocytes  and  erythroid 
elements  were  decreased.  The  picture  was  compatible 
with  chronic  lymphocytic  leukemia. 

She  was  given  one  unit  of  packed  red  blood  cells 
on  the  day  of  admission  and  a second  unit  the  following 
day.  After  the  blood  transfusions,  both  direct  and  indi- 
rects  Coombs’  tests  were  strongly  positive.  A warm 
acting  incomplete  antibody,  which  agglutinated  a cell 
panel  of  eight  types,  was  present.  Multiple  units  of 
blood  were  selected  for  crossmatch  during  the  hos- 
pitalization, but  none  was  compatible.  Reticulocytes 
after  transfusions  were  reported  1.3  percent  and  later 
rose  to  a maximum  of  11.1  percent. 

After  transfusions,  hemoglobin  rose  to  7.3  gm  per 
100  ml  and  the  white  blood  cell  count  was  8400  per 
cu  mm  with  91  percent  lymphocytes.  Total  protein 
serum  value  was  6.3  gm  per  lOO  ml  and  electrophoretic 
fractionation  disclosed  albumen  68.3;  a,  4.3;  a;  7.0; 
(3  11.3;  and  y globulin  9.1  percent. 

Treatment  with  Leukeran  6 mg  daily  was  insti- 
tuted. Weakness  and  anemia  dominated  the  clinical 
picture  and  on  the  seventh  day,  treatment  was  started 
with  prednisone  10  mg  twice  a day.  Thereafter,  blood 
glucose,  which  had  been  normal,  rose  and  varied  from 
147  to  300  mg  per  100  ml.  On  the  20th  day,  prednisone 
dosage  was  increased  to  20  mg  twice  a day.  Leukeran 
w'as  discontinued  after  100  mg  had  been  administered. 
Platelet  count  was  34,000  per  cu  mm  at  this  time,  and 
hemoglobin  level  fluctuated  from  5 to  7 gm  per  100  ml. 
Up  to  the  35th  day,  the  only  symptom  was  weakness, 
and  continued  attempts  were  made  to  find  compatible 
blood.  Splenic  irradiation  was  instituted  on  the  35th 
day  after  which  nausea,  vomiting,  severe  diarrhea,  and 
dehydration  occurred.  Hemoglobin  level  was  recorded 
at  8.2  gm  per  100  ml  in  the  presence  of  dehydration. 
The  patient  died  on  the  39th  hospital  day. 

Autopsy  Findings 

At  autopsy,  the  spleen  weighed  530  gm.  The 
architecture  of  the  spleen  revealed  enlarged  right  axil- 
lary nodes,  and  bone  marrow  effaced  by  leukemic  infil- 
tration. Leukemic  infiltrations  were  also  present  in  the 
liver,  small  intestine,  and  colon.  Lobular  broncho- 
pneumonia due  to  Monilia  was  present. 

Death  was  caused  by  dehydration  and  monilial 
pneumonia  complicating  hemolytic  anemia,  lymphocytic 
leukemia,  and  diabetes. 

Case  3.  A 55-year-old  white  man  was  admitted  to 
the  Atlantic  City  Hospital  in  July  1967  complaining 
of  weakness,  fever,  and  dark  urine  of  three  days  dura- 
tion. A diagnosis  of  chronic  lymphocytic  leukemia  had 


been  made  four  months  prior  to  admission.  At  that 
time,  there  were  lymphadenopathy  and  hepatospleno- 
megly.  Hemoglobin  level  then  was  13.1  gm  per  100  ml, 
and  white  blood  cell  count  was  48,000  per  cu  mm  with 
80  percent  mature  lymphocytes.  Bone  marrow  was 
heavily  infiltrated  with  lymphocytes.  Protein  electro- 
phoresis revealed  normal  separation  with  adequate 
gamma  globulin.  He  was  treated  with  chlorambucil  6 
mg  daily,  which  was  reduced  to  2 mg  daily  three  weeks 
prior  to  admission.  He  had  also  received  allopurinal  300 
mg  per  day. 

He  was  jaundiced.  Temperature  was  99.5  F (37.5  C) 
and  pulse  rate  126  beats  per  minute.  There  was  marked 
generalized  lymphadenopathy.  The  spleen  was  palpated 
3 to  4 cm  below  the  costal  margin  and  the  liver  at 
2 cm.  These  findings  were  not  significantly  different 
from  the  first  examination. 

Hemoglobin  level  was  5.5  gm  per  100  ml  with  red 
blood  cell  count  of  1.7  million  per  cu  mm  and  white 
blood  cell  count  94,000  per  cu  mm  with  90  percent 
lymphocytes.  Serum  uric  acid  value  was  8.5  mg  per 
100  ml,  urine  urobilinogen  2.6  Ehrlich  units,  and  serum 
bilirubin  level  6.1  mg  per  100  ml  with  a direct  fraction 
of  0.45  mg  per  100  ml.  Direct  and  indirect  Coombs’  tests 
were  positive,  but  no  cold  agglutinins  were  detected. 
Reticulocyte  count  was  7.7  percent  and  platelet  count 
120,000  per  cu  mm. 

Treatment  consisted  of  intravenous  prednisone  20 
mg  every  six  hours  and  allopurinal  100  mg  twice  daily. 
On  the  third  day,  hemoglobin  level  was  3.2  gm  per  100 
ml,  and  there  was  chest  pain.  Crossmatch  was  incom- 
patible against  multiple  units  of  bank  blood.  Antibody 
studies  disclosed  an  incomplete  warm  acting  panagglu- 
tinin. 

Hemoglobin  level  dropped  to  2.9  gm  per  100  ml, 
and  he  was  given  transfusions  uneventfully  with  two 
units  of  type-specific  uncrossmatched  blood,  after  which 
his  hemoglobin  level  was  4 gm  per  100  ml.  He  then 
received  one  unit  of  blood  per  day.  Additional  treatment 
included  intravenous  Solu-Cortef  100  mg  every  six 
hours.  Serum  uric  acid  rose  to  18.9  mg  per  100  ml. 
On  the  seventh  day.  temperature  was  101  F (38.3  C) 
and  total  bilirubin  level  was  5.7  mg  per  100  ml  with 
direct  fraction  of  0.7  mg  per  100  ml.  Hemoglobin  level 
never  rose  above  5 gm  per  100  ml.  He  was  pronounced 
dead  on  the  seventh  hospital  day. 

Autopsy  Findings 

At  autopsy,  the  spleen  weighed  850  grams.  Both 
liver  and  spleen  were  sites  of  leukemic  infiltration.  Bone 
marrow  and  numerous  enlarged  nodes  were  extensively 
infiltrated  with  mature  lymphocytes,  which  obliterated 
their  normal  architecture.  Leukemic  infiltrations  were 
found  in  the  gastrointestinal  tract,  epicardium,  lungs, 
and  kidneys.  There  was  no  evidence  of  hemoglobinuric 
nephrosis. 

Postmortem  blood  culture  was  positive  for  Staph- 
ylococcus aureus,  coagulase  positive,  and  visceral  micro- 
abscesses consistent  with  septicemia  were  found. 

The  lungs  were  acutely  congested,  and  death  was 
due  to  congestive  heart  failure  secondary  to  severe 
hemolytic  anemia  complicating  chronic  lymphocytic 
leukemia.  Staphlococcic  septicemia  was  an  additional 
factor. 

Discussion  of  Cases 

These  three  patients  had  mild  or  no  symp- 
tomatology, despite  their  malignant  diseases,  prior 
to  the  onset  of  anemia.  Terminal  admissions  were 
indicated  by  abrupt  onset  of  fatigue  and  pallor. 
In  all  cases  both  direct  and  indirect  Coombs’  tests 
were  positive,  and  incomplete  warm  acting  pan- 
agglutinins were  present  as  well  as  other  para- 
meters of  hemolysis. 

In  case  I,  there  was  minimal  lymphomatous 
involvement  at  autopsy,  in  spite  of  which  the 
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patient  had  gradually  lost  30  lb.  in  weight  in  one 
year.  Symptoms,  however,  were  vague  until  the 
abrupt  acute  auto-immune  hemolysis  led  directly 
to  intractable  anemia  and  death.  Cold  agglutinins 
were  present  in  a titer  of  1 : 256  in  saline.  This 
titer  is  too  low  to  be  implicated  in  hemolysis 
and  may  have  resulted  from  a viral  infection, 
which  also  produced  the  pericarditis.  There  were 
myeloid  hyperplasia  and  absence  of  erythroid  re- 
sponse in  the  marrow.  It  is  possible  that  viral 
infection  and  azotemia  prevented  erythroid  re- 
sponse to  the  intense  hemolytic  stimulus,  thus 
accounting  for  the  low  reticulocyte  count. 

In  case  2,  the  patient  was  asymptomatic  prior 
to  the  onset  of  anemia.  Splenomegaly  had  been 
known  for  two  years.  One  year  before  admission, 
she  had  undergone  an  uneventful  hemorrhoidec- 
tomy during  which  hemoglobin  level  was  normal. 
At  autopsy  there  was  extensive  lymphomatous  in- 
volvement, which  was  most  likely  present  during 
the  asymptomatic  period.  In  the  absence  of  acute 
hemolysis,  the  events  leading  to  early  death  would 
not  have  occurred,  although  anemic  anoxia  and 
acute  congestive  failure  were  not  the  direct  causes 
of  death. 

In  case  3,  there  were  extensive  leukemic 
infiltrations  with  lymph  node  and  splenic  in- 
volvement, however,  symptoms  were  minimal  and 
hemoglobin  level  was  normal  prior  to  the  onset 
of  hemolysis.  Death  was  directly  traceable  to 
intractable  anemia  with  anoxia  and  congestive 
heart  failure. 

Treatment 

Initial  compatible  crossmatches  of  two  units 
each  were  performed  in  cases  1 and  2.  Following 
this,  multiple  units  were  incompatible,  and  no 
additional  blood  was  given.  There  is  no  apparent 
explanation  for  this  altered  compatibility.  These 
patients  had  not  previously  received  transfusions, 
and  it  is  unlikely  that  the  initial  units  of  blood 
induced  antibody  response  sufficient  to  produce 
subsequent  incompatibility  within  24  to  48  hours.3 
In  case  3,  it  was  impossible  to  find  compatible 
blood.  In  spite  of  this,  five  units  of  type  specific 
blood  were  given,  producing  a transient  rise  in 
hemoglobin  level.  There  was  no  evidence  of  hemo- 
globinuric  nephrosis  at  autopsy. 

Prednisone  was  administered  in  small  doses 
to  the  patient  in  case  1 and  the  patient  died 
before  large  doses  could  be  given.  The  possibility 
of  response  to  large  doses  exists  in  this  case. 
Prednisone  dosage  was  not  raised  in  case  2 be- 
cause of  the  relatively  benign  course  and  rapid 
increase  of  glucose  intolerance.  Terminal  com- 
plications occurred  abruptly. 

In  case  3,  the  patient  failed  to  respond  to 
blood  transfusions  and  massive  doses  of  pred- 
nisone. 


Gamma  globulin  was  not  given  in  any  case, 
because  none  had  hypogammaglobulinemia. 

The  patients  in  cases  1 and  3 were  at  no 
time  suitable  candidates  for  splenectomy.  Splenic 
radiation  was  instituted  in  case  2 but  only  one 
dose  was  administered  before  complications  en- 
sued. 

Incidence 

The  frequency  of  hemolytic  anemia  in  the 
lymphoproliferative  disorders  can  be  estimated 
from  several  reported  series.  Twenty-four  cases, 
20  with  positive  Coomb’s  test  occurring  during  the 
years  1938  to  1954  were  reviewed  by  Rosenthal 
et  al;4  the  number  of  deaths  attributed  to  fulmi- 
nant hemolysis  was  not  noted.  Of  175  cases  of 
auto-immune  hemolytic  anemia  collected  by 
Dacie5  between  1947  and  1961,  twenty  occurred 
with  lymphoma;  again  the  number  with  fulminant 
and  lethal  hemolysis  was  not  stated.  Seventeen 
cases  of  lymphoproliferative  disease  were  studied 
for  hemolytic  mechanisms  by  Freymann,  et  al  from 
1951  to  1958.1  One  had  a positive  Coombs’  test 
and  significantly  shortened  red  blood  cell  sur- 
vival. One  hundred  and  twenty  eight  unselected 
cases  of  auto-immune  hemolytic  anemia  were 
studied  between  1949  and  1958  by  Dausset  and 
Colombani;6  15  of  these  were  associated  with 
lymphoproliferative  disorders.  From  1945  to  1957, 
twenty  cases  of  acquired  hemolytic  anemia  as- 
sociated with  chronic  lymphocytic  leukemia,  fol- 
licular lymphoma,  and  lymphosarcoma  were  col- 
lected at  the  Mayo  Clinic.  Eight  were  known 
dead  from  a combination  of  hemolysis  and  the 
underlying  disease,  but  the  relative  importance 
of  the  hemolytic  component  was  not  stated.7 

In  Osgood’s  series  of  212  patients  with  chron- 
ic lymphocytic  leukemia  followed  from  5.5  to 
19  years,  78  (36  percent)  developed  Coombs’ 
positive  hemolytic  anemia.  This  high  incidence 
was  attributed  to  longer  survival.8 

Save  for  Osgood’s  series,  auto-immune  he- 
molysis may  be  expected  to  complicate  10  to  20 
percent  of  lymphomas.2  It  appears  to  be  uncom- 
mon when  sifted  from  large  numbers  of  patients 
in  a variety  of  institutions.  Fulminant  hemolysis 
leading  to  death  is  rare.  In  Osgood’s  series,  the 
median  survival  after  onset  of  hemolysis  was  60 
months. 

Discussion  of  Mechanism 

A direct  positive  Coombs’  test  is  evidence  of 
antibody  coating  the  red  cells.3  It  may  antedate 
significant  anemia  and  persist  long  after  the 
anemia  has  disappeared  as  a result  of  therapy.4’5’8’9 
There  is  no  consistent  relationship  between  the 
presence  of  antibody  and  accelerated  hemolysis.5’10 
At  some  time,  the  coating  antibody  in  the  presence 
of  complement  damages  the  red  cell  and  pre- 
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disposes  it  to  premature  removal  by  the  reti- 
culoendothelal  system.  The  precise  damage  render- 
ed consists  of  multiple  punched  out  defects  in  the 
red  cell  envelop.'  These  defects  are  apparently  the 
same  regardless  of  antigen  or  antibody  involved, 
and  they  may  be  produced  by  either  7S  or  19S 
antibodies.  Evidence  has  been  presented  that  lysis 
is  caused  by  complement  rather  than  antibody, 
which  indeed  may  not  be  present  on  the  cell 
surface  when  the  defect  is  produced.  The  role  of 
complement  is  clear  in  paroxysmal  nocturnal 
hemoglobinuria  and  in  cold  and  iso-immune  intra- 
vascular hemolysis,10-13  but  its  role  in  auto-immune 
red  cell  damage  and  subsequent  extravascular 
destruction  is  not  fully  defined.  14-15  Red  cells  of 
patients  with  Coombs-positive  chronic  hemolysis 
may  be  coated  with  gamma  G alone  or  gamma 
G plus  complement.9  Specific  drop  in  complement 
levels  with  onset  of  acute  fulminant  hemolysis  has 
not  been  demonstrated. 

Whether  the  intensity  of  hemolysis  is  related 
to  the  type  of  red  blood  cell  damage  inflicted  by 
the  antibody  mechanism,  or  to  increased  sequestra- 
tion and  removal  of  similarly  damaged  cells  by 
an  overactive  reticuloendothelial  system,  is  not 
precisely  known.  Failure  to  predict  which  patient 
will  benefit  from  splenectomy  underscores  the 
lack  of  understanding  of  the  function  of  the  retic- 
uloendothelial system.5  The  three  patients  pre- 
sented were  not  studied  with  anticomplement 
type,  nongamma  Coombs’  serum.16  This  studv 
would  identify  the  presence  of  C complement  but 
would  not  further  clarify  the  fulminant  hemolysis. 

Although  activation  of  a complement-anti- 
body-antigen complex  damages  the  red  cell,  the 
precipitating  cause  is  not  known.  In  these  cases, 
the  immune  status  of  the  patients  prior  to  the 
symptomatic  anemia  is  not  known  and  auto-anti- 
bodies may  have  been  present  long  before  anemia 
appeared.  What  is  clinically  crucial  here  is  an 
understanding  of  the  acute  hemolytic  process  lead- 
ing to  death.  No  common  triggering  mechanism 
was  apparent.  In  case  3,  the  patient  had  received 
chlorambucil  6 mg  daily  for  about  one  month 
prior  to  admission  but  had  received  no  radiation 
or  steroids.  The  other  two  patients  were  untreated. 
Accelerated  hemolysis  after  treatment  with  alky- 
lating agents  and  radiotherapy  has  been  observed, 
and  caution  has  been  recommended.4’16  Specula- 
tions based  on  animal  work,  by  which  this  effect 
might  be  brought  about,  have  been  offered.16 
Lysis  of  lymphocytes  and  release  of  antibody  by 
adrenocortical  steroids  have  been  demonstrated 
experimentally.1819  On  the  other  hand,  treatment 
with  ACTH  and  x-ray  did  not  cause  an  anamnes- 
tic rise  in  antibody  titre  in  previously  immunized 
animals,20  and  similar  findings  have  been  reported 
when  nitrogen  mustard  was  administered  to  rab- 
bits.21 In  a personally  observed  case,  massive  anti- 


body release  with  autohemagglutination,  hemoly- 
sis and  lympholysis  occurred  dramatically  within 
hours  after  steroids  were  given.  It  is  apparent  that 
there  is  no  consistent  evidence  on  the  propensity  of 
extrinsic  agents  to  induce  hemolysis. 

Furthermore,  since  malignant  lymphomas  of 
all  types  have  been  commonly  treated  with  radia- 
tion and  alkylating  agents  for  several  decades,  the 
rarity  of  complicating  acute  hemolysis  speaks 
against  these  treatments  as  triggering  agents.  In 
patients  already  immunized,  accelerated  hemolysis 
appears  to  be  particularly  uncommon.  In  addition, 
the  sudden  release  of  preformed  antibodies  should 
be  a self-limited  event  and  should  not  cause 
relentless,  refractory  hemolysis. 

The  possibility  of  sudden  influx  of  antigen 
may  be  considered.  Although  some  iso-immune 
antibodies  have  been  reported22  and  this  notion 
is  receiving  added  credence  recently,23  the  red 
cell  is  not  considered  antigenic  in  the  great  bulk 
of  auto-immune  hemolytic  anemias.  None  of  the 
known  extrinsic  antigens  or  haptens  which  have 
an  affinity  for  the  red  cell  membrane,  including 
penicillin,24’25  Aldomet,26  stibophen,16  and  quini- 
dine16  were  present  in  these  cases,  and  no  trans- 
fusions had  been  given. 

The  experimental  work  of  Mellors  presents 
a pathogenetic  system  which  most  nearly  parallels 
the  conjunction  of  lymphoma  and  auto-immune 
hemolysis  in  the  human.27’28  Inbred  NZB  mice 
consistently  developed  Coombs’-positive  hemolytic 
anemia,  glomerulitis,  and  lymphoma.  The  viral 
antigen  of  this  process  was  demonstrated  by  elec- 
tron microscopy  and  transmitted  to  a different 
strain  of  mice,  producing  the  same  syndrome.  Such 
a virus,  acting  slow'ly,  can  explain  the  protracted 
and  irregular  evolution  of  individual  human  cases, 
since  we  may  assume  proliferation  of  virus  and 
increase  of  antigen. 

The  conception  of  immunologic  deficiency 
states  in  lymphomatous  disease,  allowing  prolifera- 
tion of  antigen  or  of  antigen  exposing  micro- 
organisms, fits  neatly  into  this  pathogenetic 
mechanism.29-30 

Conclusions 

Although  auto-immune  hemolytic  anemia  is 
a well-known  complication  of  lymphomatous 
disease,  fulminant  and  intractable  anemia  is  in- 
frequently seen.  No  unquestioned  triggering 
mechanism  was  present  in  the  three  cases  pre- 
sented nor  does  the  literature  yield  any  consistent 
explanation  of  this  event.  It,  therefore,  is  a hazard 
in  all  lymphomas.  It  must  be  sought  on  careful 
follow-up  and  more  effective  therapy  must  be 
used. 

The  use  of  incompatible  blood  is  not  new 
and  case  3 demonstrates  that,  although  improve- 
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ment  was  scared)  significant,  there  were  no  ap- 
parent ill  effects  from  five  transfusions. 

Case  1 is  instructive  in  that  without  autops\ 
this  patient  might  have  been  signed  out  as  idio- 
pathic hemolytic  anemia.  A minimal  amount  ol 
lvmphomatous  tissue  was  associated  with  lethal 
antibody  production. 

A theoretical  system  explaining  the  onset  ol 
hemolysis  can  be  derived  from  work  recently 
reported  in  the  literature.  In  the  presence  of  im- 
mune deficiency,29’30  a viral  antigen  proliferating 
at  a slow  rate  might  induce  antibody  production 
depending  on  the  quantity  of  virus.27’28 

The  mechanism  of  red  blood  cell  damage 
by  antibody  and  complement  has,  on  the  other- 
hand  been  worked  out  thoroughly,  if  not  com- 
pletely.10"13 

Fatal  results  in  these  three  cases  indicates 
need  for  further  work. 

Sun  unary 

Three  cases  of  acute,  fulminant,  auto-immune 
hemolytic  anemia  complicating  lymphoma  were 
presented.  In  two  cases  crossmatch  was  initially 
compatible.  Thereafter,  no  compatibility  was 
found  with  multiple  units  tested.  One  patient  was 
given  transfusions  with  five  units,  and  no  ill 
effects  were  noted.  Adrenal  corticosteroids  in  mod- 
erate dosages  were  ineffective  in  two  cases  and  in 
massive  doses  were  ineffective  in  one  case.  It  was 
obvious  that  two  patients  died  of  severe  anemic 
anoxia.  In  the  third  patient,  the  anemia  w'as  a 
contributing  factor. 

Pathogenesis  was  discussed  and  a theoretical 
explanation  of  the  sequence  was  considered. 

Generic  and  Trade  Names  of  Drugs 

Chlorambucil — Leukeran  (Burroughs  Wellcome) 
Hydrocortisone  sodium  succinate  — Solu-Cortef 

(Upjohn) 

Methyldopate  hydrochloride  — Aldomet  (Merck 

Sharp  & Dohme) 
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HE  SURGICAL  TREATMENT  of  cancer 
often  involves  the  need  for  skin  grafting. 
Simultaneous  chemotherapy  has  been  thought  to 
be  detrimental  to  wound  healing.  In  particular, 
the  surgeon  must  understand  the  specific  effects  of 
antitumor  drugs  used  prophylactically  in  connec- 
tion with  various  cancer  operations  such  as  radical 
mastectomy.  This  adjuvant  chemotherapy  may 
help  to  prevent  the  development  of  distant  metas- 
tases  that  can  result  from  circulating  tumor  cells, 
but  the  effects  of  the  drugs  on  body  chemistry 
and  physiology  have  not  been  entirely  clarified. 
The  purpose  of  this  investigation  is  to  find  whether 
5-fluorouracil  significantly  affects  skin-graft  sur- 
vival. 

Of  the  drugs  used  for  this  purpose,  5-flu- 
orouracil (5-FU),  which  has  been  used  for  15 
years,  has  attracted  considerable  interest  because 
of  its  encouraging  results  in  cases  of  breast  carci- 
noma as  well  as  other  types  of  malignant  neo- 
plasm.1'9 Cole12  and  B.  Fisher  (oral  communica- 
tion, March  1970)  agree  that  it  appears  to  be 
especially  beneficial  for  women  with  breast  cancer 
before  the  menopause.1213  In  such  cases,  if  positive 
lymph  nodes  are  found  at  operation,  the  adminis- 
tration of  5-FU  during  and  after  surgery  has  ap- 
peared to  some  investigators  to  delay  recurrence  of 
the  tumor.8  On  the  other  hand,  it  has  been  suggest- 
ed that  adjuvant  chemotherapy  may  slow  wound 
healing,  decrease  host  resistance,  depress  bone 
marrow  function,  and  enhance  tumor  growth.10 
In  addition,  sensitivity  reactions  have  been  re- 
ported in  the  intestinal  tract.11  Following  the  re- 
cent report  of  a cooperative  investigation  carried 
out  by  Cole  and  his  associates,12  showing  question- 
able improvement  in  survival  rate  or  length  of 
survival  in  autografts  after  radical  mastectomy. 
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the  enthusiasm  for  adjuvant  chemotherapy  has 
decreased  considerably.  Fisher  feels  that  all  chemo- 
therapeutic agents  have  some  immunosuppressive 
effect  which  one  has  to  weigh  against  the  chemo- 
therapeutic cell  kill  rate.  Experimental  studies  of 
adjuvant  cancer  chemotherapy  have  failed  to  dis- 
close any  specific  effects  with  regard  to  anas- 
tomotic failure  or  impaired  healing  of  primary 
skin  grafts  and  increased  mortality  of  patients.13 

When  skin-graft  (autograft)  failure  was  noted 
among  mastectomy  patients  at  the  St.  Joseph 
Mercy  Hospital  in  Ann  Arbor,  it  was  decided  to 
investigate  more  closely  those  cases  involving  5-FU 
administration  and  to  examine  the  influence  of 
the  drug  by  means  of  controlled  experiments  in 
laboratory  animals.  Specifically,  the  study  was  in- 
tended to  find  whether  5-FU  prevents,  in  any 
way,  the  primary  take  of  autografts  following 
radical  mastectomy  in  the  hospital  patient  and 
the  experimental  animal. 

Clinical  Review 

A review  of  hospital  records  for  the  past  ten 
years  disclosed  200  cases  of  radical  mastectomy. 
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Twenty-one  of  these  patients  iiad  been  given  5-FU 
in  the  dosage  of  15  mg/kg  of  body  weight  per  day 
for  five  days  after  the  operation.  Follow-up  studies 
showed  that  19  of  the  21  patients  are  still  living  as 
long  as  five  years  after  operation  with  no  evidence 
of  tumor  recurrence. 

With  respect  to  reconstructive  procedures,  it 
was  found  that  12  of  the  21  patients  did  not 
require  skin  grafts.  In  the  other  nine  cases,  with 
skin  grafting  performed  by  five  different  surgeons, 
failure  of  the  skin  graft  to  survive  was  noted  in 
five  cases.  On  the  basis  of  a clinical  method  for 
estimating  the  failure  of  skin  grafts  to  survive, 
the  response  in  the  five  cases  ranged  from  15  to 
100  percent  failure  rate,  with  an  over-all  average 
of  39  percent. 

Some  basis  for  comparison  was  afforded  by 
the  series  as  a whole:  Skin  grafts  were  applied 
in  63  of  the  179  cases  where  5-FU  was  not  used, 
and  failure  of  the  skin  graft  to  survive  occurred 
in  14  of  these,  to  a degree  Banging  from  10  to 
100  percent.  The  average  failure  rate  in  these  cases 
was  only  14  percent,  as  compared  to  39  percent 
in  the  group  receiving  chemotherapy.  The  impres- 
sion given  was  that  skin  grafts  associated  with 
5-FU  therapy  had  less  chance  of  survival. 

Experimental  Study 

To  test  the  hypothesis  of  the  casual  relation- 
ship in  clinical  patients  between  skin  graft  failure 
and  5-FU  therapy,  the  authors  investigated  the 
effect  of  5-FU  on  skin  grafts  in  white  Belgian  rab- 
bits weighing  8 to  10  pounds.  They  were  evaluated 
on  the  basis  of  mechanical  and  physiological 
factors.  The  animals  were  prepared  by  surgical 


procedures  designed  to  simulate  radical  and  ultra- 
radical mastectomy,  with  the  application  of  auto- 
genous split-thickness  grafts. 

Method. — At  operation  the  animal  was  anes- 
thetized with  open-drop  ether  and  the  hair  was 
shaved  over  the  operative  site.  After  preparation 
of  the  skin  with  a solution  of  an  antibacterial 
detergent  (pHisoHex)  and  iodine,  sterile  draping 
was  applied,  and  the  Brown  electric  dermatome 
was  used  to  remove  a piece  of  split-thickness  skin 
measuring  9 to  12  square  inches.  A full-thickness 
defect  was  then  produced  by  cutting  away  the 
subcutaneous  tissue  until  the  muscle  layer  was 
reached  (Fig.  1),  and  the  skin  graft  was  sutured 
in  place  over  the  defect  (Fig.  2).  To  protect  the 
graft,  a 4X4-inch  gauze  pad  and  a piece  of  wire 
mesh  were  used  as  a dressing,  fastened  with  #32 
stainless  steel  wire  sutures.  For  the  “ultraradical” 
procedure,  the  technique  was  the  same  except  that 
extensive  dissection  and  elevation  of  skin  flaps 
was  performed  from  midline  to  the  lateral  body 
wall  and  from  the  clavical  to  the  hind  leg. 

Following  the  operation,  5-FU  was  admin- 
istered to  17  of  the  22  animals,  the  remaining  five 
animals  serving  as  a control  group  in  which  no 
drug  was  administered.  The  experimental  group, 
then,  was  comprised  of  12  animals  with  ‘‘radical 
mastectomy”  and  five  with  “ultraradical  mastec- 
tomy.” All  received  intraperitoneal  injections  of  5- 
FU  daily  for  five  days,  but  they  were  grouped  ac- 
cording to  three  different  dosage  levels.  Thus 
2 of  the  12  in  the  “radical”  group  received  15 
mg/kg  of  body  weight  per  day,  calculated  to  rep- 
resent the  accepted  prophylactic  dosage  for  the 
clinical  cases  in  this  study;  five  received  3 mg/ kg 
of  body  weight  per  day;  and  five  received  6 mg/ 


Fig.  1.  Full-thickness  defect. 
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Fig.  2.  Split-thickness  skin  graft  sutures  over  full-thickness  defect. 


kg  of  body  weight  per  day.  The  rabbits  in  the 
“ultraradical”  group  also  received  6 mg/kg  of 
body  weight  per  day. 

Results.— The  two  animals  receiving  the  15- 
mg  dosage  died  at  two  and  three  days  respectively, 
and  for  this  reason  no  other  animals  were  tested 
at  this  dosage  level.  It  was  noted,  however,  that 
the  skin  grafts  in  these  two  animals  appeared 
viable  just  before  their  death.  The  five  animals 
at  the  3-mg  dosage  level  exhibited  some  drug 
toxicity,  evidenced  by  diarrhea  and  anorexia,  but 
the  symptoms  disappeared  shortly  after  the  series 
of  injections  ended,  and  the  skin  grafts  survived 
completely.  In  the  group  receiving  6 mg/kg  of 
body  weight  per  day,  two  animals  died,  but  without 
any  sign  of  graft  failure:  and  the  other  three  re- 
mained healthy,  with  no  sign  of  failure  during  the 
five  months  that  the  investigation  continued.  In  the 
“ultraradical”  group,  who  also  received  6 mg/kg 
of  body  weight  per  day,  four  of  the  five  animals 
survived.  Again,  there  was  complete  survival  of  the 
skin  grafts. 

Discussion 

The  viability  of  skin  grafts  can  be  affected 
by  a great  many  factors.  Mechanical  and  physio- 
logic factors  including  infection,  motion,  hema- 
toma formation,  wound  contamination,  and  tissue 


immunity  are  a few  of  these,  not  taking  into 
account  the  general  factors  related  to  age  and 
condition  of  the  patient,  nature  and  duration  of 
the  tumor,  etc.  This  investigation  was  strictly 
limited  to  the  direct  effects  of  5-FU  on  skin 
autografts,  and  interpretation  of  the  results  should 
be  limited  accordingly.  From  this  standpoint,  the 
study  did  yield  objective  evidence  that  drug  effects 
alone  cannot  account  for  failure  of  skin  grafts  fol- 
lowing excision  of  tumors.  Rejection  should  not 
occur  in  the  case  of  autografts  as  by  definition  it 
is  a process  that  occurs  only  when  a particular 
tissue  or  organ  is  foreign. 

The  clinical  series  can  only  be  considered 
suggestive  as  the  series  is  too  small  to  be  statistical- 
ly significant.  Moreover,  there  are  a great  many 
mechanical  and  physiologic  variables  that  may 
affect  wound  healing  and  the  response  in  any 
given  case.  In  addition,  there  is  at  least  a possi- 
bility that  the  indications  for  chemotherapy  also 
imply  underlying  conditions,  which  work  against 
successful  grafting.  The  impression  from  the  clin- 
ical study  was  that  skin  grafts  combined  with 
adjuvant  5-FU  therapy  had  less  chance  of  survival. 

In  our  series  of  animal  experiments,  over  77 
percent  of  the  animals  survived,  and  the  skin  grafts 
were  100  percent  successful.  Thus  the  graft  healing 
process  was  not  affected  by  5-FU  even  at  lethal 
doses.  It  is  true  that  patients  received  their  5-FU 
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intravenously  while  the  animals  received  it  intra- 
peritoneally,  the  significance  of  which  is  not 
known.  In  terms  of  clinical  situations,  of  course, 
such  results  are  by  no  means  conclusive.  The 
results  do  support  the  impression  that  the  failure 
of  skin  grafts  in  this  clinical  series  was  due  not 
to  the  5-FU  but  rather  represented  a coincidental 
finding  in  the  relatively  small  number  of  cases. 
The  results,  on  the  basis  of  an  experimental  study 
in  rabbits,  further  suggest  that  adjuvant  5-FU  is 
not  contraindicated  with  various  cancer  operations 
and  in  particular,  following  radical  mastectomy 
insofar  as  autogenous  skin  grafts  are  concerned. 

In  general,  there  is  some  evidence  that  pro- 
phylactic chemotherapy  as  an  adjunct  to  cancer 
surgery  in  selected  cases  can  mean  the  difference 
between  early  and  late  recurrence  and  thus  mean 
prolonged  survival.  The  surgeon  must  balance 
many  opposing  factors  as  they  exist  in  the  indi- 
vidual patient  at  the  time  the  operation  is  planned. 
Until  a great  deal  more  clinical  and  experimental 
evidence  has  accumulated,  decisions  regarding  the 
reconstructive  and  healing  aspects  of  breast  and 
other  cancer  surgery  should  not  be  influenced 
alone  by  clinical  impressions  of  a possible  rela- 
tionship between  skin-graft  survival  and  chemo- 
therapy. 

Summary 

A clinical  review  of  skin-graft  failure  fol- 
lowing radical  mastectomy  suggested  that  5-flu- 
orouracil  (5-FU)  might  be  detrimental  to  the 
survival  of  autogenous  skin  grafts.  An  experi- 
mental study  was  carried  out  in  which  clinical 
conditions  were  simulated  in  rabbits  and  the 
effects  of  5-FU  were  tested  at  various  dosage 
levels.  Although  some  animals  died  as  a result  of 
the  toxic  effects  of  the  drug,  the  skin  grafts 
showed  no  evidence  of  decreased  survival  in  any 
instance.  Since  this  drug  has  been  found  to  help 
prevent  metastases  and  recurrence  of  breast 


cancer  following  radical  mastectomy,  the  need 
for  wound  closure  should  not  in  itself  be  regarded 
as  a contradiction  to  its  use. 

Conclusion 

This  study  did  not  yield  any  conclusive  evi- 
dence that  drug  effects  from  5-FU  account  for 
failure  of  skin  grafts. 

Generic  and  Trade  Name  of  Drug 

Antibacterial  detergent-  pHisoHex  (Winthrop 
Laboratories ) 
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13  ENAL  HOMO  TRANSPLANTATION,  an 

effective  way  of  dealing  with  terminal  renal 
disease  in  children,  has  been  performed  upon  an 
infant  whose  primary  disease  was  the  hemolytic- 
uremic  syndrome.  Although  the  most  common 
primary  disease  in  children  is  chronic  glomeru- 
lonephritis,1^ the  hemolytic-uremic  syndrome, 
since  its  initial  description  by  Gasser,  et  al,4  has 
been  recognized  as  a more  frequent  cause  of  ir- 
reversible renal  failure  in  infants.  Because  a review 
of  the  literature  and  the  Kidney  Transplant 
Registry’  failed  to  reveal  any  successful  renal 
transplants  in  children  with  this  syndrome,  an  in- 
fant with  this  disease,  who  also  represents  the 
youngest  recipient  of  a successful  renal  homo- 
graft, is  reported  in  this  paper. 

Case  Report 

A 5.5  kg  (12.12  lb)  girl  presented  at  the 
age  of  5 months  with  a month  long  history  of 
vomiting,  peripheral  edema,  pallor,  and  hyper- 
tension. Results  of  initial  examinations  and  studies 
were  typical  of  the  hemolytic-uremic  syndrome. 
Initial  platelet  count  was  77,000  per  cu  mm, 
hemoglobin  level  5.6  gm  per  100  ml,  blood  urea 
nitrogen  (BUN)  75  mg  per  100  ml,  and  24-hour 
creatinine  clearance  .63  per  100  ml.  Urinalysis 
showed  1,000  mg  per  100  ml  protein  with  casts, 
and  peripheral  blood  smear  revealed  large  numbers 
of  burr  cells  and  other  abnormal  erythrocytes; 
serum  haptoglobins  were  absent  and  the  Coombs' 
test  was  negative.  Her  hospital  course  was  marked 
by  several  hemolytic  crises  (hemoglobin  level  from 
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12.0  to  4.6  gm  per  100  ml),  several  episodes  of 
congestive  heart  failure,  variations  in  platelet  count 
(7.500  to  130,000  per  cu  mm),  and  an  elevation  in 
split  products  of  fibrinogen.  She  was  maintained 
until  transplantation  by  repeated  peritoneal  di- 
alyses. and  underwent  splenectomy,  bilateral  ne- 
phrectomy, and  cadaveric  transplantation  at  the 
age  of  9 months  (Fig.  1).  She  is  now  13  months 
post-transplantation  with  normal  renal  function, 
peripheral  smear,  platelet  count,  and  white  blood 
cell  count.  Although  her  rate  of  growth  (height) 
is  slightly  decreased,  her  other  growth  and  mental 
parameters  continue  to  develop  normally. 

Discussion 

The  hemolytic-uremic  syndrome  is  a rapidly 
progressing  illness  which  usually  occurs  in  chil- 
dren under  4 years  of  age  and  especially  during 
the  first  year  of  life.6  It  is  often  initially  diagnosed 
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as  a viral  infection,6  because  its  characteristics  in- 
clude hemolytic  anemia  with  abnormal  eryth- 
rocytes, thrombocytopenia,  and  uremia,6  and  the 
primary  symptoms  commonly  consist  of  vomiting,' 
irritability,8  and  a minor  gastrointestinal  infection.9 
Fever,  pallor,  tachycardia,  hypertension,  mild 
jaundice,  urticaria,  edema,  splenomegaly,  hepa- 
tomegaly, and  heart  failure  are  often  found  upon 
initial  examination.6 

Laboratory  studies  performed  upon  patients 
with  this  syndrome  commonly  reveal  red  cells, 
white  cells,  hemoglobin  and  massive  amounts  of 
protein  in  the  urine,  in  addition  to  burr  cells  and 
other  fragmented  erythrocytes  in  the  peripheral 
blood.  A negative  result  in  the  Coombs’  test, 
the  absence  of  haptoglobins,  reticulocytosis,  throm- 
bocytopenia, an  elevated  blood  urea  nitrogen 
(BUN),  and  increased  bone  marrow  megakaryo- 
cytes with  erythroid  hyperplasia  are  all  characteris- 
tic of  the  hemolytic-uremic  syndrome.  610 

Pathologic  studies  most  often  show  abnormal 
glomeruli  that  are  either  hypercellular7  11  or 
hyalinized.  Hemoglobin  casts  and  fibrin  deposits 
are  often  found  in  capillary  loops  and  arterioles, 
and  basement  membranes  are  thickened.11  This 
patient  exhibited  typical  pathologic  damage  due 
to  hemolytic  uremia.  There  was  severe  involve- 
ment of  the  afferent  arterioles  with  marked 
intimal  hyperplasia  and  some  medial  hypertrophy. 
IgG  in  a granular  pattern  and  large  amounts  of 
fibrinogen  were  found  in  the  glomeruli,  which 
appeared  bloodless  and  atrophic,  and  thromboses 
were  present  in  the  afferent  arterioles. 

The  etiology  of  this  syndrome  is  unknown, 
and  it  has  been  suggested  that  multiple  factors 
may  trigger  the  acute  disease  which  is  then  mani- 
fested by  a Schwartzman-type  of  reaction.  How- 
ever, the  effective  management  of  fluids,  heart 
failure,  and  associated  infections  in  these  patients 
usually  limits  the  cause  of  death  to  irreversible 
renal  failure.10  Titus,  the  application  of  renal 
homografting  techniques  will  greatly  improve  the 
prognosis  of  patients  with  this  syndrome. 

This  patient,  the  recipient  of  a renal  homo- 
graft at  the  age  of  9 months,  represents  the  young- 
est recipient  of  a successful  renal  transplant.  She 
has  had  no  rejection  episodes  or  indications  of  an 
exacerbation  of  her  primary  disease.  This  patient 
has  grown  approximately  one  inch  since  trans- 
plantation, demonstrating  that  small  infants  will 
grow  if  corticosteroid  dosage  is  reasonable.  Small 
infants  can  be  most  effectively  maintained  before 
transplantation  by  peritoneal  dialysis,  although 
successful  hemodialysis  has  been  accomplished  in 
infants  weighing  less  than  10  kg.  The  use  of  a 
kidney  from  a 2 J/2-year-old  cadaveric  donor  made 
the  graft  insertion  and  anastomoses  simple  in  this 
infant.  This  patient  tolerated  her  immunosup- 
pressive medication  (Imuran,  prednisone,  rabbit 


Fig.  1.  One  week  post-transplantation,  at  age  of 
9 months. 


antilymphocyte  globulin)  without  anemia,  throm- 
bocytopenia, or  leukopenia,  and  she  has  not  ex- 
perienced an  increased  incidence  of  infection, 
which  is  often  found  with  the  combination  of 
splenectomy  and  immunosuppression.  This  patient 
developed  significant  titers  in  her  serum  of  anti- 
rabbit IgG  antibody  in  response  to  the  intra- 
muscularly injected  rabbit  IgG,  demonstrating 
that  her  ability  to  form  humoral  antibody  was  not 
completely  eliminated. 

Now,  13  months  after  transplantation  with 
normal  renal  function,  this  infant  demonstrates 
that  renal  transplantation  can  be  easily  accom- 
plished in  small  infants  and  that  renal  homograft- 
ing techniques  can  be  applied  to  patients  with  the 
hemolytic-uremic  syndrome.  The  extended  prog- 
nosis of  this  infant  is  unknown ; however,  her 
present  status  and  the  self-limiting  nature  of  her 
disease  indicate  that  it  should  approximate  our 
series  of  17  other  pediatric  transplants  in  which 
16  homografts  are  functioning  up  to  three  years. 

Summary 

A 5.5  kg  (12.12  lb)  9-month  old  girl  has 
undergone  renal  homotransplantation  for  irreversi- 
ble renal  failure  due  to  the  hemolytic-uremic 
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syndrome.  This  infant,  the  youngest  reported 
recipient  of  a successful  renal  homograft,  also 
represents  the  first  patient  to  undergo  transplan- 
tation for  this  syndrome.  Her  hospital  course  was 
characterized  by  episodes  of  congestive  heart 
failure  and  drops  in  platelet  count  and  hemo- 
globin, thought  to  represent  acute  hemolytic  crises. 
Following  transplantation  this  patient  exhibited 
steady  improvement,  and  she  has  had  no  rejection 
attempts  or  indications  of  an  exacerbation  of  her 
primary  disease.  This  patient  is  now  13  months 
post-transplantation,  demonstrating  that  transplan- 
tation in  small  infants  can  be  successful  and  that 
transplantation  can  be  effective  in  dealing  with 
renal  insufficiency  due  to  the  hemolytic-uremic 
syndrome. 

Generic  and  Trade  Name  of  Drue; 

Azathioprine-  Imuran  (Burroughs  Wellcome) 
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Discussion  of  E.N.T. 

( continued  j\ 

This  lesion  is  characteristic  for  a tumor  of 
minor  salivary  gland  origin.  The  intact  mucosa 
over  the  mass,  coupled  with  the  relatively  long 
history  would  make  one  think  of  a benign  condi- 
tion. However,  65  percent  of  these  tumors  arising 
in  the  palate  will  prove  to  be  malignant. 

A needle  biopsy  revealed  this  patient  to  have 
a mucoepidermoid  carcinoma.  Excision  of  the  le- 
sion produced  a defect  in  the  hard  and  soft  palate. 
(Fig.  2).  When  the  patient  wears  a plastic  pros- 
thesis (Fig.  3)  lie  has  normal  speech  and  degluti- 
tion 
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Case  of  the  Month 
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Fig.  3.  Plastic  prosthesis 
(PR)  fills  in  defect 
enabling  patient  to  eat 
and  swallow  normally. 


Fig  2.  Defect  produced 
following  excision  of 
lesion. 


MATERNAL  HEALTH  IN  OHIO 


Maternal  Deaths:  Unusual  Cases* 

By  the  OSMA  Committee,  on  Maternal  Health 


With  Comment  of  Consulting  Obstetrician  and  Gynecologist 


TAEVIATING  SLIGHTLY  from  the  usual  pat- 
tern  displayed  in  the  content  of  this  column, 
it  occurred  to  Committee  members  that  from  time 
to  time  a brief  presentation  of  cases  involving  un- 
usual or  rare  pathologic  complications  of  preg- 
nancy might  provide  intrigue  or  intellectual  re- 
freshment for  our  many  readers. 

Herewith  the  Committee  presents  case  reports 
for  three  patients  who  died  of  hemorrhage  asso- 
ciated with  ectopic  pregnancy.  But  the  unusual 
features  rest  in  the  locations  and  sbes  of  the 
“embryos”  in  these  cases.  Two  of  the  three  were 
finally  diagnosed  at  autopsy  while  the  third  was 
diagnosed  at  laparotomy. 

Case  No.  1539 

This  patient  was  a 30-year-old,  Negro,  primigravida 
who  died  undelivered,  26  to  28  weeks  gestation.  Little  is 
known  of  her  past  personal  or  obstetric  history.  She  was 
believed  to  have  made  one  prenatal  visit  to  a physician 
or  clinic  (identity  not  known)  on  or  about  July  15. 

Four  weeks  later  (August  15),  the  patient  was 
brought  to  the  emergency  room  in  a state  of  severe  shock, 
complaining  of  severe  abdominal  pains.  She  died  15 
minutes  later.  There  was  no  evidence  of  violence;  she 
appeared  to  be  about  six  months  pregnant.  The  cause 
of  death  was  not  known  immediately. 

Cause  of  Death  (Coroner’s  Autopsy) : Cerebral 

anoxia  due  to  exsanguination ; hemoperitoneum  due  to 
ruptured  ectopic  pregnancy.  6 yi  to  7 months.  (Findings: 
“.  . . filmy  adhesions  surrounding  right  round  and  broad 


*A  continuous  state-wide  Maternal  Mortality  Study 
is  being  conducted  in  Ohio  by  the  Committee  on 
Maternal  Flealth  of  the  Ohio  State  Medical  As- 
sociation, in  cooperation  with  the  Ohio  Depart- 
ment of  Health,  and  assisted  by  representatives  of 
the  various  County  Medical  Societies  of  the  state. 
Since  work  of  the  Committee  is  educational  as  well 
as  statistical,  summaries  of  some  of  the  cases  studied 
by  the  Committee,  based  on  anonymous  data  sub- 
mitted, are  published  in  The  Ohio  State  Medical 
Journal  from  time  to  time.  Each  presentation  is 
brief  but  informative.  It  contains  opinions  of  the 
Committee,  based  on  the  data  submitted  for  review. 


ligament  and  right  fallopian  tube  . . . deceased  had  an 
ectopic  pregnancy  of  right  fallopian  tube  which  had 
ruptured  through  the  amniotic  sac  and  through  the  wall 
of  the  tube.  This  being  the  case  with  an  advanced  state 
of  pregnancy  approximately  6/>  to  7 months.”) 


Comment 

The  Committee  studied  meager  facts  avail- 
able in  the  case  with  intense  interest.  Obviously, 
the  patient  had  inadequate  prenatal  care  both  by 
paucity  of  number  and  quality  of  examination. 
Nor  do  we  know  the  results  of  the  cursory  physical 
examination  on  August  15.  Members  were  dubious 
that  even  the  immediate  administration  of  par- 
enteral intravenous  fluids  could  have  altered  the 
momentum  of  the  pathologic  process.  By  a narrow 
vote,  members  voted  this  a nonpreventable  ma- 
ternal death. 


Case  No.  315 

This  was  a 32-year-old,  white,  gravida  VI,  para  I, 
abortus  IV,  who  died  undelivered.  She  walked  into  the 
emergency  room,  pallid,  on  December  5 at  10  PM  and 
died  12  hours  later.  Since  the  patient  was  too  ill  to  give 
information,  correlation  of  her  past  history  and  clinic 
information  was  not  completed  until  after  death.  (The 
patient  had  had  pelvic  infectious  disease  twice;  four 
spontaneous  abortions  preceded  a seven-month  pregnancy 
two  years  before  the  present  admission.  On  December  2. 
she  had  appeared  in  the  same  emergency  room  vomiting, 
with  pain  in  the  lower  left  abdomen,  last  menstrual  period 
August  5.  The  uterus  was  enlarged,  the  cervix  was 
closed ; the  impression  was  “threatened  abortion,  4 
months.”  Progesterone  was  given,  and  she  was  advised  to 
visit  the  clinic  the  following  morning.  At  the  clinic  on 
December  3,  she  “fainted  in  her  feet,”  had  nausea  and 
vomited,  declaring  she  had  “spotted  cn  November  11.” 
The  hemoglobin  level  was  6.5  gm  per  100  ml,  erythro- 
cytes 2,500,000  per  cu  mm,  and  her  urine  contained  a 
trace  of  acetone.  All  of  this  data  was  collected  after 
death.  Imferon  was  administered  with  advice  to  return 
in  a week.) 

In  the  emergency  room  at  10  PM  on  December  5, 
the  patient  was  not  only  pale,  but  orthopneic,  blood 
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pressure  was  1 20/90  nun  Hg  with  pulse  rate  of  1 1 2 
beats  per  minute  and  temperature  101.8  F (38.8  C).  Ex- 
amination by  the  extern  and  intern  revealed  she  was 
moderately  obese,  “the  uterus  was  three-  to  four-month 
size,  the  cervix  soft  and  closed  with  no  pelvic  masses.” 

Parenteral  fluids  were  started  and  several  physician 
consultants  were  summoned  consecutively  during  the 
next  three  hours.  Hospital  beds  were  not  available,  and 
the  patient  became  too  ill  to  transport  to  another  hos- 
pital. Blood  was  administered.  An  abdominal  paracentesis 
was  performed  with  negative  results.  Intermittently,  the 
patient  seemed  to  improve,  then  became  worse:  she  was 
critically  ill!  Collectively,  the  consultants  had  a variety 
of  opinions,  from  ruptured  viscus  to  cardiac  failure  and 
diabetic  coma.  Although  the  patient  became  cyanotic 
occasionally,  her  vital  signs  remained  fair.  Lung  fields 
were  clear,  then  clouded.  At  3.45  AM  on  December  6. 
the  hemogram  revealed  8.3  gm  per  100  ml  hemoglobin 
level;  leukocytes  31,000  per  cu  mm;  blood  urea  nitrogen 
(BU.\)  level  of  5.7;  blood  glucose  level  was  368  mg  per 
100  ml:  and  the  serum  carbcn  dioxide  was  23  vol 
percent.  By  10  AM,  respiration  ceased;  tracheotomy  and 
a thoractomy  were  performed,  but  the  patient  failed  to 
respond. 

Cause  of  Death  (Coroner’s  Autopsy) : Massive  intra- 
abdominal hemorrhage;  ectopic  pregnancy,  left  isthmial 
ruptured  ( twin  embryos,  each  9 mm) ; pulmonary  edema; 
atelectasis  (tissue  passed  per  vaginum,  “decidual  tissue”). 


Comment 

This  case  was  voted  a preventable  maternal 
death.  There  were  many  complex  facets  to  confuse 
personnel  in  arriving  at  a correct  diagnosis;  yet 
the  progressive,  recurrent  anemia  appears  to  have 
been  a current  signal.  Committee  members  com- 
mented on  the  greater  number  of  consultants  on 
the  case,  with  “no  one,  individually,  apparently  in 
charge.”  In  retrospect  it  would  appear  that  clues 
to  a diagnosis  were  present  early  in  the  patient,  yet 
the  “index  of  suspicion”  was  lacking.  In  the  same 
vein,  although  a paracentesis  was  negative,  a cul- 
docentesis  should  have  been  considered. 

Case  No.  196 

This  patient  was  a 26-year-old,  white,  para  0,  abor- 
tus I,  ectopic  I,  who  died  4)4  hours  postlaparatomy.  She 
had  had  a spontaneous  six-week  abortion  previously,  on 
February  2,  without  dilation  and  curettement;  since  that 
time  she  had  no  menses.  Profuse  bleeding  accompanied 
the  abortion.  The  patient  failed  to  return  for  postnatal 
examination  but  called  the  physician  to  her  home  the 
following  March  28  because  she  fainted,  without  pain. 
Hospitalized  at  once,  her  hemoglobin  level  was  42  gm 
per  100  ml;  she  received  five  units  of  whole  blood,  felt 
fine,  hemoglobin  increased  to  77  gm  per  100  ml,  and 
she  was  discharged.  Prenatal  visits  on  April  23.  May  18. 
June  11,  July  9,  and  July  30  were  attended  by  only 
one  complaint,  eg,  low  pelvic  pressure  and  constipation. 
Abdominal  examination  revealed  the  fetal  head  high, 
fetal  heart  tone  140  beats  per  minute  in  lower  right 
quadrant,  the  cervix  closed : there  was  scanty  vaginal 
bleeding.  On  August  4.  the  husband  notified  her  physi- 
cian she  was  weak  and  had  cramp-like  low  abdominal 
pain;  the  patient  was  hospitalized  at  once,  at  10  AM. 
Hemogram  revealed  hemoglobin  of  58  gm  per  100  ml, 
and  the  blood  pressure  was  92/60  mm  Hg.  An  x-ray  film 
portrayed  the  fetal  head  in  the  upper  left  iliac  fossa.  Two 
units  of  blood  were  administered  and.  at  6 PM,  an  ex- 
ploratory laparotomy  was  performed  under  spinal  anes- 
thesia. The  preoperative  diagnosis:  38-week  pregnancy 
with  placental  detachment.  Found:  an  abdominal  preg- 
nancy with  over  50  percent  placental  detachment,  par- 
tially adherent  to  right  pelvis,  right  tube,  and  ovary;  pro- 


fuse clots  in  the  pelvis  and  a "sac”  containing  a 6 lb.  6 
oz.  living  fetus.  The  fetus  was  delivered,  the  cord  clamp- 
ed. An  abundance  of  clotted  and  fresh  blood  filled  the 
field;  whole  blood  was  being  administered.  Shock  ensued 
and  the  remaining  portion  of  attached  placenta  was  re- 
moved ; bleeding  ceased  momentarily.  The  patient  re- 
ceived four  units  of  blood  but  her  condition  deteriorated 
rapidly,  in  spite  of  therapy.  She  died  at  1 1 PM.  There 
was  no  autopsy. 

Cause  of  Death  (Certificate):  Hemorrhage,  profuse 
right  pelvis,  from  partial  detachment  of  placenta,  extra- 
uterine  (abdominal)  pregnancy,  near  term:  status  post- 
operative delivery. 

Comment 

The  Committee  (with  only  one  dissenting 
vote)  classified  this  a nonpreventable  maternal 
death.  Invariably  the  management  of  the  placenta 
forms  a controversy  in  discussions  related  to  “ab- 
dominal pregnancy.”  Usually,  it  is  deemed  safer 
to  leave  the  placenta  (undisturbed)  attached  in 
situ!  But  because  this  placenta  was  said  to  be  only 
50  percent  attached,  there  would  be  no  option  in 
this  case.  Members  felt  the  advantage  of  earlier 
diagnosis  in  this  case  would  have  been  doubtful, 
unless  it  could  have  been  made  before  10  AM. 
August  4. 

Comment  of  Consultant 

Certainly  these  three  cases  present  unusual 
facets  which  bear  little  elaboration. 

Case  1539 — We  wonder  what  the  examining 
physician  actually  found  on  July  15.  and  August 
15.  Obviously,  in  the  emergency  room  on  August 
15.  the  patient  was  so  critically  ill  that  there  was 
scarcely  time  to  ( ] ) listen  for  a fetal  heart  tone, 
and  2 to  attempt  to  start  intravenous  fluids  in 
large  volumes.  That  this  patient’s  extra-uterine 
pregnancy  progressed  to  26  to  28  weeks  is  some- 
what amazing.  We  also  wonder  if  this  might  have 
been  an  interligamentous  pregnancy. 

Case  315. — It  seems  to  us  that  the  Committee 
has  “covered  the  subject”  in  its  comment.  We  too 
advocate  culdoccntesis,  first,  last,  and  always! 
Twin  9-mm  embryos  in  the  isthmus  is  really  a 
“rare  bird”! 

Case  196. — (They  grow  better  as  we  go  on.) 
We  note  with  appreciation  that  details  in  this  case 
are  well  documented.  Here  is  where  the  “high  in- 
dex of  suspicion”  is  vital  to  an  early  diagnosis;  the 
x-ray  film  clinched  the  situation,  indicating  a 
tumor,  or  placenta  praevia,  or  (maybe)  extra- 
uterine  pregnancy.  In  the  face  of  hemorrhage  (?) 
and  shock  we  would  have  chosen  another  anes- 
thesia. That  a living  fetus  (6  lb.  6 oz.)  was  de- 
livered is  remarkable,  indeed.  But  the  inevitable 
placental  separation  had  precipitated  irreversible 
shock;  it  is  doubtful  that  tamponade  with  hot 
packs  (a  forgotten  practice)  would  have  been  of 
much  value. 
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Proceedings  of  The  Council 


Meeting  of  October  2-3,  1971 


A REGULAR  MEETING  of  the  Council  of 
■*-  the  Ohio  State  Medical  Association  was  held 
Saturday,  October  2 and  Sunday,  October  3,  1971, 
in  the  OSMA  office,  17  South  High  Street,  Co- 
lumbus, Ohio.  Those  present  on  Saturday,  Oc- 
tober 2,  were:  All  members  of  the  Council  except 
Dr.  Dwight  L.  Becker,  Lima,  Councilor  of  the 
Third  District,  and  Dr.  George  N.  Bates,  Toledo, 
Councilor  of  the  Fourth  District. 

Others  attending  the  meeting  on  Saturday 
were  the  following:  Mr.  Wayne  E.  Stichter,  To- 
ledo, legal  counsel;  John  W.  Cashman,  M.D., 
Columbus,  Director-Designate,  Ohio  Department 
of  Health;  H.  VVm.  Porterfield.  M.D.,  Columbus, 
Chairman  of  the  Committee  on  Government 
Medical  Care  Programs;  Mr.  William  J.  Lee, 
Columbus,  Administrator  of  the  Ohio  State  Medi- 
cal Board;  Mr.  Barney  King,  Columbus,  represent- 
ative of  the  Student  American  Medical  Associa- 
tion, Ohio  State  University  College  of  Medicine; 
Mr.  C lari  C.  Beck,  Jr.,  St.  Louis,  representative  of 
the  International  Travel  Advisors,  Inc.;  Messrs. 
Page,  Edgar,  Gillen,  Campbell,  Clinger,  Rader, 
and  Moore  of  the  OSMA  executive  staff. 

Those  present  at  the  meeting  on  Sunday, 
October  3,  were  the  following:  All  members  of  the 
Council  except  Drs.  Becker  and  Bates,  and  Dr. 
Sanford  Press,  Steubenville,  Seventh  District 
Councilor. 


Others  attending  the  Sunday  meeting  were : 
Kenneth  D.  Gaver,  M.D.,  Columbus,  Director- 
Designee,  Ohio  Department  of  Mental  Hygiene 
and  Correction ; Messrs.  Lee  and  King,  and  the 
OSMA  executive  staff. 

Minutes  Approved 

Minutes  of  the  meeting  held  July  10-11, 
1971,  were  approved  by  official  action. 

Reports  by  Councilors 

The  Councilors  reported  on  various  matters 
and  activities  of  interest  in  their  respective  dis- 
tricts. 

Membership 

Statistics 

Membership  statistics  were  reported  by  the 
Executive  Director  as  follows:  Total  membership 
of  10,191  on  September  20,  1971,  as  compared 
with  a total  membership  of  10,098  on  September 
20,  1970.  Of  the  10,191  members,  8,254  were  af- 
filiated with  the  American  Medical  Association. 

Honorary 

The  Council  voted  to  recommend  to  the 
House  of  Delegates  that  Mr.  Charles  H.  Coghlan, 
Columbus,  retiring  president  of  Ohio  Medical  In- 
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demnity,  Inc.,  be  elected  to  honorary  membership 
in  the  Ohio  State  Medical  Association. 

State  Reciprocity 

The  Council  decided  to  waive  1971  dues  for 
a member  who  recently  moved  to  Ohio  from 
another  state  and  who  was  accepted  for  member- 
ship in  a county  medical  society.  The  member  had 
previously  paid  full  state  medical  association  dues 
in  the  state  Irom  whence  he  moved  to  Ohio. 

The  Executive  Director  was  instructed  to 
survey  other  state  medical  societies  to  determine 
whether  state  association  dues  are  charged  when 
a member  has  paid  his  full  dues  in  another  state 
for  the  current  year. 

Policy  on  Dues  for  1972 

The  policy  on  dues  for  1972,  under  the  au- 
thority of  Section  1,  Chapter  2 of  the  OSMA 
Bylaws,  was  promulgated  by  the  Council  with 
the  following  regulations  governing  dues  for 
membership  categories  other  than  associate,  active 
and  honorary,  these  three  being  subject  to  the 
determination  of  the  House  of  Delegates: 

1.  Resident  and  Intern  Members  — Bv 

official  action  of  the  Council,  annual  Ohio 
State  Medical  Association  dues  during  1972 
for  resident  and  intern  members  shall  be 
$5.00.  Such  intern  or  resident  member  shall 
be  entitled  to  receive  The  Ohio  State  Medical 
Journal  as  a part  of  his  membership  privileges. 

2.  Nonresident  Membership  — The 
Council  determined  that  dues  for  nonresi- 
dent membership  shall  be  $25.00. 

3.  Members  on  Temporary  Military  Ser- 
vice — State  Association  dues  during  1972 
shall  be  waived  for  members  on  temporary 
military  service  and  not  making  military 
medicine  a career.  State  Association  dues  for 
1972  shall  be  waived  for  physicians  who  were 
members  of  the  Association  in  1971  and  who 
enter  such  services  during  the  calendar  year 
1972  before  the  payment  of  1972  dues.  A re- 
fund of  membership  dues  will  not  be  made 
if  a member  enters  such  services  in  1972 
after  his  1972  dues  are  received  at  the  Co- 
lumbus office  of  the  Association.  The  secre- 
tary-treasurer of  each  county  medical  society 
shall  be  requested  to  cooperate  with  the  Co- 
lumbus office  in  assembling  the  names  of 
physicians  entitled  to  waiver  of  dues  under 
the  foregoing  provisions. 

Policy  on  Prorating  of  Dues  for  1972 

By  official  action,  the  Council  adopted  the 
following  policy  on  prorating  of  annual  dues  for 
the  calendar  year  1972: 

That  dues  for  new  associates  and  active 
members  in  practice,  affiliated  with  the 


OSMA  during  the  last  six  months  of  the 
calendar  year  1972,  namely,  July  1 to  De- 
cember 31,  inclusive,  shall  be  $32.50,  one-half 
the  regular  per  capita  dues  of  $65.00.  The 
prorating  of  dues  shall  not  apply  to  former 
members  reaffiliating  as  associate  and  active 
members. 

Dr.  Cashman  Guest  of  Council 

Dr.  John  W.  Cashman,  director-designate, 
Ohio  Department  of  Health,  addressed  the  Coun- 
cil concerning  various  areas  of  medicine  and  pub- 
lic health  of  mutual  interest  to  the  Ohio  Depart- 
ment of  Health  and  the  Ohio  State  Medical 
Association.  Dr.  Cashman  discussed  the  objectives 
of  the  department,  budget  and  financial  problems 
which  have  a bearing  on  its  operation,  and  a 
number  of  legislative  proposals  having  to  do  with 
medicine  and  public  health.  He  responded  to  a 
number  of  questions  from  the  members  of  the 
Council. 

Amendments  to  Constitutions  and  Bylaws 
Allen  County 

The  proposed  revised  document  was  approved 
by  the  Council,  subject  to  corrections  of  certain 
minor  typographical  errors,  the  re-insertion  of 
Section  5,  Chapter  1,  and  the  amendment  of  Sec- 
tion 1,  Chapter  II  so  as  to  specify  the  day  and  the 
hour  of  the  holding  of  each  regular  meeting  of 
the  society. 

Belmont  County 

The  Council  approved  the  recommendation 
of  the  legal  counsel  that  the  Belmont  County 
Medical  Society  be  advised  that  it  should  adopt 
formal  resolutions  setting  forth  in  full  the  exact 
wording  of  the  amended  Section  1 of  Article  III 
of  the  Constitution  and  setting  forth  in  full  the 
exact  wording  of  Section  2 ( 1 ) of  Chapter  I of 
the  Bylaws. 

In  addition,  that  the  society  be  advised  to 
adopt  all  amendments  that  may  be  necessary  to 
bring  its  Constitution  and  Bylaws  into  conformity 
with  the  1970  OSMA  Constitution  and  Bylaws. 

Clinton  County 

The  Council  approved  the  revised  Constitu- 
tion and  Bylaws  of  the  Clinton  County  Medical 
Society. 

Cuyahoga  County 

The  revised  Constitution  and  Bylaws  of  the 
Academy  of  Medicine  of  Cleveland  and  Cuyahoga 
County  Medical  Society  were  approved,  subject 
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to  the  inclusion  of  a number  of  minor  changes 
suggested  bv  t He  legal  counsel. 

Delaware  County 

It  was  the  decision  of  the  Council  that  the 
Delaware  County  Medical  Society  be  advised  that 
it  should  adopt  by  appropriate  action,  after  the 
required  notice  to  its  members,  the  Model  Con- 
stitution and  Bylaws  for  County  Medical  Societies. 

Franklin  County 

The  amendments  to  the  Code  of  Regulations 
of  the  Academy  of  Medicine  of  Columbus  and 
Franklin  County  were  approved  by  the  Council. 

The  Council  directed  the  Executive  Director 
to  notify  the  Academy  of  minor  changes  and  to 
point  out  to  the  Academy  the  necessity  of  adopt- 
ing all  such  amendments  to  its  Articles  of  Incor- 
poration to  bring  them  into  conformity  to  the 
1970  revisions  of  the  Constitution  and  Bylaws  of 
the  Ohio  State  Medical  Association. 

Miami  County 

The  revised  constitution  and  bylaws  of  the 
Miami  County  Medical  Society  were  approved 
by  the  Council. 

Athens  County 

The  revised  constitution  and  bylaws  sub- 
mitted by  the  Athens  County  Medical  Society 
were  approved  by  the  Council. 

Lake  County 

The  revised  constitution  and  bylaws  sub- 
mitted by  the  Lake  County  Medical  Society  were 
approved  by  the  Council. 

Medical  Advances  Institute 

The  minutes  of  the  meeting  of  the  Board 
of  Trustees  of  the  Medical  Advances  Institute, 
held  on  August  4,  1971,  were  presented  to  the 
Council  for  information. 

Ohio  Medical  Indemnity,  Inc. 

Dr.  Fulton,  chairman  of  the  Liaison  Com- 
mittee of  Ohio  Medical  Indemnity,  Inc.,  and  the 
Ohio  State  Medical  Association,  presented  a re- 
port of  the  committee  to  the  Council.  The  report 
was  accepted  for  information. 

A case  concerning  the  alleged  practice  of 
medicine  by  a nonphysician  was  referred  to  the 
Ohio  State  Medical  Board. 

American  Medical  Association 

A communication  from  Dr.  John  Budd, 
Cleveland,  a member  of  the  AMA  Board  of  Trust- 
ees, was  presented  to  the  Council. 


Dr.  Budd  pointed  out  to  the  Council  that 
a number  of  vacancies  exist  on  the  various  coun- 
cils and  committees  of  the  American  Medical 
Association.  The  Council,  therefore,  voted  to  pre- 
sent the  following  Ohio  physicians  as  candidates 
for  membership  on  such  committees  and  councils: 

Committee  on  Nursing  — Jeanne  Stephens, 
M.D.,  Oberlin. 

Committee  on  Exercise  and  Physical  Fitness 
Herman  K.  Hellerstein,  M.D.,  Cleveland. 

Committee  on  Medical  Aspects  of  Sports 
H.  Royer  Collins,  M.D.,  Cleveland;  Robert  J. 
Murphy,  M.D.,  Columbus. 

Committee  on  Aerospace  Medicine  — Henry 
A.  Crawford,  M.D.,  Cleveland. 

Council  on  Scientific  Assembly  Robert  E. 
Zipf,  M.D.,  Dayton. 

Committee  on  Medicine  and  Religion 

Donald  J.  Vincent,  M.D.,  Columbus. 

Committee  on  Cutaneous  Health  and  Cos- 
metics - — • William  Dorner,  M.D.,  Akron. 

Council  on  Voluntary  Health  Agencies 

David  Fishman,  M.D.,  Cleveland. 

Committee  on  Occupational  Toxicology 

George  Bates,  M.D.,  Toledo. 

Council  on  Alcoholism  and  Drug  Depen- 
dency — Charles  N.  Hoyt,  M.D.,  Columbus. 

Council  on  Occupational  Health  — Rex  Wil- 
son, M.D.,  Akron. 

Council  on  Mental  Health  — Viola  Startz- 
man,  M.D.,  Wooster. 

Council  on  Health  Manpower  William  G. 
Pace,  III,  M.D.,  Columbus. 

Council  on  Drugs  — William  H.  Havener, 
M.D.,  Columbus. 

OSMA  Tours 

Mr.  Carl  C.  Beck,  Jr.,  of  the  International 
Travel  Advisors,  St.  Louis,  appeared  before  the 
Council  to  present  a progress  report  on  the  Ohio 
State  Medical  Association  sponsored  tours.  He 
announced  that  the  October  13  tour  to  the  Medi- 
terranean was  completely  filled  and  that  there 
were  140  reservations  for  the  tour  to  Africa  on 
February  4.  1972.  The  Council  approved  the 
OSMA-INTRAV  tour  to  Scandinavia  July  11, 
1972  and  one  to  the  Orient  September  15,  1972. 

A request  that  the  OSMA  cosponsor  with 
the  travel  committee  of  a county  medical  society 
an  additional  trip  to  Scandinavia  was  presented 
to  the  Council.  The  Council  voted  to  re-affirm  its 
previous  policy  which  denies  the  use  of  the  name 
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of  the  Ohio  State  Medical  Association  in  connec- 
tion with  tours  of  other  organizations. 

Dr.  Kenneth  Gaver  Guest  of  Council 

Kenneth  D.  Gaver,  M.D.,  director-designee 
of  the  Ohio  Department  of  Mental  Hygiene  and 
Correction,  addressed  the  Council.  Dr.  Gaver 
stated  that  he  was  for  two  years  chairman  of  the 
Committee  on  Mental  Health  of  the  Oregon 
Medical  Association  and  was  a member  of  the 
committee  for  ten  years. 

He  announced  that  the  findings  of  the  men- 
tal hygiene  and  correction  survey  would  be  avail- 
able in  the  near  future.  He  discussed  at  length  the 
budget  and  linancial  situation  of  his  department, 
and  responded  to  a number  of  questions  from  the 
Council. 

Federal  Legislation 

Mr.  Edgar  gave  an  informal  report  on  federal 
legislation. 

State  Legislation 

Mr.  Rader  discussed  pending  state  legislation 
and  the  Council,  after  due  consideration,  adopted 
policy  statements  on  the  following  bills: 

H.B.  698  (Scherer),  to  require  the  use  of 
seat  belts  when  operating  or  riding  in  a motor 
vehicle  on  a highway  in  this  state.  Support. 

H.B.  495  (Albritton),  to  establish  a Gover- 
nor’s Commission  on  Physical  Fitness.  Support,  if 
amended  to  provide  for  medical  representation 
on  the  commission. 

H.B.  450  (Bechtold),  to  license  clinical  lab- 
oratories, clinical  laboratory  directors  and  medical 
technicians.  Actively  oppose. 

H.B.  9 (Mastics,  et  al),  to  require  safety 
glazing  material  in  hazardous  locations  in  certain 
buildings.  Support  in  principle. 

The  Council  then  discussed  Am.  Sub.  H.B. 
475,  the  state  budget  proposal  before  the  Ohio 
Legislature.  It  was  pointed  out  by  the  staff  that 
the  Medicaid  health  care  account  items  had  been 
reduced  in  the  Senate  by  65  million  dollars  less 
than  proposed  in  the  House. 

The  Senate  added  a requirement  that  hos- 
pitals be  paid  at  the  going  rate.  The  House, 
previously,  set  specific  rates  of  payments  to  nurs- 
ing homes.  In  effect,  these  requirements  would 
set  a floor  under  payments  to  hospitals  and  nurs- 
ing homes  and  would  necessitate  drastic  reduc- 
tions in  payments  of  benefits  furnished  by  other 
providers.  By  official  action,  the  Council  in- 
structed the  officers  and  staff  to  bring  this  matter 
vigorously  to  the  attention  of  the  legislature. 

Further  staff  information  indicated  that  the 
Senate  has  restored  research  funds  to  the  L’ni- 


versity  Hospital.  Ohio  State  University  College  of 
Medicine;  that  the  medical  students  subsidies  had 
been  restored,  and  medical  school  tuitions  reduced 
from  the  House  budget  levels. 

A section  of  the  budget  bill,  giving  the  chair- 
man of  the  Board  of  Regents  veto  power  on  re- 
search budgets,  was  discussed.  The  Council  voted 
to  actively  oppose  this  section. 

A letter  from  Mr.  Robert  A.  Lang,  Executive 
Secretary  of  the  Academy  of  Medicine  of  Cleve- 
land, with  regard  to  the  distribution  of  the  OSMA 
Legislative  Bulletin,  was  received  for  information. 

Committee  Reports 
Long-Range  Planning  Committee 

Dr.  Schultz,  chairman,  reported  for  the 
Long-Range  Planning  Committee.  In  response  to 
the  recommendations  of  the  committee,  the 
Council  approved  a pilot  consumer  survey  of 
selected  areas  ot  the  state  under  the  direction  of 
the  firm,  Ketchum.  MacLeod  and  Grove. 

Professional  Liaison  and  Advisory  Committee 
to  Welfare  Department 

Minutes  of  the  July  14  and  August  4 meet- 
ings ol  the  OSMA  Professional  Liaison  and  Ad- 
visory Committee  to  the  Ohio  Department  of 
Public  Welfare  were  presented  by  Mr.  Gillen 
and  were  accepted  for  information. 

The  Council  then  discussed  a memorandum, 
dated  August  3,  1971.  from  the  Ohio  Depart- 
ment of  Public  Welfare  regarding  the  Medical 
Assistance  Program,  stating  that  the  Ohio  De- 
partment of  Public  Welfare  is  required  by  Fed- 
eral regulations  to  have  an  agreement  with  all 
providers  of  services  of  the  Medical  Assistance 
Program.  A tentative  draft  of  such  agreement 
was  attached. 

The  Council  then  considered  a memorandum 
from  Mr.  James  E.  Pohlman,  OSMA  legal  coun- 
sel, stating  that  the  Provider  Agreement  drafted 
by  the  Ohio  Department  of  Public  Welfare  goes 
considerably  beyond  the  minimum  requirements 
of  either  the  Act,  the  regulations,  or  the  Social 
and  Rehabilitative  Service  memorandum. 

Mr.  Pohlman  recommended  that  the  OSMA 
consult  with  the  department  in  an  effort  to  de- 
termine if  the  department  would  substitute  a 
statement  on  claim  forms  in  lieu  of  requiring 
separate  provider  agreements  with  each  physician, 
or  accept  a simple  form  of  agreement  such  as 
used  in  Illinois. 

The  Council  voted  to  support  the  recom- 
mendations of  Mr.  Pohlman  and  to  strongly  pro- 
test and  oppose  the  establishment  of  the  Providers 
Agreement.  The  Council  also  voted  strong  opposi- 
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lion  to  t lie  requirement  that  physicians  code 
procedures  and  diagnosis  in  welfare  department 
billings. 

At  the  conclusion  of  these  actions,  the  Coun- 
cil voted  to  communicate  with  the  Governor 
and/or  the  Ohio  Department  of  Public  Welfare 
and  to  strongly  remind  them  that  H.B.  740, 
passed  by  the  108th  Ohio  General  Assembly, 
would  permit  Medicaid  claims  processing  by  fiscal 
agents,  such  as  insurance  companies  or  hospital 
service  associations  (Blue  Cross). 

Government  Medical  Care  Committee 

Minutes  of  the  meeting  of  the  Title  XIX 
Subcommittee  (Committee  on  Government  Med- 
ical Care)  with  representatives  of  the  Bureau  of 
Crippled  Children  Services  held  on  July  21, 
1971,  were  presented  by  Mr.  Gillen  and  were 
accepted  for  information. 

Eye  Care  Committee 

The  minutes  of  a meeting  of  the  chairman 
and  two  members  of  the  Committee  on  Eye  Care 
with  representatives  of  the  Ohio  Society  of  Dis- 
pensing Opticians,  the  administrator  of  the  Ohio 
State  Medical  Board,  and  representatives  from 
the  Ohio  Optometric  Association  held  on  Septem- 
ber 16,  1971,  were  presented  by  Mr.  Rader  and 
were  received  for  information. 

Minutes  of  a meeting  of  the  chairman  of  the 
Committee  on  Eye  Care  with  representatives  of 
the  Ohio  Optometric  Association  on  August  3, 
1971,  were  presented  by  Mr.  Rader  and  were  re- 
ceived for  information. 

Committee  on  Scientific  Work 

The  minutes  of  a meeting  of  the  Committee 
on  Scientific  Work  on  August  5,  1971  were  pre- 
sented by  Mr.  Campbell. 

The  Council  voted  to  thank  Mr.  Campbell 
and  Mrs.  Gail  Dodson  for  the  implementation  of 
budget  economies  in  the  annual  meeting  opera- 
tion. 

The  price  for  tickets  for  the  Wednesday 
evening  social  function  of  the  1972  annual  meet- 
ing was  fixed  at  $12.00  per  person  and  $9.00  per 
exhibitor. 

The  Council  voted  to  accept  the  committee’s 
recommendation  that  the  House  of  Delegates 
floor  plan  be  designed  so  that  voting  delegates 
would  be  separated  from  all  others  on  the  house 
floor. 

The  Council  amended  the  recommendation 
to  establish  a Past  Presidents’  table  and  a Student 
American  Medical  Association  table  at  the  rear 
of  the  delegate  section.  These  two  categories  have 


membership  in  the  House  of  Delegates  without 
vote. 

The  minutes  were  approved  as  amended. 

Commission  on  Medical  Education 

Minutes  of  a meeting  of  the  Commission  on 
Medical  Education  on  August  11,  1971,  were 
presented  by  Mr.  Edgar  and  were  accepted  for 
information. 

Joint  Advisory  Committee  on 
Sports  Medicine 

Minutes  of  a meeting  of  the  Joint  Advisory 
Committee  on  Sports  Medicine  on  September  8. 
1971,  were  presented  by  Mr.  Clinger  and  were 
accepted.  These  minutes  included  a policy  state- 
ment on  weight  gain  for  high  school  wrestlers,  a 
definition  of  “spearing”  and  objection  to  “spear- 
ing” in  high  school  football. 

Special  Committee  to  Review 
Resolution  14-71 

Minutes  of  an  August  19,  1971,  meeting  of 
the  Special  Council  Committee  to  Review  Resolu- 
tion 14-71  were  presented  by  Mr.  Gillen. 

The  Council  amended  the  minutes  and  then 
accepted  them  as  amended.  The  text  of  the 
amended  minutes  of  the  committee  is  as  follows: 

Those  present  at  the  August  19,  1971 
meeting  of  the  Special  Council  Committee 
to  Review  Resolution  14-71,  and  the  terms: 
“Consumer-controlled,”  “Closed  Panel,”  “Pre- 
paid” and  “Group  Practice,”  were:  Richard 

L.  PTlton.  M.D.,  Chairman;  David  Fishman. 

M. D.,  James  L.  Henry,  M.D.,  William  R. 
Schultz,  M.D.  and  OSMA  staff  member  Her- 
bert E.  Gillen. 

Dr.  Fulton  reviewed  the  charge  given 
to  the  committee  by  the  Council,  namely,  to 
review  Resolution  14-71  and  to  prepare  a 
report  for  the  Council  to  consider  regarding 
the  interpretation  of  the  resolution. 

A letter  from  Peter  Overstreet,  M.D., 
Toledo,  regarding  this  resolution  was  con- 
sidered. 

The  committee  considered  the  first  Re- 
solve in  Resolution  14-71,  which  reads  as 
follows: 

“RESOLVED,  That  the  Ohio  State 
Medical  Association  recommend  to  Ohio 
Medical  Indemnity  that  it  continue  as 
an  indemnity  insurance  company  and 
that  it  refrain  from  entering  into  any 
insuring  contract  with  any  consumer- 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


wrings  the 
wedding  belle 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 


Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 


Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 


1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transitgastro-intestinal,  Acta  gastroent. 
Belg.  21:674-680  (Sept. -Oct.)  1958. 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  . . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the  Day 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 


should  noi  oe  exceeded,  and  medication  pruritus,  restlessness,  abdominal  discom-  Children: 

should  be  kept  out  of  reach  of  children.  fort,  headache,  angioneurotic  edema,  3-6  mo. . . . V2  tsp.*  t.i.d.  (3  mg.) 

Signs  of  accidental  overdosage  may  in-  giant  urticaria,  lethargy,  anorexia,  numb-  6-12  mo.. . V2  tsp.  q.i.d.  (4  mg.) 

elude  severe  respiratory  depression,  flush-  ness  of  the  extremities,  atropine  effects,  1-2  yr Vz  tsp.  5 times  daily  (5  mg.) 

ing,  lethargy  or  coma,  hypotonic  reflexes,  swelling  of  the  gums,  euphoria,  depression  2-5  yr 1 tsp.  t.i.d.  (6  mg.) 

nystagmus,  pinpoint  pupils,  tachycardia;  and  malaise.  5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

continuous  observation  is  necessary.  The  Overdosage:  The  medication  should  8-12  yr.. . .1  tsp.  5 times  daily  (10  mg.) 

subtherapeutic  amount  of  atropine  sulfate  be  kept  out  of  reach  of  children  since  ac-  Adults:.... 2 tsp.  5 times  daily  (20  mg.) 

is  added  to  discourage  deliberate  over-  cidental  overdosage  may  cause  severe,  or  2 tablets  q.i.d. 

dosage.  even  fatal,  respiratory  depression.  *Based  on  4 cc.  per  teaspoonful. 

Adverse  Reactions:  Side  effects  re-  Dosage:  The  recommended  average  ini-  Use  of  Lomotil  is  not  recommended  in  infants 

ported  with  Lomotil  therapy  include  nau-  tial  daily  dosages,  given  in  divided  doses  'ess  than  3 montlls  of  age. 

sea,  sedation,  dizziness,  vomiting,  until  diarrhea  is  controlled,  are  as  follows:  Maintenance  dosage  may  be  as  low  as  one- 

fourth  the  initial  daily  dosage. 


SEARLE 


Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 

For  more  detailed  medical  information  write. 
G.  D.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 
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controlled,  closed  panel,  or  prepaid, 
group  practice  organization;  . . 

A motion  was  made  and  passed  to  ac- 
cept the  following  as  an  interpretation  of 
this  first  Resolve: 

‘‘The  Ohio  State  Medical  Associa- 
tion should  recommend  to  Ohio  Medical 
Indemnity  that  it  (Ohio  Medical  In- 
demnity) should  continue  as  an  indem- 
nity insurance  company  and  that  it 
retrain  from  entering  into  any  insuring 
contract  with  any  group  practice  organ- 
ization if  such  is  consumer  controlled 
or  closed  panel  type,  or  if  it  condones 
a prepaid  form  of  payment  rather  than 
fee-for-service.” 

The  committee  then  considered  the  sec- 
ond Resolve,  which  reads  as  follows: 

‘‘RESOLVED,  That  the  Ohio  State 
Medical  Association  recommend  to  Ohio 
Medical  Indemnity  to  study  and  imple- 
ment insurance  coverage  of  other  forms 
of  delivery  of  medical  care  which  are 
consistent  with  Ohio  State  Medical  As- 
sociation policy.” 

A motion  was  made  and  passed  to  ac- 
cept the  following  as  an  interpretation  of  the 
second  Resolve: 

“That  the  Ohio  State  Medical  As- 
sociation recommend  to  Ohio  Medical 
Indemnity  that  it  study  all  forms  of 
delivery  of  medical  care  in  order  to  keep 
Ohio  State  Medical  Association  as  well 
as  Ohio  Medical  Indemnity  informed, 
but  that  it  implement  only  insurance 
coverage  that  is  consistent  with  the 
established  policies  of  Ohio  State  Med- 
ical Association.” 

The  committee  noted  there  are  several 
past  actions  of  the  House  of  Delegates  in 
regard  to  the  establishment  of  the  usual, 
customary  and  reasonable  fee  concept. 

The  committee  next  considered  defini- 
tions for  the  terms:  “Consumer-controlled,” 
“Closed  Panel,”  “Prepaid”  and  “Group  Prac- 
tice.” 

It  was  the  feeling  of  the  committee  that 
there  was  no  simple  definition  for  these  terms 
and  that  any  definition  developed  would  re- 
quire an  explanation.  The  following  defini- 
tions were  developed  by  the  committee,  for 
clarification  and  for  purposes  of  discussion. 

“Consumer-controlled”  — Type  of  prac- 
tice in  which  an  organization,  or  structure, 
promulgates  medical  care  for  the  individual 
as  a controlled  board  of  lay  individuals  who 


are  potentially  consumers  of  medical  care. 
By  such  structuring  policies  and  confining 
actions,  the  structure  could  be  such  as  to 
limit  the  quantity,  quality  and  costs  of  such 
health  care  to  the  detriment  of  the  consumer. 

Simply  stated,  “consumer-controlled”  is 
where  an  organization  providing  medical 
care  has  more  nonmedical  persons  on  the 
board  than  medical  persons. 

“Closed  Panel”  — Reference  to  a pre- 
designated number  of  patients  whose  care  is 
the  responsibility  of  one  or  more  predesig- 
nated physicians. 

“Prepaid  — Refers  to  the  method  of 
financing  health  insurance  coverage  and  may 
apply  to  methods  of  payment  for  the  physi- 
cian. 

“Group  Practice”  - — An  association  of 
two  or  more  physicians  who  have  an  organ- 
ization for  the  delivery  of  medical  care. 

The  committee  next  recommended  that 
the  following  statement  be  presented  to  the 
Council  for  the  formulation  of  a resolution: 

“The  professional  control  of  medi- 
cine shall  be  within  the  province  of 
physicians.  Any  method  of  health  care 
should  provide  opportunity  for  a free 
choice  of  physicians,  who  have  willingly 
chosen  a method  of  reimbursement,  be 
it  fee-for-service,  salary  or  capitation. 
All  methods  must  demonstrate  that  the 
quality,  quantity  and  cost  of  such  health 
care  have  been  reasonably  and  effective- 
ly controlled.” 

Ad  Hoc  Committee  on  Health  Care 
Delivery  Systems 

Minutes  of  a meeting  of  the  Ad  Hoc  Com- 
mittee on  Health  Care  Delivery  Systems  on  Sep- 
tember 8,  1971,  were  presented  by  Dr.  Porterfield. 

The  Council  amended  and  approved  the 
minutes.  The  text  of  the  amended  and  approved 
minutes  follows: 

Those  present  at  the  September  8,  1971 
meeting  of  the  Ad  Hoc  Committee  on  Health 
Care  Delivery  Systems  were:  Robert  E.  How- 
ard, M.D.,  Chairman;  James  C.  Good,  M.D., 
H.  William  Porterfield,  M.D.  and  OSMA 
staff  member  Herbert  E.  Gillen.  Sol  Maggied, 
M.D.  was  present  briefly. 

This  committee,  having  been  appointed 
by  the  president  at  the  direction  of  the  House 
of  Delegates,  having  had  several  informa- 
tional meetings,  having  reviewed  materials 
on  statewide  medical  foundations,  and 
having  visited  some  areas  where  foundations 


December,  1971  1111 


are  in  existence,  wishes  to  make  the  following 
recommendations  for  Council  consideration: 

1.  That  the  OSMA  develop  the 
mechanism  for  the  formation  of  a foun- 
dation for  medical  care; 

2.  That  the  foundation  be  called 
“Ohio  Foundation  for  Medical  Care”; 

3.  That  the  foundation  be  struc- 
tured under  the  Ohio  Medical  Advances 
Institute  with  a separate  committee  or 
council  of  physicians  with  responsibility 
for  developing  and  administering  the 
foundation  plan; 

4.  That  the  foundation  be  statewide 
in  scope  with  broad  guidelines  so  that 
large  and  small  component  medical  so- 
cieties can  adapt  to  the  structure  of  the 
foundation  plan;  and 

5.  That  the  foundation  committee 
or  council  tie  in  directly  to  the  Profes- 
sional Standards  Review  Council  of 
Physicians  in  Ohio  Medical  Advances 
Institute. 

The  committee  further  suggests  the  fol- 
lowing as  a definition  and  general  statement 
of  the  purpose  of  the  foundation: 

“The  Ohio  Foundation  for  Medical 
Care  (OFMC)  is  an  organization  of 
practicing  physicians  operating  under 
guidelines  of  the  Ohio  Medical  Ad- 
vances Institute  and  sponsored  by  the 
Ohio  State  Medical  Association  for  one 
or  a group  of  component  medical  soci- 
eties. Any  physician  who  is  a member 
of  his  state  professional  association  may 
apply  for  membership  in  the  foundation, 
which  is  renewable  annually,  and  upon 
being  accepted  may  participate  in  all 
programs  and  activities.  The  OFMC  is 
concerned  with  the  development  and  de- 
livery of  medical  services  at  reasonable 
costs,  whether  privately  or  publicly  fi- 
nanced. The  organization  believes  in 
free  choice  of  physician,  the  fee-for- 
service  concept  and  the  local  evaluation 
of  utilization  through  peer  review.  The 
organization’s  peer  review  techniques 
will  be  established  to  assure  high  quality 
medical  care  as  practiced  in  the  com- 
munity and  will  promote  broad  coverage 
within  a reasonable  cost  level.  The 
OFMC  accepts  the  usual,  customary 
and  reasonable  principle  of  insurance 
payment  for  medical  services.  The  OF- 
MC will  work  and  study  in  cooperation 
with  concerned  parties  that  provide  for 
periodic  and  realistic  budgeting  for 


health  and  medical  care  and  which  sub- 
scribe to  and  provide  for  the  freedom  of 
selection  and  the  guarantee  of  the  physi- 
cian-patient relationships.” 

Council  Requests  Foundation  Prototype 

Fhe  Council  then  voted  that  the  Ad  Hoc 
Committee  on  Health  Care  Delivery  Systems  be 
instructed  to  develop  a prototype  of  a foundation 
for  medical  care  and  to  construct  the  necessary 
policies  and  guidelines  for  the  operation  of  the 
foundation. 

Committee  on  Rural  Health 

The  minutes  of  a meeting,  September  9, 
1971,  of  the  directors  of  Clinical  Clerkships  in 
Community  Medicine  with  Martin  I).  Keller, 
M.D.,  head  of  the  Division  of  Community  Health, 
Ohio  State  University  College  of  Medicine,  and 
Franklin  R.  Banks,  Ph.D.,  assistant  professor  of 
preventive  medicine,  Ohio  State  University  Col- 
lege of  Medicine,  were  presented  by  Mr.  Clinger 
and  were  approved. 

It  was  noted  by  the  Council  that  90  percent 
of  the  directors  were  in  attendance. 

Committee  on  Auditing  and 
Appropriations 

The  minutes  of  a meeting  of  the  Committee 
on  Auditing  and  Appropriations,  September  17, 
1971,  were  presented  by  Dr.  Clarke  and  were 
approved. 

Committee  on  Private  Practice 

An  oral  report  from  Dr.  Lieber  on  the  meet- 
ing of  the  Committee  on  Private  Practice  held 
on  September  29,  1971,  was  accepted  for  informa- 
tion, with  the  understanding  that  the  minutes 
would  be  presented  at  the  next  meeting  of  the 
Council. 

Medical  Advisory  Committee  to 
Nationwide:  Medicare  Part  B Carrier 

The  minutes  of  a meeting  of  the  Medical 
Advisory  Committee  to  Nationwide  Insurance 
Company  (on  Medicare  matters)  on  September 
15,  1971,  were  presented  by  Dr.  Robechek  and 
were  accepted.  The  text  of  the  minutes  follows: 
Those  present  at  the  September  15, 

1971  meeting  of  the  Medical  Advisory  Com- 
mittee to  Nationwide  Insurance  Company: 

(Part  B Carrier),  were: 

P.  John  Robechek,  M.D.,  OSMA  Presi- 
dent, Richard  L.  Fulton,  M.D.,  OSMA  Past 
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President,  George  D.  Clouse,  M.D.,  Paul  N. 
Ivins,  M.D.,  Robert  N.  Smith,  M.D.,  Paul 

S.  Metzger,  M.D.,  and  OSMA  staff  members 
Hart  F.  Page  and  Herbert  E.  Gillen. 

Dr.  Metzger  opened  the  meeting  by  ex- 
plaining why  he  asked  for  such  a meeting 
and  why  there  was  an  urgency  for  the  com- 
mittee to  meet  on  such  short  notice. 

He  indicated  that,  at  the  present  time, 
the  carrier  is  in  a bad  situation  with  regard 
to  its  claims  processing  experience;  that  it  is 
not  able  to  keep  ahead  of  the  incoming 
claims  and  that  there  is  a backlog  of  approxi- 
mately 300,000  physician  claims. 

Fie  said  the  current  backlog  is  due  to: 
(1)  a changeover,  as  of  July  1,  1971,  to  a 
different  computer  system  which  has  de- 
veloped operational  difficulties;  and  (2)  the 
inheritance  of  80,000  claims  from  the  five 
Northeastern  counties  which  had  previously 
been  handled  by  Medical  Mutual  of  Cleve- 
land. He  indicated  that  these  claims,  par- 
tially processed  in  a system  not  compatible 
with  the  Nationwide  system,  had  been  “back- 
logged”  in  the  five  county  area. 

Dr.  Metzger  said  several  claims  were 
returned  for  additional  information,  either  to 
physicians  who  took  assignments  or  to  pa- 
tients when  their  physicians  billed  directly. 
In  his  opinion,  many  of  these  cases  should 
not  have  been  returned,  but  he  did  feel  there 
was  justification  in  returning  some  of  them, 
inasmuch  as  there  was  insufficient  informa- 
tion for  processing  the  bills. 

Dr.  Metzger  posed  the  question  to  the 
committee,  “What  information  can  a third 
party  reasonably  ask  for?”  The  committee 
reviewed  the  fact  list  that  Nationwide  uses 
when  returning  claims  for  additional  infor- 
mation. It  was  the  consensus  of  the  commit- 
tee that  physician  claims  should  show: 

1.  Date  of  each  service. 

2.  Place  of  sendee  e.g.,  hospital, 
office,  home,  ECF. 

3.  Charge  for  each  service. 

4.  Type  of  service  e.g.,  brief  visit, 
intermediate,  complete  examination,  etc. 

5.  Diagnosis  for  each  sendee  (all 
except  surgical  and  anesthesia  sendee). 

6.  Charge  for  each  visit  (except  for 
surgery  and  anesthesia  where  global 
charge  is  preferred). 

7.  Charge  for  injection  or  medica- 
tion, if  included  in  the  bill. 

The  question  was  raised  as  to  whether 
or  not  it  is  reasonable  to  ask  for  information 
regarding  diagnosis  on  specific  lab  and  x-ray 


procedures  and  charges,  inasmuch  as  pa- 
thologists and  radiologists  might  not  know 
what  the  final  diagnosis  was. 

Dr.  Metzger  pointed  out  that  injectable 
medications  and  drugs  would  have  to  relate 
to  diagnosis. 

It  was  the  consensus  of  the  committee 
that  a Medicare  newsletter  should  be  pre- 
pared to  point  out  the  problems  that  the 
Part  B carrier  has  in  processing  claims;  and 
indicate  the  information  required  in  filing 
Medicare  claims. 

Committee  on  Insurance 

The  minutes  of  a meeting  of  the  Committee 
on  Insurance  on  September  29,  1971,  were  pre- 
sented by  Mr.  Campbell. 

Amendments  to  the  minutes  by  the  Council 
included  re-referral  to  the  committee  of  Item  3 
(OSMA  Substitute  Resolution  No.  12-71,  Profes- 
sional Liability  Insurance)  concerning  the  ap- 
pointment of  an  OSMA-Ohio  Department  of 
Insurance  Liaison  Committee,  until  a liaison  com- 
mittee is  established. 

The  minutes  were  accepted  as  amended. 

Subcommittee  on  Health  Care  of  the  Poor 

The  minutes  of  a meeting,  September  29, 
1971,  of  the  Subcommittee  on  Health  Care  of 
the  Poor  were  re-docketed  for  the  December 
meeting  of  the  Council,  since  this  meeting  was 
held  only  four  days  in  advance  of  the  Council 
meeting  and  the  minutes  were  not  available  in 
time  for  study  by  members  of  the  Council. 

In  Memoriam  Resolutions 
Ernest  R.  Biggs 

The  Council  adopted  a resolution  honoring 
the  memory'  of  Ernest  R.  Biggs,  Ohio  State  Uni- 
versity athletic  trainer,  who  died  August  7,  1971. 

Ruth  K.  Glaze 

The  Council  adopted  a resolution  honoring 
the  memory  of  Ruth  K.  Glaze,  a member  of  the 
staff  of  The  Ohio  State  Medical  Journal  from 
March  20,  1950  to  November  17,  1967,  who  died 
September  30,  1971. 

Request  for  Mailing  List 

The  Council  approved  the  addressing  of  en- 
velopes to  Ohio  physicians  for  the  19th  Symposi- 
um on  Trauma  in  Detroit  at  the  Wayne  County 
Medical  Society,  December  1 and  2,  1971,  spon- 
sored by  the  Michigan  Committee  on  Trauma 
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of  the  American  College  of  Surgeons,  provided 
the  committee  reimburses  the  addressograph  oper- 
ator for  addressing  them  on  his  own  time. 

Polio  Immunization 

The  Council  considered  a letter  from  Charles 
Q.  McClelland,  M.D.,  chairman  of  the  Ohio 
Chapter,  American  Academy  of  Pediatrics,  with 
regard  to  his  concern  about  the  present  adequacy 
of  the  immunization  status  of  innercity  residents 
in  Ohio  against  poliomyelitis. 

The  Council  referred  the  communication  to 
the  OSMA  Committee  on  School  Health,  re- 
questing that  the  committee  study  the  matter 
and  forward  to  the  Council  suggestions  for  im- 
plementation. 

Award  for  Employment  of  Handicapped 

In  reply  to  a request  from  William  E.  Ebert, 
Executive  Secretary  of  the  Ohio  Governor’s  Com- 
mittee on  Employment  of  the  Handicapped,  the 
Council  suggested  that  Herman  K.  Hellerstein, 
M.D.,  Cleveland,  be  considered  for  the  physician’s 
award  in  1971. 

It  was  noted  that  Kenneth  D.  Arn,  M.D., 
internist,  Dayton,  was  the  recipient  of  the  1970 
award  of  the  President’s  Committee  on  Employ- 
ment of  the  Handicapped. 

Medical  Board  Actions  in  The  Journal 

A communication  from  Dr.  Anthony  Rup- 
persberg,  Jr.,  Columbus,  pointing  out  that  physi- 
cians of  Ohio  would  benefit  from  articles  in  The 
Ohio  State  Medical  Journal  concerning  actions  of 


the  Ohio  State  Medical  Board,  was  referred  by 
the  Council  to  Dr.  Perry  R.  Ayres,  Editor,  and 
Mr.  R.  Gordon  Moore,  Executive  Editor,  of  The 
Ohio  State  Medical  Journal  for  implementation. 

Report  on  The  Ohio  State  Medical  Journal 

A report  from  R.  Gordon  Moore,  Executive 
Editor  of  'The  Journal,  was  accepted  for  informa- 
tion. 

Report  on  Welfare  Cases 

A review  of  cases  submitted  by  the  Ohio 
Department  of  Welfare  was  studied  by  the  Coun- 
cil. It  was  Council’s  opinion  that  subsequent  to  the 
forwarding  of  such  cases  to  the  county  medical 
society  there  should  be  a followup  letter  45  days 
later,  then  a 30-day  extension  at  the  end  of  which 
time  the  society  should  receive  a letter  from  the 
president  of  the  Ohio  State  Medical  Association 
with  regard  to  cases  still  pending. 

Education  on  Smoking 

A communication  from  Dr.  R.  H.  Browning, 
Professor  of  Medicine,  Ohio  State  University  Col- 
lege of  Medicine,  concerning  National  Education 
Week  on  Smoking,  January  9-15,  1972,  was  re- 
ferred to  the  Committee  on  School  Health. 

Survey  of  Innovative  Changes 
in  Health  Care 

A letter  from  Project  SIC,  a survey  of  inno- 
vative changes  in  health  care,  dated  August  26, 
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1971  and  signed  by  Dr.  Charles  E.  Lewis,  Project 
Director,  Los  Angeles,  was  studied  by  the  Coun- 
cil. The  staff  was  instructed  to  obtain  more  in- 
formation on  this  project  from  the  American 
Medical  Association. 

Liaison  with  Ohio  State  Bar  Association 

The  Council  received  a letter  from  Myron 
W.  Ulrich,  President.  Ohio  State  Bar  Association, 
confirming  the  establishment  of  a liaison  commit- 
tee between  the  Ohio  State  Bar  Association  and 
the  Ohio  State  Medical  Association. 

The  President  appointed  the  following  to 
represent  the  Ohio  State  Medical  Association: 
Dr.  Oscar  \\  . Clarke,  Gallipolis  (chairman  of  the 
OSMA  delegation);  Dr.  Homer  A.  Anderson, 
Columbus,  and  Dr.  Walter  A.  Daniel.  Tiffin. 

Ohio  Bankers  Association 

A letter  from  the  Ohio  Bankers  Association, 
dated  September  27,  1971,  concerning  the  experi- 
ence of  that  organization  with  its  preadmission 
testing  program,  was  referred  to  Dr.  Richard  L. 
Fulton,  Columbus,  for  a reply. 


Associated  County  Medical  Executives 

A communication  from  Mr.  Edward  F. 
Y\  illenborg,  Executive  Secretary  of  the  Academy 
of  Medicine  of  Cincinnati,  concerning  the  Asso- 
ciated County  Medical  Executives  of  Ohio,  was 
received.  Additional  information  was  requested. 

Military  Advisory  Program 

1 he  Council  discussed  a case  involving  the 
Military  Advisory  Program  for  Selective  Service 
and  instructed  the  staff  to  communicate  with  the 
Washington  office  concerning  the  failure  of  the 
Selective  Service  organization  to  consider  the 
recommendations  of  the  committee  in  this  in- 
stance. 

Date  of  Next  Meeting 

The  next  meeting  of  the  Council  was  set  for 
9 am.,  December  11  and  12,  and  a meeting  of 
the  Auditing  and  Appropriations  Committee  was 
scheduled  for  Friday,  December  10,  2 p.m. 

There  being  no  further  business,  the  Council 
adjourned. 

ATTEST : Hart  F.  Page 

Executive  Director 
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Report  (To  Date)  of  Medical  Legislation 
In  the  Ohio  General  Assembly 


/\  S THIS  ISSUE  of  The  Journal  was  corn- 

initted  to  the  printers,  the  Ohio  General 
Assembly  was  still  in  session  with  indications  that 
it  would  continue  in  session  for  some  time.  Two 
big  matters  still  pending  at  the  time  of  this  writ- 
ing are  the  tax  legislation  and  the  adoption  of  a 
biennial  budget.  Many  other  pieces  of  legislation 
are  pending. 

The  legislative  program  of  the  Ohio  State 
Medical  Association  has  moved  steadily  during  the 
long  months  of  debate  on  the  budget  and  taxes. 

The  Association,  physicians,  health  profes- 
sionals and  the  public  are  indebted  to  Senator 
Clara  E.  Weisenborn,  Dayton  and  Rep.  Norman 
A.  Murdock,  of  Cincinnati,  for  carrying  the  bulk 
of  legislative  program  in  the  medical  and  public 
health  field.  Senator  Weisenborn  is  vice-chairman 
of  the  Senate  Committee  on  Education  and 
Health,  and  Rep.  Murdock  is  chairman  of  the 
House  Committee  on  Health,  Education  and 
Welfare. 

Special  appreciation  is  due  to  Senator  Oakley 
C.  Collins,  Ironton,  chairman  of  the  Senate  Com- 
mittee on  Education  and  Health.  Senator  Collins’ 
enthusiastic  interest  in  medical  and  health  prob- 
lems made  it  possible  for  medical  and  health  bills 
to  be  heard  on  schedule,  in  spite  of  competition 
from  the  many  education  bills  which  must  be 
heard  by  that  committee.  Senator  Collins  also 
serves  on  the  Senate  Rules  and  Urban  and  High- 
way Affairs  Committees. 

Able  assistance  in  health  and  medical  legis- 
lation came  from  Senator  Tennyson  Guyer,  Find- 
lay, chairman  of  the  Senate  Committee  on  Agri- 
culture, Insurance  and  Financial  Institutions  and 
a member  of  both  Education  and  Health  and  the 
Rules  Committees. 

Rep.  Keith  McNamara,  Columbus,  Chairman 
of  the  important  House  Reference  Committee, 
sponsored  two  bills  in  behalf  of  the  Ohio  State 
Medical  Association,  H.  B.  545,  the  medical  board 
financing  bill  which  has  been  enacted,  and  House 
Bill  736,  a bill  to  protect  Ohio  consumers  by  set- 
ting up  accrediting  standards  for  schools  engaged 
in  training  all  practitioners  licensed  by  the  State 
Medical  Board  of  Ohio.  Reps.  Robert  E.  Levitt, 
Canton,  House  Majority  Leader,  and  Frank  H. 


Mayfield,  Jr.,  Cincinnati  are  co-sponsors  of  House 
Bill  736.  It  is  anticipated  that  hearings  on  this 
measure  will  be  commencing  soon. 

Senator  Howard  C.  Cook,  Toledo,  vice-chair- 
man of  the  Senate  Judiciary  was  most  helpful  to 
the  Association,  and  co-sponsored  with  Senator 
Guyer,  Senate  Bill  243,  to  make  corrective  amend- 
ments to  the  1969  autopsy  law. 

The  Journal  will  bring  its  readers  up  to  date 
as  matters  of  interest  to  the  profession  develop. 
Already  several  bills  of  particular  interest  to  physi- 
cians have  become  law  and  it  is  the  purpose  of 
this  article  to  note  their  significance. 

In  summary: 

Amended  S.  B.  243,  sponsored  by  Senator 
Howard  C.  Cook,  of  Toledo,  and  Senator  Tenny- 
son Guyer,  of  Findlay,  in  behalf  of  the  Ohio  State 
Medical  Association,  broadens  the  consent  factor 
in  autopsies  and  postmortem  examinations.  It  was 
passed  by  the  General  Assembly  September  3 and 
becomes  effective  December  3,  1971.  The  bill  was 
managed  in  the  House  of  Representatives  by  Rep. 
Norman  A.  Murdock,  of  Cincinnati,  chairman  of 
the  House  Health,  Education  and  Welfare  Com- 
mittee. 

Amended  S.  B.  56,  sponsored  by  Senator  Clara 
E.  Weisenborn,  of  Dayton,  on  behalf  of  the  Ohio 
State  Medical  Association  and  other  groups,  auth- 
orizes minors  to  give  consent  to  the  diagnosis  and 
treatment  of  venereal  diseases.  It  was  managed  in 
the  House  by  Rep.  Murdock,  with  active  assistance 
from  Reps.  Keith  McNamara,  Columbus;  Tony 
Hall,  Dayton;  David  Albritton,  Dayton;  and  Sam 
Speck,  New  Concord.  Passed  July  1,  it  became 
effective  as  an  emergency  measure  with  the  Gov- 
ernor’s signature  on  July  13,  1971. 

S.  B.  406,  sponsored  by  Senator  Clara  E. 
Weisenborn  in  behalf  of  the  Ohio  State  Medical 
Association,  authorizes  minors  to  give  consent  to 
diagnosis  and  treatment  of  drug  related  conditions. 
It  was  signed  by  the  Governor  on  November  10 
and  becomes  effective  February  9,  1972.  It  was 
managed  in  the  House  of  Representatives  by  Rep- 
resentative Murdock.  He  was  assisted  on  the  House 
floor  by  Rep.  Richard  M.  Christiansen,  Mansfield. 

H.  B.  545,  sponsored  by  Rep.  Keith  McNa- 
mara. Columbus,  in  behalf  of  the  Ohio  State 
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Senator  Howard  C.  Cook,  Toledo,  is  vice-chairman 
of  the  Senate  Judiciary.  He  was  very  helpful  to 
the  OSMA  and  sponsored  the  Association's  bill  to 
amend  the  Autopsy  Law. 

Medical  Association,  amends  the  Medical  Prac- 
tice Act  to  increase  medical  examination  and 
registration  fees  by  the  State  Medical  Board,  made 
necessary  by  the  increased  cost  of  operation  and 
of  the  FLEX  examination.  The  bill  was  managed 
in  the  Senate  by  Senator  Donald  E.  Lnkens,  of 
Middletown.  The  bill  does  not  effect  reregistra- 
tion fees  for  doctors  of  medicine.  Other  factors 
contributing  to  increased  Medical  Board  costs  in- 
clude an  upsurge  in  the  number  of  investigations 
as  more  people  claim  to  engage  in  the  diagnosis 
and  treatment  of  diseases. 

Substitute  H.  B.  924,  sponsored  by  Rep.  John 
M.  Scott,  of  Fairborn,  amends  certain  sections  ol 
the  Ohio  Revised  Code  to  bring  the  Ohio  Code 
into  conformity  with  the  new  Federal  laws  relat- 
ing to  narcotic  drugs.  (For  a review  of  the  Federal 
Drug  Abuse  Prevention  and  Control  Act,  please 
refer  to  the  May  issue  of  The  Journal,  page  445.) 

S.  B.  141,  sponsored  by  Senator  Clara  E. 
Weisenborn.  of  Dayton,  amends  sections  of  the 
Revised  Code  to  increase  the  size  of  the  Ohio 
Board  of  Pharmacy,  makes  certain  changes  in  the 
Boards  powers  and  duties,  and  increases  registra- 
tion fees. 

Autopsy  Bill 

Amended  S.  B.  243  will  be  effective  December 
3,  1971.  The  act  amends  section  2108.50  of  the 


Revised  Code  relative  to  autopsies  or  postmortem 
examinations. 

The  amended  section  reads  as  follows  — 
small  type  in  brackets  indicating  wording  dropped 
from  the  law,  CAPITAL  LETTERS  indicating 
new  wording: 

Section  1.  That  section  2108.50  of  the  Re- 
vised Code  be  amended  to  read  as  follows: 

Sec.  2108.50.  An  autopsy  or  post-mortem 
examination  may  be  performed  upon  the  body  of 
a deceased  person  by  a licensed  physician  or 
surgeon  if  consent  has  been  given  in  the  order 
named  by  one  of  the  following  persons  of  sound 
mind  and  1‘wenty-one]  EIGHTEEN  years  of  age  or 
older  in  a written  instrument  executed  by  him  or 
on  his  behalf  at  his  express  direction,  tand  subscnbed 

to  by  two  witnesses  in  the  presence  of  the  Consenting  person  and 
each  other:] 

(A)  The  deceased  person  during  his  lifetime; 

(B)  The  decedent’s  spouse; 

(C)  If  there  is  no  surviving  spouse,  if  the 
address  of  the  surviving  spouse  is  unknown  or  out- 
side the  United  States,  if  the  surviving  spouse  is 
physically  or  mentally  unable  or  incapable  of  giv- 
ing consent,  or  if  the  deceased  person  was  sepa- 
rated and  living  apart  from  such  surviving  spouse, 


Senator  Tennyson  Guyer,  Findlay,  is  chairman  of 
the  Senate  Committee  on  Agriculture,  Insurance 
and  Financial  Institutions,  and  a member  of  both 
the  Education  and  Health  and  the  Rules  Com- 
mittees. He  was  very  helpful  in  regard  to  medical 
and  health  legislation. 
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Senator  Clara  E.  Weisenborn,  Dayton,  is  vice- 
chairman  of  the  Senate  Committee  on  Education 
and  Health.  Among  health  related  legislation 
sponsored  by  her  are  the  landmark  bills  authorizing 
minors  to  consent  to  treatment  for  YD  and  drug 
related  conditions. 


then  a person  having  the  first  named  degree  of 
relationship  in  the  following  list  in  which  a rela- 
tive of  the  deceased  survives  and  is  physically  and 
mentally  able  and  capable  of  giving  consent  may 
execute  consent: 

] j [Adult  children  present  at  the  time  of  the  death  of 
the  deceased  person  in  the  county  where  death  occurred  or  where 
the  autopsy  or  post-mortem  examination  is  sought  to  be  performed] 

CHILDREN; 

(2)  Parents  [Prescnt  at  the  time  of  the  death  of  the 
deceased  person  in  the  county  where  the  deatli  occurred  or  where 
the  autopsy  or  post-mortem  examination  is  sought  to  he  performed;] 

(3)  tAduIt  br°thersl  BROTHERS  or  sisters 

[present  at  the  time  of  the  death  of  the  deceased  person  in  the 
county  where  death  occurred  or  where  the  autopsy  or  post-mortem 
examination  is  sought  to  be  performed.] 

(D)  If  there  are  no  surviving  persons  of  any 
degree  of  relationship  listed  in  division  (C)  of  this 
section,  any  other  relative  or  person  who  assumes 
custody  of  the  body  for  burial; 

(E)  A person  authorized  by  written  instru- 
ment executed  by  the  deceased  person  to  make 
arrangements  for  burial. 


Consent  may  be  revoked  only  by  the  person 
executing  the  consent  and  in  the  same  manner  as 
required  for  execution  of  consent  under  this  sec- 
tion. 

AS  USED  IN  THIS  SECTION.  “WRIT- 
TEN INSTRUMENT”  INCLUDES  A TELE- 
GRAM OR  CABLEGRAM. 

Section  2.  That  existing  section  2108:50  of 
the  Revised  Code  is  hereby  repealed. 

Minors’  Consent  for  VD  Treatment 

Amended  S.  B.  No.  56  became  effective  July 
13,  1971.  The  new  act,  Section  3709.241  of  the 
Ohio  Revised  Code,  authorizes  a minor  to  give 
consent  to  the  diagnosis  and  treatment  of  venereal 
diseases  under  the  public  health  program. 

The  new  legislation  reads  as  follows: 

Sec.  3709.241.  NOTWITHSTANDING  ANY 
OTHER  PROVISION  OF  LAW.  A MINOR 
MAY  GIVE  CONSENT  FOR  THE  DIAGNO- 
SIS OR  TREATMENT  OF  ANY  VENEREAL 
DISEASE  BY  A LICENSED  PHYSICIAN. 
SUCH  CONSENT  IS  NOT  SUBJECT  TO 
DISAFFIRMANCE  BECAUSE  OF  ' MINORI- 
TY. THE  CONSENT  OF  THE  PARENT, 
PARENTS,  OR  GUARDIAN  OF  A MINOR  IS 
NOT  REQUIRED  FOR  SUCH  DIAGNOSIS 
OR  TREATMENT.  THE  PARENT,  PARENTS, 
OR  GUARDIAN  OF  A MINOR  GIVING 
CONSENT  UNDER  THIS  SECTION  ARE 


Rep.  Norman  A.  Murdock,  Cincinnati,  chairman 
of  the  House  Committee  on  Health,  Education 
and  Welfare,  carried  in  the  House  the  bulk  of 
legislative  programs  in  the  medical  and  public 
health  fields,  including  the  important  autopsy  bill. 
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Governor  John  J.  Gilligan  is  shown  signing  Substi- 
tute H.  B.  924,  reconciling  State  and  Federal 
narcotics  laws.  Standing  with  him  is  Rep.  John  M. 
Scott,  principal  sponsor  of  the  bill. 


NOT  UABLE  FOR  PAYMENT  FOR  ANY 
DIAGNOSTIC  OR  TREATMENT  SERVICES 
PROVIDED  UNDER  THIS  SECTION  WITH- 
OUT THEIR  CONSENT. 


Minors’  Consent  in  Drug  Abuse 

Amended  S.  B.  No.  406  is  similar  to  Amended 
S.  B.  56,  except  that  it  pertains  to  treatment  by 
a licensed  physician  with  the  consent  of  a minor 
for  conditions  caused  by  a drug  of  abuse.  Also 
under  this  act,  the  parents  or  guardians  of  a minor 
so  treated  on  his  own  consent  may  not  be  held 
liable  for  charges  made  for  medical  or  surgical 
services.  This  bill  was  signed  by  the  Governor  on 
November  10,  and  becomes  effective  90  days  from 
that  date,  or  February  9,  1972. 

The  new  bill  reads  as  follows: 

Sec.  3719.012.  (A)  NOTWITHSTANDING 
ANY  OTHER  PROVISION  OF  LAW,  A MI- 
NOR MAY  GIVE  CONSENT  FOR  THE  DI- 
AGNOSIS OR  TREATMENT  BY  A PHYSI- 


CIAN LICENSED  TO  PRACTICE  IN  THIS 
STATE  OF  ANY  CONDITION  WHICH  IT 
IS  REASONABLE  TO  BELIEVE  IS  CAUSED 
BY  A DRUG  OF  ABUSE.  SUCH  CONSENT 
SHALL  NOT  BE  SUBJECT  TO  DISAFFIR- 
MANCE BECAUSE  OF  MINORITY. 

(B)  A PHYSICIAN  LICENSED  TO  PRAC- 
TICE IN  THIS  STATE,  OR  ANY  PERSON 
ACTING  AT  HIS  DIRECTION,  WHO  IN 
GOOD  FAITH  RENDERS  MEDICAL  OR 
SURGICAL  SERVICES  TO  A MINOR  REP- 
RESENTING THAT  HE  MAY  GIVE  CON- 
SENT UNDER  DIVISION  (A)  OF  THIS 
SECTION,  SHALL  NOT  BE  SUBJECT  TO 
ANY  CIVIL  OR  CRIMINAL  LIABILITY  FOR 
ASSAULT,  BATTERY,  OR  ASSAULT  AND 
BATTERY. 

(C)  THE  PARENT  OR  LEGAL  GUARD- 
IAN OF  A MINOR  GIVING  CONSENT 
UNDER  DIVISION  (A)  OF  THIS  SECTION 
IS  NOT  LIABLE  FOR  THE  PAYMENT  OF 
ANY  CHARGES  MADE  FOR  MEDICAL  OR 
SURGICAL  SERVICES  RENDERED  SUCH 
MINOR,  UNLESS  THE  PARENT  OR  LEGAL 


Senator  Oakley  C.  Collins,  Ironton,  is  chairman 
of  the  Senate  Committee  on  Education  and  Health 
Despite  a very  heavy  legislative  load,  he  saw  that 
medical  and  health  related  bills  were  heard  on 
schedule. 
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Rep.  Keith  McNamara,  Columbus,  is  chairman  of 
the  important  House  Reference  Committee.  He 
sponsored  two  bills  in  behalf  of  the  Ohio  State 
Medical  Association,  the  bill  updating  the  Medical 
Practice  Act,  and  a bill  setting  up  accreditation 
standards  for  schools  training  potential  practi- 
tioners. 


GUARDIAN  HAS  ALSO  GIVEN  CONSENT 
FOR  THE  DIAGNOSIS  OR  TREATMENT. 


Revised  Medical  Practice  Act 

H.  B.  545  Amends  a number  of  sections  in 
that  part  of  the  Ohio  Revised  Code  known  as  the 
Medical  Practice  Act.  Specifically,  amendments 
increase  fees  in  many  categories;  authorizes  the 
Board  to  call  in  limited  practitioners  for  advice 
in  regard  to  examinations  in  the  respective  lim- 
ited practice  branches;  makes  certain  adjustments 
in  regard  to  the  licensure  of  osteopaths;  spells  out 
restrictions  for  the  certification  of  midwives;  and 
makes  certain  other  changes. 

The  increased  fees  are  made  necessary  by 
the  increasing  responsibilities  being  placed  on  the 
Board  and  the  increased  cost  of  the  FLEX  ex- 
aminations. For  example,  the  Board  expects  to 
process  an  additional  600  applicants  for  examina- 
tions during  the  next  biennium.  An  upsurge  in 


Senator  Donald  E.  Lukens,  of  Middletown,  man- 
aged the  OSMA-sponsored  bill  to  amend  the  Medi- 
cal Practice  Act  in  the  Senate. 


the  number  of  investigations  conducted  by  the 
Board  is  another  factor. 

It  is  significant  that  the  biennial  reregistration 
fee  for  doctors  of  medicine  remains  at  $10.  Other 
registration  fees  which  were  lower  under  the  old 
lavvr  were  adjusted  to  this  amount. 

Conformity  of  Ohio  Narcotic  Laws 
With  Federal  Laws 

Substitute  H.  B.  924,  signed  on  October  26 
by  Governor  Gilligan,  includes  two  major  revi- 
sions of  state  narcotics  laws  as  follows: 

The  first  permits  refills  of  Schedule  III  Nar- 
cotic Substances  not  more  than  five  times  in  a 
six  month  period  from  the  date  of  prescription 
is  given  by  the  physician.  Schedule  III  Controlled 
Narcotic  Substances  as  listed  in  the  Federal  Drug 
Abuse  Prevention  and  Control  Act  include  those 
drugs  formerly  known  as  Class  B Narcotics,  such 
as  Emperin  Compound  with  Codeine. 

The  second  permits  oral  prescriptions  in 
emergency  situations  of  Schedule  II  Narcotic  Con- 
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trolled  Substances.  Schedule  II  substances  include 
diose  known  in  the  past  as  Class  A Narcotic  Drugs. 
Some  examples  of  Schedule  II  Narcotic  Sub- 
stances are  Opium,  Morphine,  Codeine,  Dihydro- 
morphinone  (Dilaudid) , Methadone  (Dolophine), 
Pantopon,  Mepridine  (Demerol),  Cocaine,  and 
Oxycodone  (Perdocan). 

Amendments  to  Pharmacy  Act 

S.  B.  141  amends  certain  sections  of  the  Ohio 
Revised  Code  known  as  the  Pharmacy  Act.  It 
increases  the  number  of  persons  on  the  State 
Board  of  Pharmacy  from  five  to  eight,  all  of 
them  to  be  persons  registered  under  the  Pharmacy 


Act.  It  designates  the  chief  executive  officer 
(formerly  the  secretary)  as  the  executive  director. 
It  makes  certain  revisions  to  bring  State  laws  into 
conformity  with  Federal  law,  particularly  in  re- 
spect to  “dangerous  drugs.”  It  directs  the  Phar- 
macy Board  to  establish  an  internship  program  to 
provide  practical  experience  for  pharmacists  in 
training.  It  requires  pharmacists  to  participate  in 
continuing  education  as  a requisite  for  renewal  of 
reregistration.  The  new  law  gives  the  Pharmacy 
Board  broader  control  over  violations  of  pharmacy 
laws,  in  some  instances  increases  penalties  for 
violations,  and  increases  fees  for  examinations, 
issuance  of  registration,  etc. 


NEW 


IVY  CAPS 


a pre-season  prophylaxis  to 

STOP 
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POISON  IVY 
REACTION 
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Improvement  of  a Formula  used  by 
Allergists  for  over  50  years 

• Full  season  protection  with  only 
200  IVY  CAPS 

• Just  Pennies  a Day 

• Sig— 1 Capsule  per  day 

• A natural  product  of  pure  plant 
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Send  for  Free  Test  Patches,  Information 
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Summary  of  Hearings  on 

National  Health  Insurance 


House  Ways  and  Means  Committee  — Nov.  4 


rT"'HE  TESTIMONY  of  James  Henry,  M.D., 

Treasurer  of  the  Ohio  Medical  Association, 
on  a uniform  system  of  medically  directed  hospital 
utilization  review  for  Medicare  prompted  Ways 
and  Means  Chairman  Wilbur  Mills  to  make  one 
of  his  rare  comments  during  these  hearings. 

Mills  said  it  would  be  a “great  service”  to 
members  of  Congress  to  sit  with  peer  review  com- 
mittees of  physicians  reviewing  charges  of  other 
physicians.  He  said  he  met  for  an  hour  and  a half 
with  such  a group  in  Little  Rock  last  August.  “I 
never  thought  that  doctors  would  talk  about  each 
other  as  they  did,”  Mills  said. 

A case  came  up  in  which  a surgeon  had  billed 
for  two  separate  operations,  but  the  review  com- 
mittee not  only  said  it  should  have  been  considered 
a single  operation,  but  allowed  the  surgeon  a fee 
less  than  either  of  the  separate  bills  he  submitted, 
according  to  Mills. 

“These  committees  do  a wonderful  service,” 
Mills  said.  There  are  tremendous  savings  to  the 
patient,  at  least  there  were  on  that  day,  Mills  said. 
He  added  that  he  “frankly  felt  sorry"  for  some  of 
the  physicians  criticized  by  the  peer  review  group 
because  the  criticism  was  so  strong. 

Dr.  Henry  was  introduced  by  Rep.  Samuel 
Devine  (R.,  Ohio),  who  is  sponsoring  a bill  (H.R. 
7182)  using  the  existing  structures  of  the  medical 
profession  as  a guide  and  relying  on  statewide 
PSRO’s  (Professional  Standards  Review  Organi- 
zations) as  the  preferred  structure.  Dr.  Henry's 
study  in  Ohio  created  a means  of  evaluating  med- 
ical care  through  dollar  costs  per  disease  entity. 
Although  Dr.  Henry  stressed  that  he  was  not  ap- 
pearing as  an  official  for  the  Ohio  State  Medical 
Association,  but  as  author  of  a study  on  PSRO’s, 
he  was  asked  questions  that  went  beyond  this  issue. 

Rep.  Charles  Vanik  (D..  Ohio)  pressed  Dr. 
Henry  for  answers  on  the  State  Association’s  posi- 
tion on  national  health  insurance.  The  physician 
said  he  was  not  trying  to  be  evasive,  but  stated 
“I  simply  can’t  speak  to  that  point.” 


This  summary  was  written  by  the  Public  Affairs 
Division  of  the  American  Medical  Association 


Dr.  Henry,  who  did  an  excellent  job  of  field 
ing  questions,  told  Vanik  that  he  believed  the  pro- 
posed peer  review  setup  could  be  extended  to 
physicians  services  as  well  as  hospitals  and  could 
be  extended  to  national  program. 

Dr.  Henry  strongly  defended  the  physicians’ 
role  in  policing  abuses.  Responding  to  questions 
from  Vanik,  he  said  the  State  Association  believes 
lab  bills  should  be  submitted  independently,  and 
that  it  is  unethical  for  physicians  to  be  involved 
with  pharmacies.  In  many  instances,  fees  have 
been  ordered  reduced  by  review  panels,  he  said. 

Vanik  said  one  of  the  problems  is  that  physi- 
cians who  do  reviewing  are  taking  time  away  from 
practice.  Dr.  Henry'  said  he  believed  that  this  work 
is  “an  obligation  of  my  profession  and  my  com- 
munity, and  most  physicians  feel  the  same  way.” 

Vanik  returned  to  a question  about  physicians 
refusing  to  accept  assignments  under  Medicare.  He 
criticized  the  Ohio  State  Medical  Association  in 
1966  for  recommending  that  physicians  not  take 
assignments.  Dr.  Henry  said  at  no  time  have  Ohio 
physicians  refused  to  care  for  patients,  and  the 
issue  involves  “simply  a billing  technique.” 

When  Vanik  said  physicians  in  his  district  are 
refusing  to  fill  out  forms  to  allow  patients  to  re- 
ceive reimbursement  from  the  government,  the 
witness  said  that  in  the  Association's  work  with  the 
carriers  this  has  never  been  presented  as  a prob- 
lem. Vanik  again  proposed  a public  listening  to 
inform  patients  which  physicians  accept  assign- 
ments and  which  don’t.  He  concluded  by  asserting 
that  Dr.  Henry’s  peer  review  proposal  should  be 
extended  to  Part  B Medicare  and  that  “it  sounds 
like  a good  idea.” 

Rep.  John  Byrnes  (R.,  Wis.)  complimented 
Dr.  Henry  for  his  “very  strong  contribution  to  the 
work  of  the  Committee.”  He  implied  that  Vanik’s 
questioning  was  unfair.  “You  have  been  asked 
about  issues  not  in  your  province,”  Byrnes  told  Dr. 
Henry. 

Rep.  Donald  Brotzman  (R.,  Colo.)  praised 
the  “valuable  testimony”  and  said  peer  review  is 
working  very  well  in  his  state. 
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. . .that  call  for  strong  medicine 
...the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  1 2 years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper's  delight. 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  120  mg. 

The  round-the-clock  oral  deconge/tant 


Clinical  Considerations:  Indications:  DRIXORAL  Is  indicated  for  round-the- 
clock  relief  of  symptoms  of  upper  respiratory  mucosal  congestion  in  seasonal 
and  perennial  nasal  allergies,  acute  rhinitis  and  rhinosinusitis,  and  eustachian 
tube  blockage. 

Contraindications:  DRIXORAL  should  not  be  given  to  children  under  12  years 
of  age.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
mothers  until  the  safety  of  this  preparation  for  use  during  gestation  and  lacta- 
tion is  established.  The  preparation  is  contraindicated  also  in  patients  with 
severe  hypertension  and  coronary  artery  disease.  Warnings:  As  in  the  case  of 
other  preparations  containing  central  nervous  system  acting  drugs,  patients 
receiving  DRIXORAL  should  be  cautioned  about  possible  additive  effects  with 
alcohol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
tranquilizers).  For  the  same  reason  they  should  be  cautioned  against  hazardous 
occupations  requiring  complete  mental  alertness  such  as  operating  machinery 


or  driving  a motor  vehicle.  Precautions:  Isoephedrine-containing  preparations 
should  be  used  with  caution  in  the  presence  of:  hypertension;  coronary  artery 
disease,-  any  other  cardiovascular  disease;  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism,-  diabetes.  Adverse  Reactions:  The  physician  should  be  alert 
to  the  possibility  of  all  possible  adverse  reactions  which  have  been  observed 
with  sympathomimetic  and  antihistaminic  drugs.  These  include:  drowsiness,- 
confusion;  restlessness;  nausea,-  vomiting;  drug  rash;  vertigo;  palpitation; 
anorexia;  dizziness,-  dysuria  due  to  vesicle  sphincter  spasm,-  headache;  in- 
somnia; anxiety,-  tension,-  weakness,-  tachycardia,-  angina,-  sweating;  blood 
pressure  elevation;  mydriasis;  gastric  distress;  abdominal  cramps,-  central  ner- 
vous system  stimulation,-  circulatory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083.  SCH  2654 


Exhibits 

Wanted 


1972  Annual  Meeting,  Ohio  State  Medical  Association 


T^O  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  Annual  Meeting  is  just  the  place  to 
display  it.  We  are  now  accepting  applications  for  the  1972  OSMA  Annual  Meeting.  Those 
eligible  to  apply  are  as  follows:  (1)  Exhibits  by  Ohio  physicians,  Ohio  medical  schools, 
hospitals  or  similar  organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies 
on  invitation;  (3)  Voluntary  health  organizations. 

Exhibits  will  be  set  up  and  viewed  at  the  Cincinnati  Exposition  Center,  200  West 
Fifth  Street,  Cincinnati.  EXHIBIT  DAYS  will  be  May  9,  10  and  11. 

Mail  applications  to  the  Ohio  State  Medical  Association,  17  South  High  Street, 
Suite  500,  Columbus,  Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 

1972  Annual  Meeting,  Ohio  State  Medical  Association 

Cincinnati  Exposition  Center,  Cincinnati,  Ohio,  May  8-11 

1.  Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor(s): 

Institution  (if  desired): 

City 

3.  Do  you  have  a built-in  exhibit? 

4.  Booth  Requirements:  Back  wall  All  side  walls  are  6'  deep 

(indicate  footage) 

5.  Description  of  Exhibit:  (Attach  200  word  description  to  this  blank) 

Deadline  For  Filing  Applications,  February  1,  1972 
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Make  Your  Holel  Reservations 
For  The  1972 
OSMA  Annual  Meeting 

MAY  8-11 

CINCINNATI,  OHIO 


STOUFFER'S  CINCINNATI  INN 
1 50  West  Fifth  Street 
Cincinnati,  Ohio  45202 

(OSMA  Headquarters) 

Singles  $ 1 7.50  - $23.50 

Doubles  $22.50  - $27.50 

Twins  $24.50  - $36.50 


SHERATON-GIBSON  HOTEL 
421  Walnut  St. 

Cincinnati,  Ohio  45201 

Singles 

Doubles  or  Twins 


$12.50  - $21.00 
$18.00  - $27.00 


rates  subject  to  change.  If  you  plan  to  share  a room, 
please  indicate  name  of  roommate. 


HOTEL  RESERVATION  BLANK 


(Mail  to  Hotel  of  Choice) 


(Name  of  Hotel) 

Cincinnati,  Ohio 

(Address) 

Please  reserve  the  following  accommodations  during  the  period  of  the  Ohio  State  Medical  Associ- 
ation Annual  Meeting,  May  8-11  (or  for  period 'indicated). 

Single  Room  Twin  Room 

__ Double  Room  Other  Accommodations 

Price  Range _ Guaranteed 

Arrival:  May at A.M P.M. 

Departure:  May at A.M.  P.M. 

PLEASE  VERIFY  MY  RESERVATION 

Name — 

Address 


KEEPING  UP: 


Continuing  Education  Opportunities 
for  Physicians  in  Ohio 


December 

Diagnosis  and  Management  of  Hypercalcemic 
Disorders  — Trumbull  Memorial  Hospital,  War- 
ren; December  14;  12:00  noon;  Dr.  Fred  Lafferty, 
Cleveland. 

The  Physicians,  the  Press  and  the  Layman, 

Fort  Steuben  Academy  of  Medicine,  December 
14;  8:15  p.m.,  Fort  Steuben  Motor  Hotel,  Steuben- 
ville; Philip  Thorek,  M.D.,  clinical  professor  of 
surgery,  University  of  Illinois  College  of  Medicine, 
Chicago,  as  guest  speaker.  Members  of  Jefferson 
County  Bar  Association  invited.  One  Hour  AAGP 
credit. 

A Day  of  Cardiology — Akron  City  Hospital, 
525  East  Market  Street,  Akron;  Marvin  J.  Sakol, 
M.D.,  coordinator;  December  15,  starting  at  8:30 
a.m. 

Office  Management  of  Eye  Problems  — St. 

Elizabeth  Hospital,  Youngstown;  December  17; 
8:00  to  9:00  a.m.;  Dr.  C.  Klodell. 

January 

Introductory  Course  in  Nuclear  Medicine  for 
Physicians  — Dates  upon  request  to  Nuclear  Medi- 
cine Institute,  6760  Mayfield  Road,  Cleveland 
44124. 

Urology  X-Ray  Seminar  — University  of 
Cincinnati  College  of  Medicine  (CONMED), 
January  6-8,  at  the  Netherland  Hilton  Hotel;  di- 
rector, Dr.  Arthur  T.  Evans. 

Drug  Addiction  — Early  Signs  of  Drug 

Usage  — St.  Elizabeth  Hospital,  Youngstown, 
January  7,  8:00  to  9:00  a.m.;  Dr.  C.  Waltner. 

Arteriography  — Survey  of  General  Uses 
(Cardiac  Series)  — The  Youngstown  Hospital 


Publication  deadlines  require  that  no- 
tices of  postgraduate  courses,  in  order  to 
be  published  in  these  columns,  must  be 
received  in  The  journal  office  at  least  60 
days  before  the  course  is  scheduled  to  be 
given. 


Association,  South  Unit,  January  10;  4:00  p.m.; 
Drs.  W.  H.  Bunn  and  E.  Willoughby. 

Progress  with  the  Newborn,  Fort  Steuben 
Academy  of  Medicine,  January  11,  8:15  p.m., 
Fort  Steuben  Motor  Hotel,  Steubenville;  Herbert 
Pomerance,  M.D.,  clinical  associate  professor  in 
pediatrics,  West  Virginia  University  School  of 
Medicine,  and  director  of  pediatrics,  Memorial 
Hospital,  Charleston.  One  hour  AAGP  credit. 

Status  of  Oral  Hypoglycemic  Agents  — 

Trumbull  Memorial  Hospital,  Warren;  January 
11;  12:00  noon;  Dr.  James  Craig  or  Dr.  Bernard 
Landau,  of  Case  Western  Reserve. 

Common  Problems  in  General  Surgery  — 

Cleveland  Clinic  Educational  Foundation,  January 
12-13. 

Renal  Hypertension  Clinic  — RMP  Unit  of 
Pittsburgh  — • St.  Elizabeth  Hospital,  Youngstown, 
January  14,  8:00-9:00  a.m. 

Family  Medicine  Review  — Ohio  Academy 
of  Family  Physicians,  at  the  Sheraton-Columbus 
Motor  Hotel,  downtown  Columbus,  January  15-16 
and  29-30. 

A Day  with  the  Ladies  (Obstetrics  and 
Gynecology)  — Akron  City  Hospital,  525  East 
Market  Street,  Akron,  January  19;  8:30  a.m. 
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Educational  Opportunities  in  Ohio  — Continued 


Exclusion  of  Paternity  — American  Society 
of  Clinical  Pathologists  at  the  Cleveland  Clinic 
Educational  Foundation.  January  19-20. 

Breast  Lumps  and  Their  Treatment  — St. 

Elizabeth  Hospital,  Youngstown,  8:00-9:00  a.rn. 
January  21;  Dr.  S.  Ondash. 

Foot  Problems  of  the  Prewalker  and  How 
to  Manage  — St.  Elizabeth  Hospital,  Youngstown, 
January  28,  8:00-9:00  a.rn.:  Dr.  K.  Wegner. 

Family  Medicine  Review',  Ohio  Academy  of 
Family  Physicians,  at  the  Sheraton-Columbus 
Motor  Hotel,  downtown  Columbus.  January  15-16 
and  29-30.  Contact  OAFP,  4075  N.  High  St., 
Columbus  43214. 

Eden  and  Bethesda  Avenues,  Cincinnati  45219; 

February 

Electromyography  Ohio  State  University 
College  of  Medicine,  February  1-4. 

General  Practice  Cleveland  Clinic  Educa- 
tional Foundation,  February  2-3. 

Rheumatoid  Arthritis;  A Chronic  Disease 

St.  Elizabeth  Hospital,  Youngstown,  February  4; 
Dr.  A.  Randell. 

Presentation  of  the  Newer  Concepts  of  Surgi- 
cal Myocardial  Revascularization  Fort  Steuben 
Academy  of  Medicine,  February  8,  8:15  p.m.. 
Fort  Steuben  Motor  Hotel,  Steubenville:  William 
B.  Ford,  M.D.,  Department  of  Surgery,  Univer- 
sity of  Pittsburgh  School  of  Medicine;  One  hour 
AAFP  credit. 

Hormonal  Treatment  of  Carcinoma  of  the 
Breast  Trumbull  Memorial  Hospital,  Warren, 
February  8:  Olaf  Pearson,  M.D.,  of  the  Depart- 
ment of  Medicine,  Case  Western  Reserve  Uni- 
versity. 

Immunology  Mt.  Carmel  Hospital,  Co- 
lumbus, February  9. 

Gastroenterology  Ohio  State  University 
College  of  Medicine.  February  9. 

Thyroid  Disease  and  Disorders  of  Calcium 
Metabolism  — Cleveland  Clinic  Educational 
Foundation,  February  9-10. 

Selected  Topics  in  Radiological  Approach  to 
Malignant  Diseases  — Cleveland  Clinic  Educa- 
tional Foundation.  February  9-10. 

Care  of  Newborn  Infants  University  of 
Cincinnati  College  of  Medicine;  CONMED,  at 
Shriners  Burns  Institute,  Cincinnati,  February  11. 


Management  of  Anemia;  Minimum  Work-Up 
Advisable  St.  Elizabeth  Hospital,  Youngstown, 
February  1 1 : Dr.  J.  Altier. 

Pediatric  Workshop  — Indiana  and  Ohio 
Academies  of  Family  Physicians,  Hueston  Woods 
Lodge,  College  Corner,  Ohio,  February  11-13. 

Diagnostic  Techniques  in  Coronary  Artery 
Disease — Youngstown  Hospital  Association,  South 
Unit,  February  12:  4 p.m.;  Drs.  A.  V.  Whittaker 
and  Y.  P.  Sheth. 

Anatomy  and  Physiology  of  OB-Gyn  - St. 

Ann  Hospital,  Cleveland,  February  12. 

Medical  Pearls  — Akron  City  Hospital  525 
E.  Market  Street,  February  16,  8:30  a.m.;  Marvin 
J.  Sakol,  M.D.,  coordinator. 

Internal  Medicine  Ohio  State  University 
College  of  Medicine,  February  16. 

ENT  — Ohio  State  University  College  of 
Medicine,  February  17. 

Headaches  — When  Are  They  Serious? 

St.  Elizabeth  Plospital,  Youngstown,  February  18; 
Dr.  R.  Gilliland. 

Diagnostic  Laboratory  Seminar — Ohio  Acad- 
emy of  Family  Physicians,  and  Consolidated  Bio- 
medical Laboratories,  Inc.,  at  Imperial  House, 
North,  Columbus,  February  19-20. 

Treatment  in  Psychiatry — Theory  and  Prac- 
tice — Veterans  Administration  Hospital,  Brecks- 
ville,  February  21-25. 

Learning  Disabilities  and  the  Physician 

Cleveland  Clinic  Educational  Foundation,  Febru- 
ary 23. 

Advances  in  Orthopaedic  Surgery  — Cleve- 
land Clinic  Educational  Foundation,  February 
23-24. 

Fourth  Annual  Infectious  Diseases  Seminar 

Sponsored  by  CONMED  in  cooperation  with 
the  University  of  Cincinnati  College  of  Medicine, 
at  Shriners  Burns  Institute,  Cincinnati,  February 
24. 

Respiratory  Disease  in  Children  St.  Eliza- 
beth Plospital.  Youngstown,  February  25;  Dr.  K. 
Wegner. 

Ophthalmology  — • Ohio  State  University 
College  of  Medicine,  February  28-29. 

Surgical  Treatment  of  Coronary  Artery  Dis- 
ease Youngstown  Hospital  Association,  South 
Branch,  February  28.  4 p.m.;  Drs.  J.  J.  Turner 
and  M.  P.  Bhatti. 
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t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid 

(sodium  levothyroxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONS  ' 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT  k 


(1 ) The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  le 
concern  because  of  this  factor)1 

(2)  since  SYNTHROID  contains  or 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 
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1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 
Drug  Intelligence  & Clin.  Pharm.  3:270-7, 19 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0. 7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gt\pose 
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TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3  ? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID1 2 3 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

RESPONSE,  RELIABILITY,  SERVICE -COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal.  1 . a.  a.  4.  5 

Synthetically  derived  pure  crystalline  hormone. 
Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

“Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content.”® 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  2 6 Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 

CLINICAL  RESPONSE 

“Tj  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary."3 

"Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid.’’7 8 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine.”4 5 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature.®  9 10  ” • 
11.  13. 14.  15. 16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  “.  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels."’6 

1.  Mangieri,  C.  N.  and  Lund,  M.  H.:  Potency  of  United  States  Pharmacopeia 
desiccated  thyroid  tablets  as  determined  by  the  antigoitrogenic  assay  in 
rats,  J.  Clin.  Endocrinol.  Metab.,  30:102-4,  1970. 

2.  Lavietes,  P.  H.  and  Epstein,  F.  H.:  Thyroid  therapy  of  myxedema:  a 
comparison  of  various  agents  with  a note  on  the  composition  of  thyroid 
secretion  in  man,  Ann.  Intern.  Med.,  60:79-87,  1964. 

3.  Armour  Pharmaceutical  Company— discussing  Armour  Thyroid,  PROLOID, 
other  generics.  Literature  No.  21329  — 274—  YZ— 1—  IM  2/71. 

4.  Abelson,  D.  M.:  Hypothyroidism,  Med.  Sci.,  70:442-8,  1961. 

5.  McGregor,  A.  G.:  Why  does  anybody  use  thyroid  B.  P.?,  Lancet,  7: 

329-32,  1961. 

6.  Hart.  F.  D.  and  Maclagen,  N.  F.:  Oral  thyroxine  in  treatment  of 
myxedema,  Brit.  Med.  J.,  7:512-8,  1950. 

7.  Goodman,  L.  S.  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  4th  Ed.  p.  1479,  New  York:  Macmillan,  1970. 

8.  Harrison,  T.  R.,  et  al .:  Principles  of  Internal  Medicine,  6th  ed.  p.  456. 
Philadelphia:  Blakiston,  1970. 


9.  Braverman,  L.  E.  and  Ingbar,  S.  H.:  Anomalous  effects  of  certain 
preparations  of  desiccated  thyroid  on  serum  protein-bound  iodine, 

New  Eng.  J.  Med.,  270: 439-42,  1964. 

10.  Green,  W.  L.:  Guidelines  for  the  treatment  of  myxedema,  Med.  Clin. 

N.  Amer.,  52:432-50,  1968. 

11.  Dowling,  J.  T.:  Hypothyroidism  in  Current  Therapy,  Conn.  H.  F.,  ed. 
pp.  345-7.  Philadelphia:  Saunders,  1964. 

12  Dunn.  J.  T.:  Excessive  dose  of  thyroid  medication  in  hypothyroidism, 

J.  Am.  Med.  Assn.,  276:152,  1971. 

13.  Runyan,  J.  W.:  Hypothyroidism  and  myxedema,  J.  Tenn.  State  Med. 
Assn.,  56:391-4,  1963. 

14.  Albright,  E.  C.:  Use  and  abuse  of  thyroid  hormones,  comments  on 
treatment,  Marquette  University,  Milwaukee,  Wise. 

15.  Catz,  B.:  Ginsburg,  E.  and  Salenger,  S.:  Clinically  inactive  thyroid 
U.S.P.:  a preliminary  report,  New  Eng.  J.  Med.,  266:136-7,  1962. 

16.  Bartuska,  D.  G.,et  al.:  Desiccated  thyroid  U.S.P.  or  sodium  1-thyroxine?, 
J.  Amer.  Med.  Women’s  Assn.,  27:137-9,  1966. 


See  next  pages  for  prescribing  information. 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Sterling  and  Braverman2. 

T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 

Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 
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FREE  TAB-MINDER  medication 
dispensers— color-coded  in  4 dos- 
age strengths— get  patients  off  to 
a good  start  and  encourage  reg- 
ular habit  patterns.  Contain  free 
4-weeks’  supply  of  SYNTHROID, 
and  are  reusable  for  maintenance 
dosage. 


0.05  mg. 


0.1  mg. 


0.15  mg. 


0.2  mg. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 

Animal  Gland 


CYTOMEL 

(Sodium  liothyronine) 
Synthetic  Ta 

EUTHROID** 
(Liotrix) 
Synthetic  T3-T4 

THYROLAR*** 
(Liotrix) 
Synthetic  Ta-T4 

Desiccated 
(Thyroid,  USP) 
Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  T4 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  Va  gr. 

Va  gr. 

0.025  mg. 

N.A. 

Vz 

Yz 

unscored  Yz  gr. 

% gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr- 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

1 Vz  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2 gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3 gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5 gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N A. 

N.A. 

Injectable  500  meg. 

N.A.=  Not  Available  Commercially 


♦Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

**Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

***Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 


(sodium  levothyraxine) 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  d 
feet,  surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  lev 
thyroxine)  Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  pre 
nancy,  pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxi 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  lev 
thyroxine)  for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroi 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicate 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existirt 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramp: 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begi 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  th 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appeal 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabete 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  dru 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dit 
ease  (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’ 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROI 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patient 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascula 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN 
THROID  (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  d 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  o 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  beei 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  o 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  wil 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustmen 
upward  will  result  in  a more  accurate  indication  of  the  patient's  dosage  requirements  without  tht 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLE 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a singlt 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adul 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal 
ance  is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  ever) 
90  days.  Final  maintenance  dosage  will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  week: 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  anc 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredienl 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec 
tion,  U.S.P. , as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administerec 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im 
provement  is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove.  Illinois  60053 

{"  OFFER:  AA 

Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
| your  hypothyroid  patients  to 
j SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
I titled:  “Guideposts  to  Thyroid 
j Therapy.”  Ask  us. 
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Notice  To  All  Members! 

Your  Mem  I tership  in  the  Ohio  State  Medical  Association  and  American 
Medical  Association,  including  subscriptions  to  The  Ohio  State 
Medical  Journal  and  The  Journal  of  the  AA/A  (with  other  AMA 
publications),  will  expire  on  December  31.  Here’s  how  to  renew 
them : 


Mail  your  dues  immediately  to  the  Secretary-Treasurer  of  Your 
County  Medical  Society. 

OSMA  dues  are  $65.00.  AMA  membership  dues  are  $110.00.  If  you  don’t 
know  the  amount  of  your  County  Medical  Society  dues,  check  with 
your  local  Secretary-Treasurer.  Ohio  Medical  Political  Action  Com- 
mittee— American  Medical  Political  Action  Committee  dues  are  $25. 
OMPAC-AMPAC  dues  are  voluntary  and  not  tax  deductible. 


w 

♦ 


Many  members  probably  will  want  to  send  one  check  to  cover  local,  state, 
national,  and  OMPAC-AMPAC  dues.  Make  Check  Payable  To 
Your  County  Medical  Societv. 


Your  local  Secretary-Treasurer  will  forward  state  and  national  dues  for 
you  and  other  members  to  the  Columbus  Office  of  the  OSMA.  That 
office  will  transmit  AMA  dues  to  Chicago. 


Your  local  Secretary-Treasurer  wil 
to  OMPAC  Headquarters. 


forward  your  OMPAC-AMPAC  dues 


As  a part  of  the  privileges  and  services  offered  to  all  members  of  the 
OSMA,  you  will  receive  a year’s  subscription  to  The  Ohio  State 
Medical  Journal  and  copies  of  the  OSM Agram,  without  extra  cost. 
Dues-paying  members  of  the  AMA  will  receive  a year’s  subscription 
to  The  Journal  of  the  AMA,  Today’s  Health,  American  Medical 
News,  and  an  AMA  specialty  journal  of  choice. 

The  member  who  becomes  eligible  for  exemption  from  dues,  and  wishes 
to  take  advantage  of  exemption,  should  make  his  wishes  known  to 
the  secretary-treasurer  of  his  County  Medical  Society.  After  exemption 
has  once  been  established,  the  member  is  automatically  carried  over 
from  year  to  year,  unless  the  status  changes. 
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Obituaries 


Claude  Schaefer  Beck,  M.D.,  Cleveland; 
Johns  Hopkins  University  School  of  Medicine, 
1921;  aged  76:  died  October  14;  member  of 
OSMA,  AMA,  American  Surgical  Association, 
Society  of  Medical  Consultants  to  the  Armed 
Forces,  and  American  Association  for  Thoracic 
Surgery;  Fellow,  American  College  of  Surgeons, 
American  College  of  Cardiology,  and  American 
College  of  Chest  Physicians;  diplomate,  American 
Board  of  Surgery  and  American  Board  of  Thoracic 
Surgery;  surgeon  of  long  standing  and  internation- 
al reputation;  held  numerous  appointments  on  the 
faculty  of  Case  Western  Reserve  University,  in- 
cluding that  as  professor  of  cardiovascular  surgery; 
pioneer  in  numerous  surgical  procedures;  author 
or  coauthor  of  numerous  professional  papers; 
surgical  consultant  to  the  U.S.  Army  during  World 
War  II,  with  rank  of  Colonel. 

Samuel  LeRoy  Bossard,  M.D.,  Gallipolis; 
Loyola  University  Stritch  School  of  Medicine, 
1916;  aged  85;  died  October  23;  member  of 
OSMA,  AMA,  and  American  Psychiatric  Asso- 
ciation; specialist  in  psychiatry  and  associated  with 
the  Gallipolis  State  Institute  for  many  years,  and 
in  recent  years  consultant  to  the  GSI  medical 
staff;  veteran  of  both  World  Wars  I and  II. 

John  Michael  Duchak,  M.D.,  Dayton;  St. 
Louis  University  School  of  Medicine,  1935;  aged 
63;  died  October  23;  member  of  OSMA  and  AMA; 
general  practitioner  in  the  Dayton  area  for  35 
years.  Dr.  John  M.  Duchak,  of  Indianapolis,  is  a 
son. 

William  J.  Fishell  II,  M.D.,  Findlay;  Cleve- 
land Pulte  Medical  College,  1911;  aged  90;  died 
October  15;  former  member  of  OSMA;  practi- 
tioner of  long  standing  in  the  Findlay  area.  Dr. 
Richard  Fishell,  of  Wooster,  is  a son. 

Carl  Wilhelm  Kroeger,  M.D.,  Akron;  medical 
degree  in  1922  from  the  Faculty  of  Medicine, 
Friedrich-Wilhelms  University,  Bonn;  aged  76; 
died  October  14;  member  of  OSMA  and  AMA; 
resident  of  the  Akron  area  since  1923  and  practi- 
tioner of  long  standing  there,  specializing  in  al- 
lergy. He  was  associated  in  practice  with  his  son, 
Dr.  Carl  B.  Kroeger  who  is  among  survivors. 

Cosimo  Menzalora,  M.D.,  Cleveland;  medical 
degree  from  the  University  of  Palermo,  Italy, 
1919;  aged  75;  died  October  25;  member  of 
OSMA  and  AMA;  resident  of  the  Cleveland 
area  since  1936  and  a general  practitioner  of  long 
standing  there. 

Wheeler  Harold  Odell,  M.D.,  Cleveland; 
Western  Reserve  University  School  of  Medicine, 
1922;  aged  73;  died  October  21;  member  of 
OSMA  and  AMA;  Fellow,  American  College  of 
Surgeons;  practicing  surgeon  of  long  standing  in 
the  Cleveland  area. 


Edward  Stanley  Rambasek,  M.D.,  Fairview 
Park  and  Cleveland;  Western  Reserve  University 
School  of  Medicine,  1942;  aged  54;  died  October 
24  in  a plane  crash;  member  of  OSMA  and  AMA; 
Fellow,  American  College  of  Surgeons;  diplomate, 
American  Board  of  Surgery;  practicing  surgeon  for 
a number  of  years  in  the  Greater  Cleveland  area; 
veteran  of  Armed  Forces  service,  1953-1955.  Dr. 
and  Mrs.  Rambasek  and  Dr.  and  Mrs.  Robert  J. 
Roehm  were  returning  from  Florida  by  private 
plane  when  the  crash  occurred  north  of  Wooster. 
All  four  died  in  the  accident. 

Robert  Joseph  Roehm,  M.D.,  Bay  Village 
and  Cleveland;  St.  Louis  University  School  of 
Medicine,  1946;  aged  48;  died  October  24  in 
plane  crash;  member  of  OSMA,  AMA,  and 
American  Academy  of  Orthopaedic  Surgeons; 
diplomate,  American  Board  of  Orthopaedic 
Surgery;  practicing  orthopaedic  surgeon  in  the 
Bay  Village  and  Cleveland  area.  Mrs.  Roehm  died 
with  her  husband  in  the  plane  crash  as  did  their 
traveling  companions,  Dr.  and  Mrs.  Edward  S. 
Rambasek. 

Allen  Schaengold,  M.D.,  Clyde;  University  of 
Cincinnati  College  of  Medicine,  1963;  aged  38; 
died  September  29;  member  of  OSMA;  practi- 
tioner in  the  Fremont  area  from  1965  to  1970; 
residing  recently  in  Cincinnati. 

Georgia  DeJong  Scharff,  M.D.,  Spring  Valley, 
N.Y.;  University  of  Minnesota  Medical  School, 
1922;  aged  79;  died  March  31;  member  of  OSMA 
and  AMA;  general  practitioner  of  long  standing 
in  the  Lorain  area;  retired  in  recent  years. 

Vinton  Ernest  Siler,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1935; 
aged  62;  died  October  27;  member  of  OSMA, 
AMA,  American  Surgical  Association,  Society  of 
University  Surgeons,  Society  for  Surgery  of  the 
Alimentary  Tract,  American  Association  for  the 
Surgery  of  Trauma,  and  American  Society  for  the 
Surgery  of  the  Hand:  Fellow,  American  College 
of  Surgeons;  diplomate,  American  Board  of  Sur- 
geons; practicing  surgeon  of  long  standing  in 
Cincinnati;  professor  of  surgery.  University  of 
Cincinnati;  founder  of  the  Fland  Clinic  at 
Cincinnati  General  Hospital;  head  of  surgery  at 
the  Laser  Laboratory  at  General;  author  of 
numerous  clinical  papers  on  surgery. 

Richard  Herman  Tapke,  M.D.,  Cincinnati; 
University  of  Cincinnati  College  of  Medicine, 
1947;  aged  48;  died  October  20;  member,  OSMA, 
AMA,  and  American  Academy  of  Family  Prac- 
tice; general  practitioner  for  some  23  years  in  the 
Cincinnati  area;  veteran  of  the  Army  Medical 
Corps,  1951-1952. 
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Woman’s  Auxiliary  Highlights 

By  Mrs.  S.  L.  Meltzer,  Publicity  Chairman 
2442  Dorman  Drive,  Portsmouth  45662 


HE  GIFT  OF  GOOD  HEALTH  transcends 
all  other  gifts.  Doctors’  wives  are  singularly  for- 
tunate in  that,  to  some  measure  at  least,  they  are 
in  a position  to  help  steadily  in  the  effort  to  make 
possible  the  gift  of  good  health  for  their  individual 
communities.  One  radio  or  television  broadcast 
that  sends  even  one  mother  to  the  doctor  for  a 
child’s  immunization,  by  way  of  example,  is  in 
effect  the  giving  of  such  a gift. 

Contributing  to  AMA-ERF  to  lend  needed 
help  to  medical  schools  and  to  medical  students 
is  certainly  another  such  manifestation.  Providing 
student  nurse  and  other  paramedical  career  stu- 
dent scholarships  is  most  surely  another  type  of 
gift.  There  are  innumerable  others. 

At  this  Holiday  Season  then,  when  we  are  all 
particularly  gift-conscious,  it  might  be  well  to 
remind  ourselves  how  often  a local  auxiliary  can 
play  Santa  Claus — not  only  at  Christmas  but  the 
whole  year  long.  After  all.  the  gift  of  health  can  be 
packaged  in  so  many  different  ways 

Miles  and  Miles 

Perhaps  someone  can  come  up  with  a theme 
song  for  the  Auxiliary’s  state  president,  to  be 
sung  lustily  when  she  is  dashing  north,  south,  east 
and  west,  in  Ohio  and  out.  We  haven’t  lost  a 
president  yet  in  the  mad  rush,  but  it’s  a wonder 
how  she  stands  up  under  the  terrific  pressure. 
(Having  been  through  the  mill  myself,  I know 
whereof  I speak ! ) The  president-elect  is  caught 
up  in  the  whirl  too.  Guess  the  answer  lies  in  that 
significant  word  “dedication”  and  its  companion 


piece  “satisfaction”  at  the  privilege  of  meeting 
doctors’  wives  from  here,  there  and  everywhere — 
learning,  and  trying  and  hoping,  to  be  of  some 
help. 

“Direct  Line” 

That  is  the  name  of  a most  effective  news- 
letter for  leaders,  published  a number  of  times 
each  year  by  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association.  It  covers  a wide  scope 
of  suggestions  for  the  various  Auxiliary  projects. 
Some  titles  in  the  most  recent  issue  include:  “How 
Well  Do  You  Communicate?;”  “Putting  Together 
A Positive  Program  for  Health;”  “Parliamentary 
Tips  for  Presidents;”  “The  AM  A View  of  Health 
Insurance;”  “What  Do  Members  Want  From  an 
Auxiliary  Meeting?;”  “Health  Education  and 
Volunteer  Services;”  “Hippity-Hop  for  AMA- 
ERF  ;”  “Scholarships  for  Children  of  Indian 
Physicians.”  Also  featured  in  the  issue  was  “You’ve 
Come  a Long  Way,  Lady” — and  it  all  has  to  do 
with  the  forthcoming  50th  anniversary  of  the 
Woman’s  Auxiliary’  to  the  American  Medical  Asso- 
ciation to  be  held  in  San  Francisco  June  18-22. 

The  week’s  events  will  begin  with  a program 
and  slide  presentation  at  the  opening  session  of 
the  AMA  House  of  Delegates  on  Sunday  after- 
noon. The  program  will  highlight  the  accomplish- 
ments of  the  Auxiliary  over  the  past  50  years  and 
trace  the  expansion  of  its  programs  and  projects. 
A champagne  reception  at  the  St.  Francis  Hotel 
will  bring  to  a close  the  anniversary  celebration 
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for  the  clay.  Souvenir  champagne  glasses  will  be 
presented  to  those  attending. 

This,  of  course,  is  only  a “teaser”  to  all  the 
wonderful  celebration  plans.  Charm  bracelets, 
note  pads  and  notepaper  bearing  die  special  50th 
anniversary'  seal  will  be  available  for  sale  to  bene- 
iit  AMA-ERF.  All  state  and  county  auxiliaries 
will  be  urged  to  observe  the  golden  anniversary 
year  with  appropriate  events.  All  in  all,  it  promises 
to  be  a terrific  occasion.  As  it  should.  .... 


“Milestones  to  Maturity” 

This  is  a series  of  eight  letters  for  senior  high 
school  students  published  by  the  Publications  Di- 
vision of  the  Louisiana  Association  for  Mental 
Health  in  New  Orleans.  For  almost  two  years,  a 
number  of  local  auxiliaries  have  purchased  sets 
of  these  “Milestones”  to  distribute  to  their  local 
high  schools.  They  have  been  very'  well  received. 

I make  mention  of  them  now  because  I con- 
sider these  letters  an  outstanding  effort.  They  talk 
to  the  student — not  “down”  to  him.  They  encom- 
pass such  discussions  as  Personality  and  You,  Your 
Present  Plome  and  your  Future  Home,  When 
Dating  Begins,  Love  or  “Love”?,  It’s  Better  to 
Match  than  to  Patch,  When  Are  You  Ready  for 
Marriage?,  Partners  in  Living.  The  letters  make 
sense.  They  are  down-to-earth.  They  do  not  try 
to  preach.  They  do  try  to  teach,  “low-key.” 

In  discussing  “Personality  and  You,”  I offer 
this  quote:  “Each  of  us  has  a personality.  It  isn’t 
something  reserved  for  a few  who  are  outstanding. 
One  way  to  look  at  personality  is  diat  it  is  every- 
thing we  arc — body,  feelings,  understanding,  atti- 
tudes, values — everything But  what  we  are 

depends  in  part  on  what  we  were,  and  to  some 
extent  also  on  the  life  histories  of  our  parents 
and  their  parents.  Furthermore,  what  we  will  be 

depends  on  what  we  are  at  present One 

of  the  most  helpful  ways  to  look  at  personality 
is  to  think  in  terms  of  how  we  are  all  more  or 
less  alike,  and  how  we  may  be  different.  Per- 
sonality makes  us  similar  to  others  in  some  ways, 
and  different  from  other  persons  in  other  ways. 
....  If  everybody  were  exactly  alike,  life  would 
be  monotonous  with  no  surprises,  no  differences, 
no  creativity,  and  with  dead  level  conformity.  If 
everybody  were  completely  unlike,  it  would  mean 
chaos  and  confusion.  Nobody  would  have  any 
basis  of  understanding  on  which  to  live  together. 
Since  there  have  to  be  likenesses  for  people  to 
live  together,  some  degree  of  conformity  is  a 
necessary'  part  of  living.  Healthy  conformity  is  built 
around  values  which  experiences  have  proven  to 
be  worthwhile  for  all  of  us 


Here  and  There 

Hanrilton  County  auxiliary’s  November  meet- 
ing was  a luncheon  at  the  Art  Museum,  Terrace 
Room,  Eden  Park.  The  program  was  a provocative 
one — “The  Changing  Face  of  Medicine.”  Serving 
on  the  panel  were  Dr.  Marilyn  H.  Gaston,  assistant 
professor,  UC  Medical  Center;  Dr.  Clifford  G. 
Grulee,  Dean,  UC  Medical  Center;  Dr.  Milton 
W.  Gwinner,  President,  Cincinnati  Academy  of 
Medicine;  a medical  student  from  the  UC  Medical 
Center  (sorry,  I don’t  have  his  name!)  ; and  acting 
as  moderator,  Dr.  Joseph  E.  Ghory. 

Hospitality  chairman  of  the  day  was  Mrs. 
Walter  B.  Wildman.  Program  chairman  of  the 
day,  Mrs.  Ghory.  In  next  month’s  column,  I hope 
to  have  more  detailed  information  on  this  meeting 
as  well  as  some  of  the  comments  made  by  the 
panel. 


In  The  News 

October  was  a bonanza  month  for  the  Lucas 
County  auxiliary,  speaking  in  terms  of  newspaper 
coverage.  On  October  15,  the  Toledo  Blade  ran  a 
story  and  photograph  on  the  group’s  “Louisiana 
Luncheon.”  On  October  16,  again  in  the  Toledo 
Blade,  a photograph  and  detailed  caption  on  the 
addition  of  Parkview  Hospital  to  the  Mobile  Meals 
program.  On  October  27,  the  West  Toledo  Herald 
came  up  with  a terrific  feature  story  and  photo- 
graph on  Mobile  Meals.  And  on  October  28,  the 
Toledo  Blade  again  came  through  with  a photo- 
graph and  story  on  the  group's  International 
Health  project.  Nice  going — and  a salute  to  Lucas 
County  publicity  chairman,  Mrs.  Frederick  C. 
Bowdle!  And  I’m  looking  forward  to  clippings  on 
the  auxiliary’s  November  Guest  Day  Tea  at  which 
Mrs.  Woody  Hayes  was  the  speaker.  Having  heard 
Mrs.  Hayes  at  our  own  convention  luncheon  in 
1970,  what  she  says  can  make  mighty  interesting 
copy 


Going  South 

To  the  Scioto  County  auxiliary — the  Septem- 
ber meeting  took  the  form  of  an  Afternoon  Tea 
and  Welcome  to  New  Members,  held  at  the  home 
of  Dr.  and  Mrs.  Robert  Martin.  The  business 
meeting  was  conducted  by  Mrs.  Ralph  Herms, 
president.  Among  the  major  projects  discussed 
for  this  auxiliary  year  was  that  of  collecting  chil- 
dren’s shoes.  This  program  is  being  sponsored  by 
Project  Hope  and  has  to  do  with  using  the  soles 
of  the  shoes  to  make  corrective  braces  and  shoes 
for  crippled  children. 

Already  the  Scioto  group  has  collected  more 
than  100  pairs  and  expects  to  top  that  figure 
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considerably.  Mrs.  Heims  pointed  out  that  the 
request  is  for  children’s  shoes-  the  age  limit  ten 
years.  These  shoes  are  being  sent  by  the  local 
group  to  a warehouse  in  Maryland  from  which 
they  are  being  distributed  as  requested  by  Project 
Hope.  Mrs.  Manuel  Pezeshki  is  chairman  of  this 
new  International  Health  program  in  Scioto 
county. 

Lowell  E.  Thompson,  administrator  of  Scioto 
Memorial  Hospital,  was  the  afternoon’s  guest 
speaker  and  discussed  today’s  many  health  prob- 
lems. Three  new  members  were  introduced:  Mrs. 
Doyle  E.  Campbell,  Mrs.  Michael  J.  Kirk  and 
Mrs.  John  Temponeras.  Hostesses  assisting  Mrs. 
Martin  included:  Mrs.  William  Daehler,  Mrs. 
Frank  Gatti,  Mrs.  Alexander  Pacheco,  Mrs.  J.  R. 
Tillotson  and  Mrs.  Harlan  Williams. 

Medical  Seminar 

There  was  a special  women’s  program  at  the 
Scioto  County  Medical  Society’s  2nd  Annual  Med- 
ical Seminar  on  October  28.  to  which  doctors  and 
their  wives  from  many  Ohio  counties,  northern 
Kentucky  and  West  Virginia  were  invited.  The 


out  oi  town  women  were  entertained  by  the  local 
wives  at  a luncheon  at  the  Ramada  Inn  in  Ports- 
mouth. A beautiful  style  show,  presented  by  the 
Kopy  Kat,  had  as  its  models  local  auxiliary  mem- 
bers. The  narrator  was  Mrs.  Ralph  Herms.  Then 
came  a “Lady,  Be  Beautiful”  demonstration  on 
the  most  effective  use  of  cosmetics  by  Mrs.  Audrey 
Craft,  cosmetologist. 

At  6:00  p.m.,  the  women  joined  their  hus- 
bands for  the  dinner  at  the  American  Legion  and 
the  highlight  of  the  evening — the  Dr.  Ralph  W. 
Lewis  Memorial  Lecture  by  Dr.  Stuart  Roberts, 
Professor  of  Surgery  at  Ohio  State  who  holds  the 
Zollinger  Chair  of  Surgery.  A moving  tribute  to 
the  memory  of  Dr.  Lewis  prefaced  Dr.  Roberts’ 
talk  on  his  very  recent  experiences  on  Operation 
“Dust  Off”  in  Vietnam.  Mrs.  Lewis,  widow  of 
the  late  prominent  Portsmouth  surgeon,  was  an 
honored  guest. 

Merry  Christmas! 

May  the  gifts  of  love,  happiness  and  good 
health  be  yours  this  Holiday  Season — and  every 
day  thereafter. 


COMPLETE  PROTECTION  FOR  YOU  and  YOUR  FAMILY 


with  the  OSMA  SPONSORED 


EXTRA  CASH  HOSPITAL  PLAN  pays  YOU  up  to  $40  a day  when  you 
or  a member  of  your  family  is  hospitalized. 

COMPREHENSIVE  MAJOR  MEDICAL  Insurance  covers  up  to  $20,000 
in  medical  expenses  for  you  and  each  member  of  your  family  for  EACH  injury  or- 
illness.  Special  student  rates  available  on  request. 


ALSO  AVAILABLE  TO  OHIO  PHYSICIANS 


® Up  to  $150,000  Accidental  Death,  Dismemberment  and  Disability  Insurance. 

® Up  to  $800  o month  tax-free  Disability  Income  Protection  Insurance  paid  to  you  when- 
ever you  are  sick  or  injured  and  can’t  work. 

■ Up  to  $2000  a month  Practice  Overhead  Expense  Insurance  to  pay  your  office  expenses 
while  you're  disabled  due  to  accident  or  illness. 

High  value  insurance  protection  at  low  group  rates  . . . another  membership  advantage  available 
only  through  the  Ohio  State  Medical  Association. 


For  information,  telephone  collect  or  write 

Spencer  W . Cunningham,  President 
DANIELS-HEAD  & ASSOCIATES,  INC. 
Daniels-Head  Building  • Portsmouth,  Ohio  45662 
Telephone  614/354-4561 
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Poison  Information — 
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Postgraduate  Activities — (See  also  Continuing  Medical  Education! 
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for  the  Year,  469 

Student  AMA — 

Views  on  Tomorrow’s  Practice  by  Students  at  Annual 
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Following  are  names  of  new  members  of  the 
Ohio  State  Medical  Association  certified  to  the 
headquarters  office  during  October.  List  shows 
name  of  physician,  county,  and  city  in  which  he  is 
practicing,  or  in  which  he  is  taking  postgraduate 
work. 


BUTLER 

Ellen  P.  Buerk 
Oxford 

John  M.  Evans 
Hamilton 

CLERMONT 

Donald  R.  Morath 
Cincinnati 

CUYAHOGA  (Cleveland) 
Kenneth  W.  Chapman 
Gary  S.  Freeman 
Virgilio  C.  Glorioso 
Budiyappa  E.  Gowda 
Myron  H.  Luria 
Ronald  O.  Villanueva 
Rosita  V.  Villanueva 
Jerry  S.  Wolkoff 

HAMILTON  (Cincinnati) 
E.  Gregory  Fisher 


John  H.  Hanekamp 
Sara  E.  Zieverink 

JEFFERSON 

Joseph  J.  Agresta 
Steubenville 

LORAIN 

Antonio  M.  Zantua 
Lorain 

LUCAS 

John  Rogers  Smith 
Toledo 

RICHLAND 
Alvaro  Gonzalez 
Mansfield 

SCIOTO  (Portsmouth) 
Doyle  E.  Campbell 
John  S.  Temponeras 


The  American  Medical  Association  has  an- 
nounced the  1971  Medical  Journalism  Awards 
competition.  Entries  are  invited  for  distinguished 
contributions  to  a better  understanding  of  medicine 
and  health  through  five  media  fields:  Magazines, 
newspapers,  television,  radio,  and  editorials.  In- 
quiries may  be  directed  to  the  Medical  Journalism 
Awards  Committee,  American  Medical  Association, 
535  N.  Dearborn  Street,  Chicago,  Illinois  60610. 
Deadline  for  entries  is  February  1,  1972. 
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with  their  services  and  products,  and  let  them  know  that 
you  see  their  advertisting  in  The  Journal. 
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Classified  Advertisements 

Rates:  50  cents  per  line.  Minimum  charge  $1.00  for  each  insertion.  Display  classified.  $1.00  per 
line.  (9  lines  to  the  inch)  Prices  cover  the  cost  of  remailing  answers.  Forms  close  the  8th  of  the 
month  preceding  publication.  To  assure  prompt  delivery,  when  replying  to  an  advertisement  over 
a Journal  box  number,  address  letters  as  follows: 

Box  (insert  number),  c/o  The  Ohio  State  Medical  Journal 
17  South  High  Street,  Suite  500,  Columbus,  Ohio  43215 


Physicians  seeking  locations  in  Ohio  are  in- 
vited to  contact  the  Physicians’  Placement  Service 
in  the  executive  offices  of  the  Ohio  State  Medical 
Association,  17  South  High  Street,  Suite  500, 
Columbus,  Ohio  43215.  Through  this  medium 
efforts  are  made  to  establish  communications  be- 
tween physicians  seeking  locations  and  com- 
munities where  physicians  are  needed,  or  other 
physicians  who  are  in  need  of  associates. 


OHIO,  FAIRFIELD,  Space  available  in  modem 
Medical  Building,  15  miles  from  Cincinnati.  General 
Practitioner  and  Specialist  needed.  Reply  to  Box  616, 
o/o  The  Ohio  State  Medical  Journal. 


GENERAL  PRACTITIONER  OR  INTERNIST— 
Available  immediately.  Busy  practice  for  G.P.  or  In- 
ternist desiring  family  practice  without  Obstetrics.  Group 
consists  of  3 G.P.’s  and  Surgeon,  in  new  building  with 
lab  and  x-ray  facilities.  Local  50  bed  J.C.A.H.  approved 
hospital.  Rural  area  with  excellent  school  system.  Ready 
access  to  Cleveland,  Akron,  Columbus.  No  investment. 
Early  partnership.  Housing  available.  Reply  John  A. 
Grafton,  Business  Mgr.,  Lodi  Medical  Building,  402 
Highland  Dr.,  Lodi.  Ohio  44254  or  phone  (216)  948- 
1555. 


UNIVERSITY  STUDENT  HEALTH  PHYSI- 
CIANS: Two  immediate  openings,  Northwest  Ohio, 
13,000  students,  modern  new  facilities,  102  bed  hospital 
and  complete  lab.  & x-ray  facilities;  excellent  salary, 
fringe  benefits,  vacation,  and  working  conditions.  Reply 
Box  590,  o/o  The  Ohio  State  Medical  Journal. 


ASHLAND,  OHIO  — FOR  RENT.  Physician’s 
office  in  modern  professional  building,  7 rooms,  1100 
sq.  ft.,  central  air  conditioning,  near  hospital.  Excellent 
practice  opportunities  for  GP  or  specialist  in  growing 
semi-rural  college  community.  Reply  Henry  C.  Chalfant, 
M.D.,  309  Arthur  Street,  Ashland,  Ohio  44805. 


FAMILY  PRACTICE  RESIDENCY  — Just  ap- 
proved — openings  at  all  levels  — can  start  immediately 
— for  details  contact:  A.  J.  Pultz,  M.D.,  Chairman, 
Family  Practice  Committee,  Grant  Hospital,  309  E. 
State.  Columbus,  Ohio  43215. 


GENERAL  PRACTITIONER  OR  INTERNIST 
WANTED  to  acquire  excellent  solo  practice  in  four 
unit  professional  building.  Retiring  from  long-established 
general  practice  July,  1972.  Personal  interview  neces- 
sary to  appreciate  opportunity  and  terms  offered.  Con- 
tact: R.  N.  Whitehead,  M.D.,  911  W.  Wooster  St., 
Bowling  Green,  Ohio  43402. 


EMERGENCY  ROOM  PHYSICIAN  — IMMEDI- 
ATE FULL  TIME  to  complete  staff  of  modern  515  bed 
community  hospital.  Ohio  licensure  necessary.  $32,000- 
$34,000  per  annum  plus  excellent  fringe  benefits.  Con- 
tact Canton  Emergency  Physicians,  Inc.,  P.O.  Box  305, 
Canton,  Ohio  44701. 


WANTED  — - family  physicians,  internist,  pediatri- 
cian, and  orthopedist  for  solo  but  medically  congenial 
practice  in  128  bed  JCAH  accredited  hospital  in  well 
located  southern  Indiana  city.  Contact:  Maury  Gray, 
Adm.,  Dunn  Memorial  Hospital,  Bedford,  Indiana  47421. 


PHYSICIAN  wanted  for  Outpatient  Service,  Cleve- 
land Veterans  Administration  Hospital,  10701  East  Blvd., 
Cleveland,  Ohio  44106.  40-hour  week;  excellent  fringe 
benefits,  retirement  program.  Hospital  affiliated  with 
nearby  Case  Western  Reserve  University.  Allowance  for 
moving  expense.  Salary  depending  on  qualifications. 
Non-discrimination  employment.  Contact  Chief,  Outpa- 
tient Service,  Area  Code  216-791-3800,  Ext.  265. 


BOWLING  GREEN,  OHIO  needs  General  Prac- 
titioners, Internists,  and  Pediatricians.  Solo,  Partnership 
and  Corporate  Practice  arrangements  are  available.  We 
are  a college  town  of  20,000  with  drawing  area  of  60,- 
000.  Contact  Wm.  E.  Culbertson,  Administrator,  Wood 
County  Memorial  Hospital  in  Bowling  Green,  Ohio  for 
further  information. 


PHYSICIAN’S  OFFICE  FOR  RENT  in  Marie- 
mont,  a Village  adjacent  to  Cincinnati,  near  a good 
hospital.  Contact  L.  Hermanies,  3900  Oak  St.,  Marie- 
mont,  Ohio,  Phone  271-0291. 
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LOCUM  TENENS  PATHOLOGIST  available  for 
a minimum  period  of  one  month.  Fellow  of  College  of 
American  Pathologists : Ohio  licensed ; Pathologist  at 

Mercy  Hospital.  Tiffin,  Ohio  from  1959  to  1969.  For 
further  data  consult:  Albert  O'Halloran,  M.D..  F.C.A.P.. 
13  Hainault  Grove,  Foxrock,  Co.  Dublin.  Ireland.  Phone 
Dublin,  01-895736,  or/and  Administration  and  Medi- 
cal Staff  of  above  hospital. 


DEVELOPING  EMERGENCY  DEPARTMENT 
PHYSICIANS  ORGANIZATION  needs  physicians  in- 
terested in  guaranteed  income,  teaching  opportunities, 
and  a work  schedule  that  permits  frequent,  extended  time 
off  to  enjoy  the  wildlife,  hills  and  lakes  of  Southern 
Ohio,  yet  be  within  convenient  driving  time  to  Columbus, 
Ohio.  Please  contact  or  call  \\  . T.  Washam,  M.D..  425 
Chestnut  Street.  Chillicothe.  Ohio  45601.  Telephone 
(614)  774-331 L 


GROUP  FAMILY  PRACTICE  — Excellent  op- 
portunity for  family  practice  in  pleasant,  progressive 
town  near  Columbus,  Ohio.  No  OB;  well  equipped  medi- 
cal center,  5200  sq.  ft.,  including  12  examining  rooms, 
small  surgery,  own  laboratory  and  x-ray;  3 GP’s  already 
in  practice;  part-time  coverage  of  college  health  service; 
modern  well  equipped  350  bed  community  hospital  with 
active  consulting  service  and  ER  group  4 miles  from 
office;  excellent  local  schools.  Salary  plus  percentage 
first  year,  leading  to  partnership.  Write  to  Granville 
Medical  Center.  Granville.  Ohio  43023. 


M.D.  GRADUATE  OF  OHIO  STATE  UNIVER- 
SITY COLLEGE  OF  MEDICINE,  interested  in  general 
practice,  emergency  room  service,  or  anesthesiology,  or 
a combination  of  above  areas  of  medical  practice.  Reply: 
Box  636  c/o  Ohio  State  Medical  Journal. 


— More  Classified  Ads  on  Next  Page  — 


( ATTENTION,  PHYSICIANS...^ 


ARE  YOU  TIRED  OF  WORKING  AROUND  THE  CLOCK???  OF 

HAVING  NO  TIME  OFF???  COSTLY  OVERHEAD???  If  you  an- 
swer YES  to  all  of  these  questions  — READ  ON  — THERE  IS  AN 
ANSWER  TO  YOUR  DILEMMA. 

The  State  of  Ohio,  Bureau  of  Workmen's  Compensation  has  open- 
ings for  qualified  physicians  to  work  in  performing  physical  exam 
inations  to  evaluate  the  degree  of  disability  and  reviewing  files 
for  the  purpose  of  rendering  opinions  on  the  many  facets  of 
claims.  There  are  openings  in  the  Central  Office  in  Columbus  and 
in  District  Offices  in  the  Toledo,  Cleveland,  Canton,  Akron,  Youngs- 
town and  Cincinnati  areas.  Prefer  full-time  but  will  consider  part- 
time. 

WHAT  DO  YOU  GET  IN  RETURN?  ? ? NO  OVER  HEAD  . 40 

HOUR  WEEK  . . . TWO  WEEK  VACATION  . . . SICK  LEAVE  . . . 
SUBSTANTIAL  RETIREMENT  INCOME  . . . VERY  LITTLE,  IF  ANY 
TRAVEL  PLUS  A REAL  CHALLENGE  TO  SERVE  MANKIND 

ALSO  NEEDED  — specialists  in  all  fields  to  do  physical  examina- 
tions and  evaluations  in  their  office,  and  submit  report  — will  be 
compensated  with  your  Usual,  Customary  and  Reasonable  fee. 


IF  THIS  IS  JUST  THE  POSITION  YOU  HAVE  BEEN  SEEK 
ING  . . . Please  contact  O.  L.  Coddington,  M.D.,  Medical 
Administrator,  State  of  Ohio,  Bureau  of  Workmen's 
Compensation,  65  South  Front  St.,  Columbus,  Ohio 
43215,  or  call  Columbus  (Area  Code  614)  469-2807  for 
further  information. 
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IS  THERE  A DOCTOR  IN  THE  HOUSE? 

M.D.,  urgently  needed  as  an  associate  in  a 
very  active  practice  in  Cincinnati,  Ohio;  full 
partnership  within  short  period;  General  Practice, 
Internal  Medicine,  or  Family  Practice.  Spacious 
offices,  in  beautiful  medical  bldg.,  with  all  modern 
facilities,  on  “Medical  Hill,”  close  to  all  hospitals. 
Present  M.D.  wishes  to  retire  soon  and  is  con- 
cerned with  his  patients’  over-all  needs.  Would 
you  like  to  join  him?  Call  collect  (513)  221-1112, 
anytime. 


PHYSICIAN  WANTED  to  supervise  blood  plasma 
collections  five  days  a week  Cleveland  area.  Ohio  license 
required.  Professional  liability  and  hospitalization  in- 
surance paid.  Inquire  Ohio  Blood  Plasma,  Inc.,  1130 
Main  Street.  Cincinnati,  Ohio  45210.  phone  (513)  651- 
2470. 


MEDICAL  ASSISTANT  seeking  position  in  a doc- 
tor’s office.  Summit  County,  Twinsburg,  Hudson,  Bed- 
ford, Maple  Heights  area.  Reply:  Box  637,  Ohio  State 
Medical  Journal. 


MEDICAL  DIRECTOR  — Occupational  expe- 
rience preferred  but  will  consider  applicant  who  wishes 
to  make  a career  of  occupational  medicine.  Attractive 
salary,  excellent  fringe  benefits.  Midwest  location.  Inter- 
view and  relocation  expenses  paid.  Box  638  c/o  Ohio 
State  Medical  Journal. 


M.D.  GRADUATE  OF  OHIO  STATE  interested 
in  night  or  weekend  work  in  industrial  plant  or  in- 
dustrial clinic  in  Columbus  area.  Reply:  Box  639  c/o 
Ohio  State  Medical  Journal. 


FOR  SALE:  Profexray  fluoroscopic  x-ray  unit  com- 
plete with  apron  and  gloves  in  excellent  condition.  Asking 
$150.00.  Recently  inspected  and  approved  by  health 
department.  Call  216-651-1826. 


PSYCHIATRISTS — Clinical  and  Administrative 
positions  available  in  a comprehensive  community  men- 
tal health  center  and  state  hospital  located  near  Akron. 
Approved  residency  training  program.  New  treatment 
facilities  under  construction.  Contact:  P.  M.  Jackson, 
M.D.,  Fallsview  Mental  Health  Center,  Cuyahoga  Falls. 
Ohio  44222. 


FINDLAY — DIRECTOR  for  established  Mental 
Health  Clinic.  Will  consider  % clinic  duties,  % private 
practice.  Would  you  like  non-urban  life?  Visit  our  city 
of  35,000.  Contact  Wm.  Elderbrock,  M.D.,  Hancock 
County  Mental  Health  Clinic,  111%  W.  Pear]  Street. 
Findlay,  Ohio  45840. 
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With  EVAC-U-GEN  your  patients  with  functional 
constipation  can  evacuate  gently.  This  is  highly 
desirable  for  those  sensitive  to  harsh  laxatives 
. . . particularly  children,  pregnant  women,  and 
geriatric  patients 


EVAC 


GEN 


CHEWABLE 
VERY  PALATABLE 
ECONOMICAL 


A highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein.  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose.  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears.  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER.  CORP  & CO.,  INC.  Syracuse.  New  York  13201 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\Mium  (diazepam) 

2-nig,  5-mg.  10 -mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  cf  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  21£  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  inTel-E-DoseT  M'  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


